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FIREWORD  , 

Heb  compilation  and  cnrdque  of  nursing  research  instrmnents  ^wcm 
initiated  in  response  to  an  ^pressed  need  of  liursingo  researchers 
such  a  compilation.  A»numb«:  of  universities  and  other  aigerieies  con- 
cerned with  nursing  research-had  been  collecting  nursing T^se^ch.hn-.^ 
struments  to  assist  investigxctors  in  their  owm  respective  agencies  ' 
locating'  appropriate  tools  to  measure  the  many  unique  variables  ei 
countered  in  nursing  research.  Such  collections  were  qf  neceffiity  limite 
in  scope  and  availability.  It  became  clear  that  tihe  need  for  a  immprehei 
sive  collection  existed,  and,  furthermore,  that  il^ould  be  of  corasideraib 
help  to  potential  researchers  if  the  tools  '^ere  not  only  brought  to^the-- 
in  oneplace,  but  if  they  were  also  critiqued.  Such  Extensive  treatraentuM 
each  instrument  would  guide  researchers  in  their  choosing  of  the  must 
appropriefCetool,'  on  plans  for  further  testing  of  an  existing  tool,  aaid  «i> 
the  need  to  construct  a  pew^tool.  A  compilation  of  instrupients  woii^'^ 
prevent  duplication  of  instrument-development  efforts,  and  woiui 
stimslate  the  development  bf^high  quality  irtstruments  in  the  futnr-e. 

The  Division  of  Nursing  is  committed  to  research  to  improve  ^Jre 
practice  of  nursing  and  supports  hjgh  quality  research  projects  un'ler 
both  grant  and  contract  mechanisms.  As  measurement  of^ariablesis  an 
integral  part  of  any  research  project,  this 'compilation  is  expectel 
assist  researchers  in  nursing  and  related  fields  nationAvide  in  plant 
and  carrying  out  their  research  projects,. 


^Jessie  M.  Scott  - 
Assistant  Surgeon  General 
Director 

Division  of  Nursing 
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in  June  197^?=»^  Western  Interstate  Commis- 
sion foro  ^^beir  Education  WlCHE)  was 
awarded  a'coiBtract  by  the  Division  of  Nursing, 
Bureau  of  HreaUfch  Manpower,  Health  Resources 
AdministuatjMm!(IfflEW),  to  prepare  for  publica- 
tion a  cbmpifiatioii  of  nursing  research  instru- 
ments and  odier  measuring  devices.  The  scope 
of  work  slatted  that  the  contractor  would: 

1.  Developo  a- plan  for  conceptually  delimiting 
the  scojpe  of  the  compilation; 

2.  Specify- criteria  for  inclusion  and  exclusion 
of  item»  rn  the  compilation; 

3.  Develoroa  rationale  for  inclusion  and  exclu- 
sion of  the  instruments  themselves  in  the 
pubUdictinri; 

4.  Sear<4x  the  literature,  including  unpub- 
%      lished-soiirces,  and  identify  items  suitable 

for  inclusion,  according  to  the  criteria  de- 
veloped for  that  purpose,  and  fq^Uing  within 
the  defined  scope  of  the  compilation; 

.  5*.  WriteTa  review  of-each  item  to  b©  included 
in  the  compilation;  the  proposal  should  con- 
tain a  discussion  of  all  categories  to  be  in- 
cluded in  such  a  revie^w.  * 
yhe  project,  which  began  in  July,  1974,  was\ 

completed  in  February  1977.  -        ^  \ 

Background 


A  frequently  cited  barrier  to  conducting  clihi- 
cal*  nursing  research  is  the  lack  of  appropriate 
data-gathering  instruments.  Sometimes,  this 
la'ckls  more  apparent  than  real— a  suitably  de- 
vice exists,  but  the  researcher  was  not  success- 
ful in  determining  feither  its  existence  or^the 
InfoTmatton-^iecessaryJbojise^  The  results  in 
this^'case  are  frustration,  duplicatiorv^f'effortT-^ 
increased  costs  for  resea^pe|i,.  and  prolongation 
or  cessation  of  the  research  endeavor.  .Obvi- 
ously, then,  inaccessible  measuring  instruments 
constitute  a  considerable  waste  of  resources. 

For  nursing  research,  the  problems  related  to 
the  search  for  suitable  Sata-gathering  devices  is 
compounded- by  the  fact  that  nursing  is  based 
upon  scientific^'knowledge  generaied  by  many 
fields  of  inquiry.  Nurse  researchers  seek  tot)ls, 
for  example,  from  psychology,  sociology, 
physiology,  and  anthropology.  It  is  virtually  irp- 
possible  for  one  person  to  be  'familiar  with  the 
current  data-gathering  devices  Jn  any  one  field, 
much  less  all. ^     ^  ^■ 
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A  compilation  of  data-gathering  instruments,* 
which   included   descriptions,  critiques,  and 
copies  of  selected  tools,  was  identified  as  one 
efficient  "means  of  increasing  accessibihty.  A 
number  of  such  compilation?  exist  for  be- ? 
havioral  science  instruments  and  are  listed  in 
Appendix  A.  These  resources  are  helpful  but*  not 
specific  to  the  variables  of  nursing  practice  and 
health  care,  k  compilation  of  instruments  for  * 
measuring  such  variables  A^as  not  known  to 
exist  when  this  project  was  conceived. ' 

The  primary  aim  of  this  project,  therefore, 
was  to  deVfelop  a  compiliation  of  data-gathering 
devices  fqr  measuring  ntirsing  practice  §ind 
other  health  care  variables  as'one  means  of  in- 
creasing the  quality  and  quantity  of  future 
.nursing  and  related  health  care  research,  as 
well  as  the  effe<rtiveness  and"  efficiency  with 
which  that  research  is  conducted. 

Advisory  Committee  ^ 

Two  advisory  committees  were  used  to  assist 
the  project  staff  ih  decisionmaking  regarding 
the  scope  of  the  compilation  and  the  actual  na- 
ture and  format  of  its  content.  The  Project 
Advisory  Committee  provided  assistance  and  * 
consultation  regarding  all  major  areas  of  de-  ^ 
cisionmaking.  The  Physiology  Advisory  Sub- 
committee guided  the  development  Qf  Jthe 
physiological  section  of  the  compiltitiom.  The  in- 
dividuals who  servjed  on  these  committees  are 
ide^itified  in  the  Acknowledgments.  , 

Operational  ITefinitions 


For  the  purpoo^es  of  this  project,  the  following 

 operational  definition  of  "an  instrument  was 

•  applied:  "A  data-collecting„device  or  tool  used  to 
assist  in  the^procesS  of  securing  olfservations  in 
a  mannef  that  allows  for  quantification,  e.g.,  a 
paperrand-pencil  test,  a  questionnaire,  an  inter-- 
'view  schedule,  an  observation  gu|de;  a  rating 
, scale,  a  mechanical  instrument.  The  terms 
"tool",  "instrument",  and  "data-gathering,  de- 
vice" are  used  interchangeably  in  the  compila- 
tion. - 

Other  operatidnal  definitions  are  provided  in 
Appendix  C.  . 

Scope  of  the  Compilation 

The  first  charge  to  the  project  staff  and  its 
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advisory  committee  w^s  to  limit  conceptually^ 
the  scope  of  the  compilation.  This  tiask,  which  at 
first  appeared  simple,  contitiue*d  to  haunt  the 
staff  throughout  the  entire  project. 

The  staff -wanted  to  limit  the  scope  of  the 
cpmpilatidn  to  ^ve  focus  to  the  search  for  in- 
struments. It  was  assumed  that  this  first  compi- 
lation could  not  be  bothlntensive  and  extensive 
across  all  of  the  variables  related  to  the  profes- 
sion of  nursing.  Decisions  had  to  be  made  re- 
garding which  topics,  areas,  variables,  and  the 
•like  would  be  included  and  which  would  be 
excluded.  .   ^  , 

After  lengthy  deliberation,  the  staff,  in  col- 
laboratix)n  with  the  project 'officer  and  Advisory 
Committee,  decided  'to  exclude  tfrose  instru- 
irents  dealing  with  nupsing  education  and  to 
fociis  only  on  those,  dealing  with  nursing  prac- 
tice^. Furthermore,  patient  variables,  rather 
than  nurse' variables,  were  to  be  given  priority. 
It  was  alsp  decided  that  both  psychosocial  an4? 
physiological  instruments  were  to  be  included.. 
Although  these  decisions  did  influence  the  scope 
of  the  compilation,  the  resulting  compilation  is 
still  broad  in  scope^nd  its  conceptualization  is 
less  precise  than  desired. 

Currently,  there  is  nationwide  interest  in  pa- 
tient outcomes  of  health  care.  Sets  of  "outcome 
criteria"  now  being  developed  by  many  health 
care  professionals  to  be  lised  in  quality  assur- 
ance programs  have  been  excluded  from  this 
compilation  because  such  sets  are  largely  list- 
ings of  variables  or  standards  ("knowledge  of 
medications,"  "patient  knows  the  side-effects  of 
his  medications")  rather  than  tools  to  measure 
the'^variables.  ^A  user  interested  in  t^e  mea- 
surement of  patient  outcome  variable^  would 
want  to  examine  the  section  on  patient  vari- 
.ables.  In  addition,  the  variable  ."patient  satis- 
faction- with  care/'  also  often  us^d  as"  an 
outcome  variable,  is  found  in  the  section  on  ' 
provider-patient  interaction.  It  was*  concep- 
tualized—along 5vith  the  provider's  perception 
of  care — as  an  aspect  of  the  care  process. 

Classification  of  the  instruments 

Xhere  were  ^Iso  plans  to  develop  a  taxonomy 
of  classification  system  to  organize  the  instru- 
ments%  Several  approaches  were  i^sed,  including 
some  that  began  with  a  jrioder  of  the  nursing 
process  or  an  existing  classification  scheme,  ahd 
others  that  required  a  content  analysis  of  the 
instruments  selected  for  possible  inclusion.  Not 
until  all  instruments  were  actually  assembled 
was^it  possible  to  develop  a  classification  sy^- 
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tem.  Even  then,i:he  system  was  applicable  only 
for  psychosocial  instruments.  Physiological  in- 
struments rec^uired  a  separrife  classificati^ 
system. 

To  develop  a  classification  system  ;or  the 
psychosocial  tools,^  tfie  staff  and  project  officer 
used  an' inductive  ^^pproach^  working  indepen- 

■  dently  at  times  and  at  other  times  as  a  group. 
The  procerss  they  used  jnclude_d  sorting,  resort- 
ing, iresorting  again, 'labeling,  conceptualizing, 
anja  cqmparing.'Finally  a  mo^el  was  developed 
which  could  serv^  as  a  guide  to  the  clasisificatton 
of  the  instruments  in  tlie  pu)yiica|;ion.* Primary 
crepij  for^the  model  $*hown  in  figure  1  belongs  to 
the  project  ^fficfer.  Although  it  needs  further 

•  development,'  if  is  hoped  that  the  model  will  (1) 

'  help  the  user  to  locate  a  needed  instrument,  ((2) 
facilitate  comparison  of  the  strengths  and 
^-•eaknesses  of  several  instrument^  measuring- 

^the  same  or  similar  variables,  and  (3)  identify 
gaps  in  instriimflfent  development. 

In' using  vthe  copipilation,  it  is  important  to 
realize  that  classification  of  the  psychosocial  in- 
struments was  complicated  by  the  fact  that 
many,  if  not  mqst,  of  the.  in^rti«ients  q[ieasm^d 
more  than  one  and  often  multiple  variables. 
With  those  toojs,  the  project -staff  then  decided 

'  -which  multiple" variable  was  primary.  Many  in- 
struments could  have^  been  classified  in  more 
than  one  category,  but  were  not  because  eacli 
instrument  cculd  be  included  only  once  in  tBe 
publication.  For  "this  rfeason,»  several  indices 
were  constructed.  .  . 

It  should  also  be  notecj^that  instruments  were 

;  classified  on  the  basis  of  the  variable  measured 
rather  than  on  the  basis  of  the  type  of  respon- 
'dent,  ^^or  example,  an  instrument  measuring 
patient  anxiety  could  be'  administered  to  a  pa- 
tient, nurse,  physician,  relative,  or  outside^  ob- 
server; however,  the  variable  still  remains 
patient  anxiety.  \  ' 

Sever  at  approaches  were  considered  for  clas- 
sifying thfe  physiological,  tools.  Initially,  it  was 
hoped  to  classify  them  by  the  variable  mea^ 
sured.  However,  each  ^instrument  could  be  used 
to  measure  one  of  several  variables,  and  it 

^  proved  to  be  extremely  difficult  to  fr^^ntify  one 
primary  variable  for  each  instrument.  Con- 
sideration* wa^  gfiven  t6  clia'ssification  by  instru- 
ment type  such  as  electrical  or  mechanical,  .but 
that  did  not  seem  a  useful  approach  for  this 
compilation.  A  body  system  approach  wa$ 
finally  selected  for  classification.  . 

In  summary,  the  scope  of  the  compilation  is 
extremely  broad^  cutting  across  a  wide  range  of 
variables  arid  types  of  data-collecting  nnstru- 
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^  Figure  1'.--^och^model  for  the  classification  of  psychosocial  instruments 


1-  , 

ments.  Both  psychosocial  and  physiological  in-' 
struments  are  included,  ^he  compilation  is 
limited  to  instruments  that  relate  directly  to 
nursing  practice;  psychosocial  instruments  de- 
scribe^  in  other  Readily  afccessible  source  books 
are  not  included,  but  appropriate  citations  ^re 
provided  (see^  Appendix  B)\  The  psvchosocial  in- 
struments arei.  organized  to  cdrrespond  to  the 
model  presented  in  figure  1.  The«»physiolo#caL 
instruments  are  organized,  to' correspond  to 
body  systems.  '      '  .    ■  ■ 


Description  of  the^  Compiiation 

Copies  of  325  psychosocial  instruments  were 
assembled.  Of  these,  34  werejdentified  as  ial- 
rfeady  included  in  other  readily  accessible  compi- 
4  lation^;  thus,  they  were  not  considered  for 
inclusion  in  this  publication.  Others  did.  not 
meet  one  or  more  of  the  criteria  for  inclusion;/or 
some,,  the  information  deemed  necessary  was 
not  available;  for  others,  the  author(s)  could  not 
be  located. 
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The  final  compilation  consists  of  descriptions 
and  critiques  ©f  140  psychosocial  instruments 
and  reproductions  of  1^5  of  them,  and  descrip- 
tions of  19  instruments  that  can  be  used  to  mea-^ 
sure  physiological  vSriabfes  of  ,ii>terest  tO: 
nurses  and  other  health  care  personnel.  These 
materials  are  contained  in  two  volumes.  Volume 
---1  contains  the  descriptions  and  critique*  of  the 
^psychosocial  instruments  and  copir.c^  of  the 
psychosocial  instruments  for  which  cepr  due- 
tion  releases  ?ould  be  obtained.  Volume  2  con- 
tains the  descriptions  of  the  instruments  to 
measure  the  physiological  variables,  annotated 
bibliographies  for  each  of  the  two  major  sec- 
tions, a  referenced  list  of  those  psychosocial  in- 
struments collected  \>ut  already  described  in 
other-compilations,  the  appendixes,  and  the  in- 
dices.- '  k 

The  format  for  the  description  of  each  psycho- 
social instrument  provides  the  following 
information  .jn  the  order  given:  \title;'  author; 
variable;  description  of  the  instrument — nature 
and  content,  administration  and  s^cori'ng;  de- 
vejopment  of  the  instrument — ratiorikte,  source 
of  items,  procedure  for  development,  reliability 
^md  validity;  use  in  research;  comments;  refer- 
ences; souice  of  informatio.n;  ahd;copyright  in- 
formation. .  '  ^ 

The  format^  for  the  *  description  of  each 
physiological  instrument  is  as  follows:  title  of 
instrument,  variable,  parameters,  research  ap- 
plication, description,  and  comments. 

Criteria  lor  inclusion  of  Psychosocial  Instruments 

Seven  criteria  established  by  the  Advisory 
Committee  governed  the  selection  of  instru- 
ments: (1)  that' the  instrument  appear  or  is 
described  in jpubllslied literature;  (2)  that  infor- , 
mation  be  available  from  the  author  to  complete 
the  first  three  sections  of  the  description  for- 
mat; (3)  that  the  instrument  contain  a  logically 
or  systematically  derived  pool  of  items  of  poten- 
tial value  to  clinical  nursing  research;  (4)  that 
the  clinical  nursing  variable  the  iniittrument 
measures  be  readily  identified;  (5)  that  tfie  clini- 
cal nursing  research  function  the  instrument 
could  serve  be  readily.determined;  (6)  that  t^®. 
professional  judgment  of  project  s^aff  and  pSP"'^ 
ject  officer,^the4nstrument  have  potential  value 
for -clinical  nursing  research;  and  . (7)  th^  the 
.  instrument  not  be  described  and/or  critiqued  in 
'  any  •other  readily  accessible  published  compila; 
tion.  , 

Although  these  criteria  were  adequate  in 


most 'cases,  there  were^ome  instruments  that  ^ 
required  additional  consideration  b^for^e  aMeci- 
sion  for  inclusion  could  be  made.  Ih  fact,  any 
instrument  that  did  not  meet  the  above  criteria 
was  reviewed  independently  by  ^aff  and  the 
project  officer:  Following  this,  a  recommenda- 
tion for  inclusion  or  exclusion  was  tjien  made, 
and  supporting  rationale  provided;  a  vote  Was 
taken  and  the  majority  ruled. 

As  mentioned  previoiislyj  several  tools  in  the 
>  area  of  outcome  criteria  were  excluded  because 
they  did  jjot  meet  the  operational  definition  of 
an  instrument.  That  is,  the  instrument  was  a 
place  for  the  systematic  recording  of  observa- 
tions but  was  not  designed  or  conceptualized  in 
terms  of  quantification.  Other  instruments  were 
excluded  because  tfie  authors  were  in  the -pro- 
cess of  initial  pirot  testing.  It  seemed  mor^  rea- 
sonable to  include  these  instruments  in  a  future 
edition  of  the  compilation,        .  ^/ 

To  develop  an  explicit  pmcess  and  explicit 
comprehensive-  criteria  for  instrument  selec- 
tion, the  staff  ^nd  project  officer  worked  dili- 
gently. Decisions  were  supported  by  sound 
rationale.  A  determined  effort  was  made  to 
avoid  making  arbitrary  decisions. 

^  Search  for  Psychosocisy  Instruments' 

The  major  effort's  to  locate  psychosocial  in- 
struments were  directed  toward  published  lit- 
erature. Because  instruments  of  potential 
interest  to  clinical  nursing  research  are  com- 
mon to  many  disciplines,  the  search  was- not 
confined 'to  nursing  literature  or  even  to  the^ 
literature  of  the  health  care  field,  Journals  In' 
the  fields  of- anthropology,  educatiBn,- psychol- 
ogy, and  sociology  Were  included  in  the  search, 
as  were  journals  in  the  nursing-related  fields  of 
medicine,  dentistry,  and  nutrijtiOn,  / 

A  page-by-page  search  "was  made  of  the  nurj^- 
ing  literature  and  selected  health-related  jour-^ 
nals;  other  journal'  sources  were^  identified 
t-hrough  computer  searches,  abstract  listings, 
and  indices.  The  complete  listing  of  the  journaU 
and  materials  searched  is  found  in  Appendix 

In  addition,  a.  generaL  solicitation  requesting 
submission  of  instruments  was  carried  out  by 
placing  notices  yi  nursing  journals  and  publica- 
tions likely  to  be  read  by  persons  developing 
data-cc??ecting  instruments  relevant  to  nursing 
research;  and  by^sending  letters  to  persons  in  . 
hu'rsing  research  positions,  in  educational  in- 
stitutions,* hospitals,  and  other  health"*  care 
agencies.  > 
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Procedural  Steps  Following  Identification  ' 
of  A  Psychosocial  Instrument 

>  In  the,  search  of  the  lite.rature  and  other  re- 
sources, -  names  of  individuals  who  h^ad  de- 
veloped, iiised,  and/or  guided  the  development  of 
..  a  data-collection  device  were  identified.  Current 
addresses  were  obtained  from  professional  di- 
-^rectories  .or-^individual-GontaGts  -as-necessaryy- 
^  and  individuals  were  contacted  for  information 
about  the  development  or  yse  of  a  particular 
instrument. 

The  information  requested  about  each  in- 
strument included:  variable(s)  being  measured, 
description  of  instruttient,  type  of  data  collected, 
procedure  for  administration,  procedure  for  es- 
.  tablishing  reliability,  procedure  for  establishing/ 
validity,  discriminatory  power  of  .  instrument^ 
references  for  studies  that  had  used  this  iti- 
strum'ent  for  data  collection,  anjJ:,comments  or 
suggestions  about  the  instrument  and  its  use 
that  the  .person  supplying",  the  information 
wanted  to  provide.  A  copy  of  the  forth  ]Xsed  for 
th^  purpose  is  contained  in  Appendix  E. 

When  the  necessary  information  about  an  in- 
strument had  been  collected,  using  thecriteWa 
established  by'the  Advisory  Committee,  the  in- . 
strument  was  ^evaluated  for  possible  inclusion  in 
the^c6mpilati^(!)n  by  project  staff.  Fqliowing  th.e 
tentative  de6rsion  to  include  an  instrument,  a 
^,«taff  member  wrote  a  description  and  critique, 
;  which  was  then  reviewed  by^,the  project  director 
^pnoF^toTfoxw adding  it  io  the  ,author(s)  for' "ap- 
proval and^  review.  Once  returned  from  the  au-  - 
thor(s),  the  descriptions  and  critiquesxas  well  as 
.  the  instruments,  were  reviewed  by  selected  ex- 
perts prior  to  final  editing^of  the  compilation. 
The  matenalfwas.revised  Until  it  was  satisfac- 
tory to  the  author(s),  the  pVoject  staff,.a  memjber 
^  of  the  panel  of  experts,  arid  the  project  officer. 

Guidelines  for  Use:  Psychosocial  Section 

The  editors  are  doncerne^  that  users  ap- 
preciate'the  strengths  and  limitations  of  the 
compilation  before  using  it.  In  this- way,  it  is 
hoped  the  compilation  wilPbe  jised.to  the  fullest 
possible  advantage.     '  •  • 

.  The  comjpilation  is  one  response  to  problems  of 
the  accessibility  of  tools^nd  tlie  availability  of 
infbrmatiort -regarding  psychometric  charac-' 
£eristics  of  instruments.  Each  instrument  is  de- 
V  scribed  and  critiqued  in"  a  succinct  manner  But 
^still  relaying  'significar\^  information.  The 
critiqiie  contains  factual  information,  as  well  as 


staff  impressions  generated  by  available  mate- 
rial about  a  given  instrument.  The  process  used? 
in  developing  the  critiques  attests  to  the  degree 
of  confidence  the  user  can  have  in  the  accuracy 
and  completenels  bf  the  critiques. 

This  compilation  is  not  a  list  of  recommended, 
instruments,  nor  does  it  tell  the  user  which  in- 
strument to  use.  fib  does,  however,  expose  the 
■  user  to  a  large  number  of  instruments.  Al- 
"  tliougOhe  compilatiori'does  not,  noY  couTd"n"ot~ 
replace  the  thinking  process  the  user  must  em- 
ploy, it  can  facrlitate  effective  decisionulaking. 
,  It  does  not  explaih  how  to  measure  a  given  vari-« 
.  able,  but  it  can  facilitate  thie  exploration  of  a 
variety  of  approaches  to  measuring  a  given' var- 
iable. The  compilatiohjs  not  a  presentation^f ' 
thoroughly  tested  instruments  ready  for  use.  It 
includes  instruments  tliat  are  in  their  early 
stages 'of  development,*  as  >yell  as  instruments 
haying  substantial  psychometric  development 
that  will  enable  the  user  to  build  upon  previous 
,  work.  The.  critiques  .emphasize  thiaf  no  instru- 
ment is  ready  for  other  researchers'  use  without 
pilot  testing  in  their  particular  setting 'with 
their  potential  i^opulation. 

The  following  information  is  provided  to'assist 
the  user  in  understanding  the  organisation  of 
conten-t  within  the  description  and  critique  of 
each  instrument. 

Title  -  ' 

•  The  title  listed  is  the  onjpased:by  the  author, 
or,  in  the  absence  of  an  author^s  title^it  is  qnk 

'  developed  by  the  staff.  The  title  may  be.  mislead- 
ing, in  terms /of  the  vartable  measured  or  in 
terms  of  the  nature  of  the  instruanetit  (such  as 
"semantic  differential'').  The  user  can  be  sure 
only  that  the  title  is  a  potentially  helpful  guide 
in  searching  for  an  instrument. 

a        •  .  .■      "  .        ,  . 

Authors)  . 

The  author(s)  listed  is'^Care)  the  person(s)  who 
'developed  an  original  ins,trujnent  or  signifi- 
-cantly  modified  an  existing  instrument.  . 

'  ■  ♦       I*      . ' 

Vanable(s)    .  ' 

».     The  variable  being  .measured  and  its  opera- 
tional definition  as  explicitly  or  implicitly-stated 
by  the  author  is  provided  under  this  heading.  As 
.  mentioned,  many  instruments  were  designed  to 
^measure  seve^ral  variables.  In  such  instances, 
all  variables  and  definitions  are  provided  in  this  ' 
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section — not  just  the  one  used  to  classify  the 
instrument.  ^ 

The  user  is  cautioned  that  the  problems  of 
labeling  and  defining  terms  are  apparent  in  this 
part  of  the  instrument  description.  The  same 
label  i's  used  by  different  authors  to  describe 
(different  operational  definitions;  different 
labels  are  us6d  for  similar  behaviors,  etc.  Defini- 
tions exiat  at  various  levels  of  abstraction  and 
clarity.  Certainly  the  user  needs  to  study  this 
section  thoroughly  to  determine  if  the  author  is 
measuring  the  samfe  variable  the  user  hopes^to 
'  measure  by  label,  definition,  and  operationali- 
"^^ion. 

Description  / 

Nature  and  Content:  This  section -contains  in- 
formation regarding  the  length  and  format  of 
the  instrument.  It  also  contains  information  on 

.  how  the  variable  was  operationalized  in  terms 
of  specific  items  of  vthe  instrument.  The  user 
should  be  able  to  deduce  an  .instrument's  suita- 
bility to  a  particular  sample  in  terms  of  energy 
and  .  ^  required  to  complete  it.  ft  should  also 
confirni.  %g^eement  or  disagreement  between 
potential  user  andinslrument  author  regarding 
the  nature  of  the  yari;aWe*v^  ^  ^ 

•  Administration  and  ScoHng:  How  the  instru- 
ment is  administered  in  terms  of  thie  respon- 
dent, setting,  and  data  collector  is  described. 
This  is  followed  by  information  on  scoring.  The 

:    procedures  for  obtaining  a-total  score  and  sub-~ 
scores,  if  they  exist,  are  presented.  Existing  ra- 
tionale for  the  scoring  procedure  is  included 
whenever  such  information  was,  available.  . 

The  user  should  be  able  ta  deduce  cost  factors 
associated  with  administration  of  the  instru- ^ 
ment,  as  well  asuecessary  setting  characteris- 
tics. The.  meaning  of  the  score  or  scores 
produced  by  the  instrument  should  also  be  con- 
sidered when  reviewing  this  section. 

Development 

Rationale:  The.  theoiretical  or  conceptual 
framework  underlying  the  instrument  and  its 
development  is  described  in  this  section.  Be- 

^  cause  many  instruinents  included  in  the  cofnpi- 

.  lalion  are  not  directly  linked  ;A^th  a  theory,  the 
reason  the  author  developed  the  instrument- 
may  be  stated  here.  ^  '  ^ 

This  section  shpuld  assist  the  iisei*  in  under- 
standing the  .conceptualization  of  the  variable 
being  nieasured,  as  well  as  . provide  a  broader 

-  conceptualization  including^  related  variables. 

'  JThis  may  hfelp  tlie  user  determine  the  sensitiv- 


ity of  the  instrument  for  the  proposed  research. 

Source  of  Items  and  Procedure  for  Develop- 
ment: These  two  sections  contain  information 
about  the  process  for  generating  specific  . items 
and  their  refinement  for  inclusion  in  the  first 
version  of  the  instrument. 

In  these  sections,  the  user  should  obtain  in- 
formation^ regarding  the  construct  validity  of 
the  instrument  and  its  general  credibility.  Fre- 
quently, the  user  will  read  in  the  critiques,  the 
.  phrase  *'fromThe  expenence  of  theawtHor"  or  a 
comparabl^  statement.  The  user  needs  to  de- 
termine the  credibility  of  that  experience  or  the  - 
other  sources  describefd  in  relation  to  the  vari- 
able(9)  being  measured.  For  example,  the  ques- 
tion might  be  raised  of  whether  ^or  not  the 
instrument  is  likely  to  be  culture  bound  because 
of  the  source  of  the  items  and  the  steps  involved 
in  its  development.   '  .  -  .  , 

,  Reliability  and  Validity:  The  psychometric  ^ 
characteristics  of  the  instrument  in  terms  of  re- 
liability and"  validity  testing  are  described  in 
this  section.  Definitions  of  these  terms  are  con- 
tained in  Appendix  C.  In  general,  information  as  . 
it  wais  presented  by  the  author  is  reported  in 
this  section..  ^ 

The  user  must  remember  sthat  different  pro- 
cedures'for  determining  reliability  and  validity 
take  into  accduht  different  problems  or  con-  . 
"cerns.  Furthermore,'  t]ie  issues  ;  surrounding  ; 
reliability  and  validity  cannot  be  viewe'd  in  abso- 
lutes. An  instrument  is  not  either  reliable  or 
not,  valid  pr-not!~Statistics  obtained  under  cer- 
tain testing  questions  may  be  r^orted  td  guide 
the  user  in  determining  the  promise  of  the  in- 
strument. Evaluation  of  the  reliability  and' va- 
lidity studies  by  the  potential  user  is  necessary 
'before  using  any  instrument.  Among  other  " 
points,  consideration  should  be  given  to  the  type 
of  procedures  used  for  any.  reliability  and  valid- 
ity testing,  sample  size,  sample  characteristics,  . 
and  the  autl^or's  conclusions  from  thie  tasting. 

Many  of  the  instruments  included  in  this 
compilation  liave  had  nr^nimal  psychometric  de- 
velopment. They  were  developed  for  a  single 
piece  of  research  rather  than  for  a  broader  use.* 
This  is  not  ^  reflection  of  whether  the  iristru- 
inent  is  "good"  or  "bad."  It;  does  attest  to  the 
•need,  for  the  user  to  assess  the  psirchometric 
properties  of  the  instrument  before  using  it.  . 

Use  in  Research  ■      ^  ^1 

Published  \  articles  or  other  .  i:<Bferences  in 
which  the  instrument  has  been  used  are  iden- . 
tified  when  known.  The  user  may  infer  the  popu- 


larity  of  the  instrument  from  this  information 
but  not  necessarily  the  adequacy  of  its 
psychometric  development.  -  . 

Comments 

Prior  to  this  section,  tfee  critique  has  consisted 
of  factuial,  descriptive  statements.  In  this  sec- 
tion, the  impressions  of  the  author,  the  staff,  the 
project. officer,  and  the  consultants  are  sum- 
marked.  Sometimes  comments  are  made  re- 
garding  the  reading" leve r  o r  r'th"©"  n a tur e  'of"th e- 
items.  Comments  may  be  made  about  reliability 
and  validity.  Because  it  might  be  said  that  all 
instruments  *need  additional  testing — some 
more  than  others — such  a  statement  is  r\ot  made 
for  each  critique.  Comments  may  be  made  about 
the  operational  definition  if  it  is  atypical.  In 
j^eneral,  a  comment  may  be  made  about  any  of 
the  preceding  sections,  or  comments  may  be  in- 
cluded that  originated  from  a  critical  review  of 
the  instrument  itself.  • 

The  user  should  review'this  as  an  opinion  sec- 
tion, realizing  that  the-opinions  teflect  nursing, 
as  well  as  psychometric  expertise.  This  sectioi4- 
varies  considerably  in  length;  there  is  no  rela- 
tionship b^ween  the  potential  value  of  an  in- 
strument .and  the  length  of  this  section. 

References  ^ 

References  describing  the  development  and 
use  of  the  instrument  are  listed  he're. 

Source  of  Information 

The  person  who.  supplied  the  staff  with  infor- 
mation about  the  instrument  and  its  use  is 
listed  here.  In  most  ilistances,  this  was  the  au- 
thor'of  the  instrument. 

Instrument  Copyright 

If  an  instrument'  has  been  copyrighted,  the 
individual  or  organization  holding  that  copy- 
right is  identified  here.  Tfiis  is  also  the  person  or 
organization  whom  the  researcher  should  con- 
tact; for  permission  to  reproduce  and  use  the 
instrumejrit. 

Criteria  for  Inclusion  Of  Physiological      .  ^ 
Instruments 

The  Advisory  Subcommittee,  which  was  com- 
posed of  three  nurse  physiologists,  developed  a 
tentative  list  of  physiological  instruments  tor 
inclusion.  This  committee  revised  the  list;  sev- 
eral times  befoijeja  final  pne  emerged.  Project" 
staff,  the  project  officer,' and  a  bioerigineer  pro- 


vided additional  input  during  the  refinement 
process.  The  final  list  includes  those  instru- 
ments that  met  the  following  criteria:  (1)  it  mea- 
sures one  or  more  variables  that  have  been  or 
are  likely  to  be  studied  by  a  nurse,  (2)  it  is  suita- 
ble for  research  in  a  patient  care  setting,  and  (3) 
it  is  available  in  a  model  designed  for  the  collec- 
tion of  data  with  human  subjects. 

identification  and  Description  of  Physiological 
 Ifistruments  _J  

As  described  in  an  Earlier  section,  the 
Physiology  Advisory  Subcommittee  developed  a 
tentative  list  of  instruments  suitable  for  inclu- 
sion in  this  compilation.  The  final  list  reflected 
decisions  about  both  the  nature  of  the  variable 
and  the  characteristics  of  the  instrument  for 
measuring  the  variable. 

The  descriptions  of  instruments  included  in 
this  compilation  are  based  upon  materials  pre- 
pared by  a  bioengineer,  a  doctorally  prepared 
nurse  "physiologist,  a  research  physiologist,*and 
a  nurse  with  advanced  clinical  and  physiological 
preparation.    ^  ^ 

Guidelines  for  Use:  Physiological  Section 

As  with  the.  section  on  psychosocial  instru- 
ments, this  section  is  not  meant  to  be  a  list  of 
instruments  recommended  for  potential  re- 
searchers to  use»  nor  should  its  contents  be 
construed  as  suggesting  which  hum_an 
physiological  variables  nurses  should  measure 
or  investigate. 
'  All  electronic  instruments  that  are  used  on 
huma^ns,  whether  for  monitoring  or  research 
'  purposes,,  invasive^  or  nohinvasive,  need  to  be 
checked  and  certified  for  electrical  current  leak- 
age. Maximum 'leakage  standards  have  been  "es- 
tablished bys  the  Occupational  Safety/,  and- 
Health  Administration  (OSHA).  Institutional 
bioengineers  -are  the  persons  who  certify  the 
electronic  instrumentation.  If  an  institution 
doe^not  have  an  engineer,  the  Association  for 
Advancement  ot  Medical  Instrlimentation  can 
be  consulted  as  well  as  OSHA  for  assistance, 
i  In  an  effort  to  maximize  the  usefulness  of  the 
compilation,  infprmatibn  for  each  physiological 
instrument  is  presented-in  theTollowing  format: 
'  Instruntent:  As  the  heading  indicates,  this  is. 
the  instrument(s)  or  test(s)  being  described. 
/Variable(s):  The  variable  or  variables  most 
commonly"  assessed  by  the  instrument  are 
identified  here,  along  with  any  additional  in- 
formation, .   e.g.,*   definitions,  explanations, 


amplifications,  which  it  was  deemed  might  help 
the  reader  at  this  point. 
.    .  Parameters:  Background  information  about 
the  instrument  and  its  uses  is  provided  under 
this  heading. 

Research  Applications:  This  section  is  devoted 
to  information  about  how  the  instrument  has 
been  used  in  research,  how  it  is  currently, being 
used  in  research,  and/or  how  it  could  be  used  in 
research  in  a  patient  care  setting  by  a  nurse. 
'  Description:  Information  about,  the  instru- 
— ment  itself,-its^compohents,  and/or  how  it  oper~. 
ates  is  contained  ip  this  section. 


ME  1  - 

<ij       •  -•  "   

Coynments:  This  section  varies  greatly  both  in 
content  and  length.  It  may  be  new  information 
dermed  pertinent  to  the  description.  It  may  con- 
tain words  of  caution  regarding  the  instrument, 
its  uses,  or  the  data  deHved  frorti  that  use.  It 
may  contain  information  regarding  the  skills  a 
researcher  must  possess  in  order  to  use  the  in- 
strument properly..  It  may  amplify  the  material 
presented  in  any  ofjth^  preceding  sections  of  the 
description.  It  may  also  contain  information 
/  about  optional  instrument  features  ,  a 'potential 
researcher  might  want  to  consider,  or  it  may 
pertainjto  the  cost  of  the  instrument. 
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Health  Care  Provider 
i^ffective  Variables 


TMe-.  ENVIRONMENTAL  FEAR  SCA 

Authors:  Castles,  Mary  R.,  and  Keith,  Patricia 
M.  • 

Variable:  Public  health  nurses'  fear  of  the  envi- 
ronment is  the  variable.  It  is  operationally  de-  - 
fined  as  ".the  perception  of  threat  and  the 
"frequency  of  thrq^at  associated  with  a  given  spa- 
tial area." 

Description: 

Nature  and  Content:  TYiis  is  a  one-page,  self- 
report.rati^g  scale.  The  first  item  asks^^Are  you 
ever  afraid  during  your  working  day?"  The  next 
eight  items  specify  environmental  ar§^s  where 
^fear  might  be  experienced.  Space  is  provided  for 
the  respondent  to  specify  other  areas  where 
he(she)  may  h|ive  experienced  fear.  Five  re- 
sppnse  alternatives  are  provided:  never,  in- 
frequently, sometinies,  often,  always. 

There  is  a  brief  introductory  paragraph  at  the 
top  of  the  form  preceding  the  directions. 

Administration  and  Scoring:  The  instrument  ^ 
-is-^self-administered,— and-^-no, -particular^  ar-  , 
rarigements  or  settings  are  requireaL  It  can  be 
>  completed*  in  appr-oximately  5  minuBes.  Subject 
scores  are  obtained  ^y.  sutnming  across  the  .10 

items;  total  possible«ores  range  tosm  1  to^50. 

.  ■        •  ■  ' 

pevelopmenf: 

>  Rationale:  The  aiitrhors  stated  tliat  the  in- 
strument was  nothased  on  any  specific-theory. 

Source  o/^temffVThe  items  were  derived  f^^  \ 
unstructured,  interviews  with  graduate  stu- 
dents Who  had  recent  public  health  expe^isice. 

Procedure  for  Development:  From  thennter-r 
views  mentioned  above,  items  were  developed, 
submitted*  to  another  sample  of  public  health 
nurses,  and  revised. based  upon  inputifrom^that 
sample.  \    -   '   ■  ' 

'  Reliability  and  Validity:  Gronbach's  alpha 
produced..^  reliability  coefficient  of  0.91;  the  ^ 
Gorriell^Techriique  of  Scalogram.  An'alysis  pro- 
duced a  reliability  coe'fficient  of  0.93.' Tn  addition  ^ 
to  face  validity,  there  7s  evidence  df  constriict  ' 

:   ^  ,  '  '     -  9 


validity  as  shown  by  the  fact  that  respondents 
whose  families  and-coUeagues  expressed-  con- 
Cjern  about  their  safety  scored  higher  .than 
others.  The  instrument  was  utilized  in  a  sample 
of  159  public  health  nurses,  students,  and  staff 
employed  by  or  assigned  to  official  and  honoffi- 
cial  agencies  who  were  working  in  neighbor- 
hoods with  various  social,  economic,  and  rafeial 
^characteristics.  '        .  '  ^ 

Use  in  Research:  A  description  of  the  instrument 
and  its  use  is  contained  in  the  articles  refer- 
enced below.  -  .  ^ 

Comments:  This  instrument  appears  to  have  po- 
tential for  development  into  a  useful  tbol  for 
measuring  environmental  fear.- A  more  refined 
,sc5>ring  system  would  increase  the  instrument's 
reliability,  .i;e.,' assigning  numerical  frequencies 
to  th^  answer  choices  as  opposed  to  the  present 
choices.  Too\  in  ordier  to  be  assigned  a  score  of  50, 
a  respondent  would  have  to  have. completed  the 
tenth  item  "Othei:";  no  specific  information  was 

provided  relative  to  that  item,  j  

Some  evidence  of  validity^is  sfi6wiriirthe"aiP 
ferenee  in'scores  for  ^nurses  whose  families  and 
colleangues  expressed  concern  for  their  safety,  as 
compared  witU  otherl- nurses.  As  the  items  are 
now  written  (e.g.,  going  into  the  home,  during 
the  home  visits),  its  applicability  is  limited  to 
public  health  nurses  or  others  who  make  home, 
visits.  However,  it  would  be  .easy  to  adapt  tjie 
instrument'  as  a  tool  for  measuring  environ- 
mental fear  for  a  more  general. population.  This 
might  be  useful,  for  example  in  the>tudy  of 
health-seeking  behavior  (e.g.t  going  to  clinics, 
etc.).  The  instrument  might  also  be  adapted  to 
development  of  an  enviornmental  fear  scale  for^ 
hospital  patien1:s.  - 

References:  .  ^ 

Castles,  Mary  R.,  and  Keith,  Patricia  M;,  Corre- 
lates'of  environmental*  fear  in  the- role  of  the 
public  health  nurs^.  Nursing  Research^  1971,. 
20,  245-249.  ^     <  »  ' 
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Keith,  ^atricia  M.,  and  X^astles,  Mary  R.  Fear 
'  ^and  ^ejection  of  patients  by  health  practitiori^ 
ers./Social  Scimce  and  Medicine,  1975,  ^,  500- 

•  505':   ■    ■       .  .  . 

Sou/ce  of  Information: 
Mary  Reardon  Castles,  Ph.D. 

•  /  •         •        ^  . 
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Castles,  Mary  R.,  and  Keith,  Patricia  M. 

.  .  .  , 

tENVIRONMENTAL  FEAR  SCALE   \  _ 


There  have  been  a  good  many  stories  Jii  the  newspapers  and  on  television 
recently  about  "crime  in  tha  streets."    The  stories  a>re  frequently  about  a 
woman  being  attacked,  having  her  purse  snatched,  being  threatened  by  a  large 
group  of  yo-img^people,  etc^^    Many  women  have  stated  that  they  are  afraid  to 

be  on  the  streets  along  .^^ 

•  ■  ■  ■■  — , .  if 

-It  would  be  understandable ^f  public  health  nurses,  who  are' women  who 
'are  frequwitly  on  the  streets  alone,  should  share  this  fear ^ 

Are  you  afraid :     (Please  check  the  blank  which  bestVdescribea  iiow  you  • 
feel  for  each  statement*)  o 


Never     Infrequently     Sometimes     Often"  Always 


Driving  along 
the  street. 

Walking  maoag 
the  street. 

Waiting  oe'^the 
.  street  (for 

busV  &  light 

change). 

Getting  into 
and  out  of 
your  car. 

doing  int;.o  the 
home."  "<■. 


DupixTg  the  home 
visits 

In  the  han^Fof 
a  buildings 

On  the  flstadflsfi.  J31 
a  buil£tnft. 
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Title:  LIFE-PROLONGIING  SCALE 


Author:  Degnpr,  Lesley 

-Variablei-Thisdnstrumen^  -W  to  mea- 

sure  attitudes  toward  plrolonging  life.  A  life- 
prolonging  decision  is  defined  as  **a  judgment 
ipade^by  a  physician  to  institute,  withhold,  con- 
tinue, or  withdraw  life-prolonging  measures  for 
a  patient"  (Degrier;  1974). 


Procedure  ^r  Development:  The  four  .  Situa- 
tions w^re  r^^^iteed  by-a:panel  of  four  physicians 
to  be  typica    ^sit  nations  encountered  in'clinical 


Descriptionr  | 

'  Nature'  and  Content:  The 
Scale  consists  of  four  quesiiions.  Each  question 


Life- Prolonging 


T 

follows  'a  description  of  a  ^particular  situation 
and  asks  the  respondent  to  indicate  his(her)  de- 
gree of  agreement  or  disag^^eement  v/ith  a 
judgment  made  to  prolong  or-;  not  to  prolong  the 
life  of  a  patient  in  a  hypotheitical  situation.  Two 
of  the  four  situ^tipns  involvt^  a  decision  to  pro-, 
long  life,  and  one  situation  involves  a  patient 
with  positive  and  one  with  negative  social 
status  v^alue.-  1  .  "~ 

AdministTdtion  anti  ScoringV  Instructions  are 

mdiuded  on  ,the  self-administered  question- 

-  .  .  ^      f>         p    .      .  * 
naare: 

Only  the  litst^three  items  1  are  scored.  Re- 
sponds to  the  quesfc6ns^are's<iored  0  or  1.  Zero, 
means  that  a  respondent  a^^,5>witha  decision 
to, prolong  life  or  disagrees  withia  declsioirnotto^ 
prolong  Jife^  One  means  thai;  a  respondent 
'  agrees  ivith  a  decision  not  to  prolong  a  patipnt's* 
life  or  disagrees  with  a  decisionl  to  prolong  Jife. 
Scares  on  the  Life-Prolong^ng  S<i?ale  range  from 
0  to  3.  A  lo\^score  me^ns  a  persoH  appears  to  be 
a  life-projoneer,  a  high  score  the.  opposite. 

:y. '  1    /•  ■     ■  ' 

pewelopnient:  -  1 

Biationale:  Advances  ill  medic^  technQlogy 

-havje  iDtensified.jAe  eonfficb^^ 
tional.  medical  :^oals  of  prolonging  life  and 
preventingn^suffesring;  Conflict  occiurs  when  an  .» 
appiication'of  cectaiiiintechniques  douldcprolong 
a  patient's  dying^- ornvithjlfawar  of  "the  tech- 
niques could  permitrfes  death  to  oqcur.  In  such 
situations  there  are  few  rules  available  to  guide 

.  the  physician'  in  his  decisionmaking,  and  often 
choices  <jaBBiot  be^mad^  entirely  on  the  basis  of  * 

-empiriGal.Acts.-4SJoisal-or-phil9sophicaL  . 
erations         play  .a  part  in  the  decii^onmaking, 
thus  fostering  the  jBrequiently  expressed  notion 
that  the  beliefs  of  the  physician:  may  influence 
his  decisions  in  prolong^ing  or  nbt  prolonging  pa- 

•  tiehtsMive§  (Pegner,  1974). 

Source  of  Items:  The  descriptive  situation? 
were  feased.upon  a  review,  of  the  literature  and 
the  professfional  experience  of  the  author  and 

^peers.  .     .  /  •  ' 


practice.  Th 
system  of  s 
social  vain 
imajginary  , 
scale  were 
and  validity 


Lure^of  the  situations  and  the 
weream^ed  upon  tKe^latie^ 
le  ty^ie  of  decision  made  by  the 
:ians.  Data  obtained  from  the 
zed  todetermine  the  reliability 
he  scale*  .  . 

The  sample  used  to  develop  this  test  consisted 
of  92  physicians  who  were  willing  to  respond  to 
the  Life-Prolonging  Scale.  The  sample  repre- 
sented 51  percent  of  the  house  and  attending 
staff  of  a^300-bed  nonsectariah  hospital  Jockted 
in  an  urban  area  of  the  northwestern  tJnited 
States. 

^Reliability  and  Validity:  A  scalpgram-type  . 
analysis  of  responses  to  the  four  situations  re- 
sulted in  a  coefficient  of  reproducibility  of  O.S9i^ 
cjefficient  of  scalability  of  0.44,  and  indicated 
that  situation  four  was  poorly  correlated  with 
the  scale  of  4  items.  A  second  scalogranranalysis 
of  the  respon$es  to  the  first  three  situations 
yielded  a  coefficient  of  reproducibility  of  0.96  / 
and  a>coefficierit  of  scalability  of  0.80;  therefore, 
the/ieacision  to  score  only  the  first  three  items.*' 

Approximately  80  percent  of/the  i^espondents 
had  a  high  score  on  Life-Prolongfajg  Decision. 
[!hatis,  approximately;  8  out  of  10  agreed  with  a 
depision^notjto  prolong  life  in^'these  situations/ 
Degner , notes  that^hese^results  appear  to  be 
similar  tg  those  frdm  two  "otH^r-stu4iesJvhich 
used  a  different  procedure  for  obtaining  irifor=_ 
mation  about  thisVariable. 

The  Life-Proloh^ng  Scale  scores  were  also 
examined  to  determine  how  they  were.related  to 
the  factors  produced  from  a  semantic  differen- 
-  ti  ak  ^sca  ie  fo9  the  concept  .  of^Aeat  h . '  Life- 
Prolonging   Scale   scores  were  slgnincantly" 
related  (p  <  0.01)  to  the  semantic  differential 
factor  labeled  "evaluative."  Specifically,  38  per- 
cent of  the*  respondents ,who  had  a  low  sfcore  on 
the  Life-Prolonging  Scale  hkd  a  positive  view  on  - 
the  jBvaluative  factor.^of  the' semantic  differen-  ^ 
tiai  while  8  percent  of  those  who  had  a' high  score 
on  the  Life-J^Wnging  Scale  had  a  positive  view 
on-this-semantic  differential  factor. 

,Use  in  Research:  The  ^de  velopment  and  use  of 
this  instrument  are  described  in  the  article  by  \ 
Pegner.  (1974)  referenced  below. 

Comments:  This  test  appears  to  be.teasy  to  ad- 
minister and  score.  Preliminary  results  indicate 
that  there  is;  at  lekst  a" moderate  degree  pf  con- 
sistency of  resjppnse  to  the  tnrae  situations. 
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And,  the  Life-Prglonging  Decision  score  appears 
to  be  related  minimally  to  other  variables  such 
as  respondent's  aige,  sex,  and  religion.  Con- 
sequently, th^'test  has  a  good  possibility  of  pro- 
viding reliable  and  valid  information  about 
health  care  professionals'  attitudes  in  this  do- 
main. ^ 

Finally,  additional  work  needs  to  be  done  to 
increase  the  variance,  since  80  percent  of  the 
respondents  obtained  high  scores  on  the  in- 
strument. It  would  seem  that  responses  tp  items 
should  form  a  Guttinan  scale,  and  responses 
should  be  distributed  so  th^t  the  mean  is  about 
50  percent  in  favor  pf  life-prolongation. 


References: 

Degn6r,  L.  The  i'elationship  between  some  be- 
liefs held  by  physicians  and  their  life- 
prolonging  decisions.  OMEGA,  1974,  5  (3), 
223^232. 

Source  pf  Information:  — 
Lesley  Degner,  MlA.  '  ' 

School  of  \Nursing 
The  University  of  Manitoba 
Winnipeg,  Manitoba  R3T  2N2  . 
Canada 

Instrument  Copyright:  None. 
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Degner,  Lesley- 
LIFE-PROLONGING  SCALE 


section: III  /    .  ^ 

Directions  t    The  following  are  four  situations  whlcdi  physicians 
may  encounter  'lA  "clinical  practice Given  the  aAount  of  , Informa- 
tion each  situation  provides,  please  Indicate  your,  degree,  of  agree-  ^. 
ment  or  disagreement  with  the  imaginary  physicians'  decisions  by 
circling  one  of  the  five  possible  responses. 

SITUATION  #lt    Mr.  S.  ia  a  54  year  old  man  witJi  Laennec's  cirrhosis.* 
The  patient  is  well  known  to  the  staff  for  his  frequent  admissions 
to  hospital  in  pre-hepatic  coma,  Which  invariably,  follow  a  druidcen 
spree.    At  present-  hosp±talizatlon,  the  patient  is  in  hepatic  coma, 
arid  despite  one' "week  of  ^igprous  medical  treatifent,  the  coma  per- 
sists.   During  the  night.,  the  patient  begiiis  to  bleed  from  his 
esophageial  varices,  and^iMs  blo">d  pressure  begins  to  fall.  The' 
intern  leaves  orders  far, blood  replacement  ^d  the  application  of 
an.  intra-esophageal  devl&e  -to  control  bleeding . '  By  the  following 
morning  ,  the  pa.tlent's  bleeding  has  stopped  and  remains  stopped 
'when  £he  device  is  removed,  but  the  patient  remains  in  coma. 
The  attending  physician  instructs  his  houf^. staff  that  if  the  patient 
uiaglns^  to  bleed  again,  they  are  not  to  attempt  to  s^p  the  bleeding. 

Would  you  STRONGLY  AGREE  ^  DON'T  DISAGREE  STRONGLY 
:  .  AGREE  KNOW  DISAGREE 

with  the  attending  physician  !s  decision?        *  . 

SITUATION  Mr.  M.  Is  a  65- y^r  old  mah;^admitl3Bd  to  hospital 

with  a  possible  myocardial  infarction.    The  patient  is  well  known  ; 
to  the  staff  in  the  Coronary  care- unit,  as  much  for  his  national 
prominience  as  a  renowned^erformex  as  for  his  twmpzeyious  visits 
to  tte  unit — the  f lifst  tHHa.  after:. a- period  ofxnQ^ocaxi^al  ischeiQia, 
and  the  second  tjbie  after:^^  ffTpaTrr  ^thmt^irAnir  rityi<i*Ait^f^^  Infarction. 
The  patient  has  1ii>ent  the  two  yearansince  his  rettxt^^ry  frcpn^the 
anterior  infarction  in  the  usual  ^mrsult  of  his  ctoaer .  Twenty- 
^foar-hours-^afteit-hls^admiiaslbn  to  the  unit    the  ipatblent '  s  fieart " 
arrests.:  /With  much  effort  on*  the  part  ofTliTre  "staEfTva-spontanepuis — \ 
J^eaijt  beat  is  restored:,  but  the  patient  's  respiration  imst  be 
mainta^ed  artlflclElly.    The  patient  remains  unconscious.  After 
one  week  of  repeated  neurolbgical  ex£uninat ions  and  f lat  E£6  re- 
cordlnga^,  the  physlciaxis  consider  that  brain  death  has  probably 
occurred.    In^^  conference,  the  group  of  ptiysicdans  decides  to 
maintain  the  present  .treatment  regimen  in  the'  hope  jthat  the  patient 
Mght  regain  cohs^ousness.  V. 

Would  you      STROlfGLY       AGREE       DON'T       DISAGREE  STRONGLY 
AGREE    ,  ^  KNOW  DISAGREE 

with  the  group's  decision?  »  ' 


*  PSyfenOSOCIAL  INSTRUMENTS  ' 

SITUATION.^ //3:  .Mr»  L»  is  an  85  year  olcl  idan  with  a  long  time 
diagnosis  of  "senile  dimentla/^   Pridr  to  his.  present  hospital- 

,ization,  }ie  had  been ^  in  a  nursing  home  for  four  years  • 

He  is  admitted  to  hospital  with  dehydration  and  pneuqtonia.  The 
attending  physician  presoribee  the;usual  isegimen  of  antibiotics^ 
fluid  replacement,  chest  physiotherapy,  etc.    The  patient's 
pneumoili^  begins  to  respond  t:o*  these  measures,  but  at  the  same 
time  his  utine  output  begins'  to  fall.    The  patient  experiences  a 
prolonged  period  of  anur5:a,  ^uch  that  it  is  evident  to  the  attend- 
ing physician  that  dialysis'  will  be  necessary  if  the  pdtierit  is  tb 

^survivethe  episode  of  acute  renal  failure.    The  physician  goes 
ahead  with  arrangements  for  tTie  patient  .t;,o  receive  dialysis. 
'  '  •      •■        **       '  ■     '  '  *     ■ ' 

Would  you      STRONGLY       AGREE      .DoV'J       DISAGREE     *  STRONGLY 
•  AGREE  F^OW  DISAGREE 

with  the  physician's  deci^xin?  ' 

SITUATION  //4;    Carl  is  a  6  y€aT  old  boy  with  acute  lymphatic  ^ 
leukemia.    He  was  first  diagnosed  12  months  ago,  and  with  chemo- 
therapy has  experienced  3 'periods  of  remission.    At  his  present 
hospitalization,  his  physicians  have  been  tmable  ta.attain  a  - 
remission.    The  pafient  is  very  wea^,  and  is  ejcperiencing  severe 
joint  and  bone  pain.    The  attending  physician  notes  that  the  patient 
blast  cells  are  ext^pmely^  high,  and' that  there  is  severe  depression 
of  platelet  counts.    Exandnation  of  the  child \reveals  increased 
intracranial  pressure  due  to  bleeding  in  the  braix^.    The  physician 
decides 'to  change  the  treatmesnt  regimen,  stopping  the  platelet  \ 
transfussions  and  chenptherapeutlc  drugs,  while  continuing  analgesic 
and  steroid  medication. 

Would  youV    STRONGLY       AGREE       DON'T  '    DISAGREE     .  STRONGLY 

.   AGREE  KNOW  DISAGREE'. 

'    ■  .  2'  •         * .     ■•  •  ■  ■  ■ 

wltfe  the  physicifiui's  decision? 
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Title:  NURSE  ATTITUDES  ON  SEXUAL 
COUNSELING  AS  A  NURSING  RESPONSI- 
BILITY '  •  • 

Author:  Green,  Mary 

Variable:  This  questionnaire  was  designed  to 
measure  sex  attitudes^  background  in  sex  .edu* 
cation,  ability  to*  drscuss  sex  matters  with 
others,  and  openmindedness  regarding  scfxual 
counseling  as  a  nutsing  responsjbility> 

Description: 

NatTlre  dnd  Content:  This  *^is  a  self- 
:  administered,^  35-item  instrument  designed  to 
determine  whether  or  not  registered  nurse  and 
licensed  practical  nUrse  respondents  have  the 
kind  of  information  and  attitudinal.  framework 
which  would  make  it  possible  for  them  to  be 
•  effective  nurse  sexual  coujiselors.  •- 

The  items>  are  divided  into  five  categories — 
four  of  whFch  contain  multiple-response,  types 
of  questions  and  one  which  contains  true-false 
questions.  The  categories  and  their  contents  are 
as  follows:  (1)  demo^aphic.  data — 4  items,  (2) 
background  in  sex  education— 6  items,  (3)  ability 
^  to'discuss  sexual  matters  with  others^r^  items, 
(4)  attitudes  toward  sexual  counseling  as  a  nurs- 
ing responsibility — 3  items,  and  (5)  sexual 
attitudes-^18  items. 

Administration  and  Scoring:  No  special  provi- 
sions: are  required  for  admiriistration,  and  ap- 
proximately 20  ihinutes^.  are  recjuired  to 
complete  the  questidnnaire.  Iristructiorts  for 
coYnple ting  the  questionnaire  are  printed  on  the 
instrument. ' 

"  No  special  scoring  procedure  has  beerf  de- 
veloped. .    "  '  . 

.   *  •  ■  ■ 

Development: 

Rationale:  No  underlying  theoretical  ration- 
ale was  identified  by  the  author.  Her  experience 
with  the  sexual  adjustment  difficulties  of  pa- 
ti^ts  on  a  cancer  research  xinit  prompted  her 
attention  to  this  neglected  aspect  of  health'care. 

Source  of  Itenisi:  The  author's  professional  ex- 
perience and  a  review  of  the  literature  provided 
the.  items.  - 

Procedure  for  Development:\  The  'author  "re- 
viewed Ihe  literature  to  identify  desirable  qual- 
4ties^for  a  nurse^exu^l  counselor.  Four  qualities 
were  identifie?!^  LeTPTblerant^attitudes  toward 
seXj  a  broad  background  in  gex  education,  abil^ 
ity  to  discuss  sexual  matters  with  others,  and  an 
.openminded  attitude  toward  sexual  counseling 
as  a- nur^,mg  responsibility.  With  these  areas  as 
a.  frame  of  reference,  the  author  cdeveloped  a 
draft  of  the  instrurhentf  conflucteid  ^  small  pilot 


study,  and  then,  based  upon  th'e  results  of  the 
pilot  study,  r€5wrote  somfe  of  the  items. 

Reliability  and  yalidity:  To  establish  the  in- 
strument's reliability,  jt  was  administered  twice 
to  a  group  of  43  Sjenior  baccalaiireate  degree 
nursing  students.  One  week  intervened  between 
the  two  administrations:  The  le^el  of  agreement 
of  answers  between  the  first  and  second  admin- 
istration ranged  from  0.7  to  1.0. 

Th%.  instrument  was  reviewed  by  the  director 
of  a  cancer  research  unit,  a  professor  of 
psychiatry,  the  director  of  nursing  of  a  State 
cancer -hospital,  andean  associate  professor  of 
community  health  and  medical  practice  for  va- 
lidity. 

Use  in  Research:  Gfeen's*  (1975)  development 
and  use  of  the  instrument  with  50  nurses  on  the 
~  staffs  of_a^cancer  research  center  and^a  State 
cancer  centei^  are- described  in  the  reference 
cited  below. .  ^  ^ 

Comments:.  Because  of  the  complexity  of  the  var- , 
iiables'  being  measured  by  this  instrument,  it . 
would  perhaps  be  better  to  address  each  of  the 

.  faur  with  a  separate  instrument.  The  items  in 
Green's  instruiyient  could  provide  a  useful  ini- 
tial starting  point  for  the  devebpmen-t  of  an 
instrumejit  which  could.be  used  with  all  health 
care  personnel.  However,  the  following  points 
Tieed  psychometric  attention:  (1)  The  variables 
should  be  conceptually  defined'm'ore  clearly  and 
operational  definitions  specified.  (2)  The  word- 
ing of  some  items  needs  to  be  refiiied.  For  e^am- 
,  '  pie,  item  25  reads  "Abortions  may  be  done  when 

;therie  is  str<^g  likelihood  of  the  bab^  being  mal- 
formed"; changing  the  item  to  read  ''Abortions 
may  be  done  only .        would  s^trengthen  the. 

.  item.  (3)  The  "True-False"  respbnseTchoices  prb- 

,  vided  for  the  attitude  items  are  inappropriate 
.  and  should- be  replaced  with  a  Likert- type  re- 
sponse scale  to  indicate  the  respohdent's  degree 
of  agreement  or  disagreement  with  the  state- 
ment. *     -  *  ^       .     ^  ,  . 

References:'  .  *  . 

Green,  Mary. -A  survey  on  sexual  counseling^as  a^^ 
^  .  nursing  responsibility.  Unpublished;  manu- 
'^cript.  Cancer  Research  Center,  Columbia,' 
Mis^uri,  1975.  ?  . 

Source*  of  Information: 
'  Mary  Green,  R.N. 
-^0x  1268        ^    V  i.  --  •  * 

'  Cancer 'Resear(#Center  .*       ^  | 
-Business  LooplTO  arid  Garth  Avenue  ^ 
Columbia,  Mo.  55201 

y. Instrument  Copyright:  Ncfne. 
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Green,  Mary  .  ,  ,  '  . 

NURSE  ATTITUDES  ON  SEXUAL  COUNSELING 'AS  A  NURSING  RESPONSIBILITY  , 

Instructions:    Answer  each  question  carefully.    Please  make  sure 
you  do  not  skip  any  questions.    To  indicate  your  ^answers,  circle 
the  letter  beside  the  response  you  wish  to  indicate.     In  the  case 
of  the  True^False' questions,  circle  the  entire  word  True  or  False* 
beside  each  statement  to  indicate  your  response.  . Please  do  not 
mark  in  the  left  margin  beyond  the  line. 

.  "v  '     '  '  *    •  . 

1. 


Age: 

25*  or 

a. 

less 

0 

b. 

26-30 

c.  ■ 

31-35 

d. 

36-40 

e. 

41-50 

f . 

51-or 

over 

2.    Marital  status j 

a.  married    '  « 

b.  .  ney^er  married*" 

•  c.    divorced  or  separated 
.  d.  widowed 

3;     Childhood  religious  background: 

a.  Protestant  .  •  . 

b.  Catholic  _ 

*  c.    Jewish  .. 
*  .  d.  other 


4.  Educational  background:    Circle  ail  appropriate  responses.  , 

a.    LPN  .  ,  '  .         ^    .         •  . 

■   t.    RN  .-^  •  » 

c.  diplpma  ^raduat^  '  ; 

d/"  associate  degree  ,    •    "     .  •     ^'  . 

e.  baccalaureate 
'  f.    additional  college  degree (s)  .-^ 
g.    college  credits  beyond  basic  nursing  program 

5.  From  childhpod  ui?>ta>the  present  hpw  have  you  received.   .  '  . 
iilfonnation  on  menstruation?  ^Circle  all  appropriate  'responses. 

a.  fr'om  discussion  swith  mother  ' 

b.  ,    from  discussion  with  father 

'  c*  '  mdther  gave  me  reading  material  on  menstruation 

d.  fathei:  gaye  me  reading  material  on  menstruation    " .  ^  .  ' 

e.  peers       >     ^  ' 

f.  grade  school -or  high,  school  cl.a88e8~teachers 

g.  rea'dlhg  on  my  own  ^  \  " 

h.  frpm  an  adult  other  than  parents  or  teachers 

1.  church.  *   '  .  ^  .     .  :  * 

.  *  dsex  partner      ,  '  \  ' 


7. 
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"trom  childhood  up  to  the  present  how  have  you  received 
Information  on  reproduction?    Circle  all  appropriate  responses, 
a«    from  fllslcusslon  with  mother  ' \^ 

b^,    from' dlscu3slon.vlth  father  "^^^^-^^ 
'  c*,  ^  , mother  gave  me  reading  material  on  reproduction 
d.    father  gave  me  reading  material  on  reproduction 
eJ"    peers,  '  .  .  x 

y  f,  *  grade  school  of  high  school  classes-teachers^ 

g,  reading  -on  my  own 

h.  from  aduit  other  than  parents  or  teachers 
1\^  church, 
j,  '  sex  partner  v> 

'  ■  «         ■  '     ■        •  ■ 

From  childhood  up  to  the  present  how  have ^you^ received  « 
Information  on  seatuial  "behaivlor?    Circle  an  appropriate  responses, 
•  a«    from.  dfscussloh  with  mother 

b.  from  dlscussldn"with  father-  .  . 

c.  Tnother  gave  me  reading  material  oh  sexual  "behavior 

d,  *  father  gave  me  reading  material  on'  sexual  behavior 
e;.  peers      '     -  .  ,  ^ 
f,    grade  school  or  high  school  classes- teachers 

:  g.    reading  on  my  own  ^  - 

h,  ^ from  an  adult  other  than  parents  or  teachers  ^ 
J?  1,    church     .  *  . 

j  ;    sex  partner         *  / 

8,    Did  yjur  school  of  nursing  teach  any  Information  regarding  any 

of 'tfie  following^  suBj^cts?    Circle  all  appropriate  responses, 
t  a.    normal  sexual  behavior  ^      '  ^  . 

\.    abnormal  sexual  behavicjtr'^ 
r     c.    sexual  behavior  in  relation  to  any  disease  or  physical  ^ 
\  -      condition  * ' 

^-  d.    concepts  of  sexuality 

e,  ,-^.  contraception     ^  -  *   *  ' 
f reproductive  processes  ^ 


9. 


Wh^re  havte  you  attended  fbrmal  or ^informal  classes  regarding 
sexual  behavior  and  sexuality?    Circle  all  appropriate- responses, 
>  fr.    1  have  never  attended  such' classes  ^ 

b.  \,schooi  <^  nursing  -      .  • 

c.  cull*Bge\  .    *    *  ,  y 
dp   workshops,  seminars', '  or  •  conventions 

e.    church,  Sunday  school;  or  youth^ group 
-f*    high  school      -  '      ■  , 

\;g.^  junior  high  school  ^  ; 

h,  *"  grade  school  '^^^^^^-t 

i.  girl  scouts,  camp  fire  girls,  or  other,  girls I  clubs  . 

,How. much  knowledge  did  you  have""of  menstruation  before  your, 
first,  menstrual  period?    Circle  one  answ^  only,      i  ^    ,       ■  ■  >■ 
,   a.    none'      ^  ' ~         ^  ^ 

-    b.    insufficient  amount  of ^knowledge,  ^ 
.  c.    sufficient  amount  of  knowledge  .  .  , 
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il..  Have  you  ever  been  asked  questions  regarding  sexuaL  beha^or  by 
»   patients?    include  all  patients,  not  just  cancer,  patients. 
^Circle  one  answer  only.  ,^ 

■  ay  *nev^r '  .       '     "  ■ 

b.  seldom 

c.  freiiquently 
^  '       d,  often 

12.  Have  you  ever  answered  a  patient ^s  questions  regarding  contraception 
Include  all  patients,  not  just  cancer  patients.    Circle  one 

answer  only.  .  '  " 

a.  never  ^ 

b.  seldom  .  .       ,         '  ' 

c.  frequently  -  - 

d.  often  / 

13.  With  whom  have  you  J^scussed  sexual^  behavior?  Circle 

all  appropriate  responses.      ^.  ;/  ^  '  ?> 
a%  friends 

b.  sex  partner  ,  . 

c.  your  own  children  ,  ^ 

d.  OB-GYN  doctor  '  *  '  .         \  ' 

e.  ^  doctor  other  than  OB-GYN'doctor  '*  ' 

f.  parents  -  \. 

g.  clergy  *  , 

h.  someone  else  '  . 

.  1. ,  no  one  » 


14.  With  whom  haveC^u  discussed  contraception?  Clrcl^ 
all  appropriate  responses. 

a.  friends  '        ' '  . 

b.  sex  partner  ^ 

c.  your  own  children 

d.  OB-GYN  doctor 

e.  doctor  other  than  OB-GYN  doctor  *  ^ 

f .  parents 

g.  '  clergy 

h.  someone  else 

1.    no  one  ^ 

15.  In  ^neral,  do  you  see  sexual  counseling  within  the  realm  of  any 
of  tl\e  following  professionals?    Circle  all  appropriate  responses. 

a.  physicians 
b)^  nurses 

C.  -psychiatrists  or  psychologists 

d.'  'social  workers 
,  e.     clergy  r  - 
f.    none  of  the  above  *^ 
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16.  How, do  you  think  you  would  feel  about  asking  patients  about 
their  sexual  problems?    Circle  one  answer  only.  ' 

a.  at  ease 

^        b.    somewhat  apprehensive 
'       c.  apprehensive 

d.    too  appi;ehensive  to  try  ,  .  ^ 

17.  Have^ou  ever,  wondered  about  the  effects  of  illnesg  on  any 
of  your  patients'  sexual  functioning?    Include  all  patients, 
not  just  cancer  patients.    Circle  one  answer  only. 

♦  a.    never  V  ^ 

b.  .seldom  ^.  >  .> 

c.  frequently  ,  '     '  • 

d.  often  .  »       '  y  , 

Intercourse  among  non-married  adults  is 
accept  Ale  i£  they  are  engaged  or  have  plans 
to  marry. 

Abortion  may  be  done  in  cases  of  rape  or  incest. 

Masturbation  is  normal  behavior  for  either  sex 
at  any  age,  whether  married  or  single. 

Homo  sexuality  should  Ipe  considered  a  form  of 
mental  illness. 

oral-genital  sex  play  should  be  considered  a 
form  of  sexual  deviancy.  ,  . 

Intercourse  among  non-married  adults  is  acceptable 
behavior  if  they  are  in  love. 

Masturbation  is  acceptable  behavior  for  unmarried 
adults  who  have  no  other  means  of  sexual  gratification. 

-  Abortion' may  be  done  when  there  is  strong  likelihood 
of  the  baby  being  malformed. 

Homosexual  behavior  is  immoral.  ^ 
I  am  against  abortion  under  any  circumstances; 

0 

Intercourse  between  consenting  non-married  adults 
Is  acceptably  behavior. 


Intercourse  among  non-married  adults  is^  wrong  under 
any"  circumstances.*  *  . 

Homosexual  behavior  should  be. a  criminal  offense. 


18. 

True 

False 

.19. 

True 

False 

20. 

True 

False 

.21. 

y  True 

False 

22. 

True 

'False 

23. 

True 

False 

24. 

true 

False 

25. 

True 

False 

26. 

True 

False 

27. 

True 

False 

28. 

True 

False 

29. 

True  " 

False 

•  30'. 

►  pi 

31. 

True 
*  * 

'  True 

' False 
False 

^  '  PSYCHOSOCIAL  INSTRUMENTS  r.  21 

32.  True  False  Masturbation  may  lead  to  mental  illness. 

33r.  True  Fals^  Oral-genital  sex  is  acceptable  behavior... 

.  34.  True  False  Abortion  should  be  the  decision  solely  of  the  woman* 

'35.  True  False  Homosexual    behavior  is  acceptable  behaviois,  between 

\   .  consenting' adults.  ^     -  . 
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Title:  DECISION  SCALE  (Note-  There'are  two 
versions  of  this  instrument— a  34-item  .version, 
and  a:  6-item  Guttmari  Scale.) 

Author:  Guilt)ert,  Evelyn  Kelly 

Variable;  The  willingness  of  health  care  person- 
nel in  i  psychiatric  patient  settings  to  allocate 
decisionmaking  to^patiSnts  is  the  variable  under 
study.  I  ^     .  ^ 

Description:  ^ 

Natute  and  ContentrThe  longer  version  of  the 
instruipent  consists  of  descriptions  of  34  situa- 
tions, each  of  which  is  a  simple  type  of  dilemma 
involving  either  a  single  patient  or  a  group  of 
patients.  Each  dilemma  ret[uires  that  a  decision 
be  made  by  someone.  Thirty  of  the  situ^atiorta^ 
are^ones  in  which  experts  agree  th^t  the  deci- 
sion should  be  made  by  the  patient.  The  other 
four  are  filler  items.  Most  of  the  30  involve  a 
choicfe^situation  in  which  one  action  taken  im-^ 
mediately  yjill  prohibit  another  actiqn  later  or 
will  -probably  result  in  criticism  of  the  staff  by 
the  patient's  family. 

A  short  version  of  the  instrument,  referred  to 
as  thrfGuttrrian  Scale  consists  of  four  items  from 
the  original  instrument  tind  two  filler  items 
which  were  added  to  reduce  the  possibility  of  a 
respondent^  developing  a  set  pattern  of  answer- 
ing. I  :\ 

Administi^'ation  and'Scoring:  The  instruments 
^  are  self-administered,  and  directions  precede 
the  first  item  on  each  version.  No  estimates  of 
the  time  required'  for  completion  of  either  ver- 
sion were  provided. 

For  the  longer  y^rsicin,  Items  ntimber  5, 14, 22, 
and  29  are  not  s(ipred;  they  are  filler  items,  for 
these  are  julge<J  to  require  a  deci^i'^n  by  some- 
one other  tlian  the  patient  In  the  Guttman 
Scale,  items  three  \and  four  are  considered  filler 
items  and  are  not  scored. 

^ For  the  other  items  on  both  versions  of  the 
instrument,  a  valiie  of  1  is  assigned  if  the  re- 
spondent hai J  indicated  that  the  patient  should 
make  the  decision,  and  zero  value  is  assigned  if 
someone  othter  than  the  patient  has  been  indi- 
cated as  the  one  wh^p  should  make  the  decision. 

For  the  longer  version,  scores  may  range  from 
0  to  30;  for  ^he  Guttman  Scale  version,  scores 
may  range  from  0  toU.^      ^  .  " 

Development:  \  .    *  .  /. 

Rationale: 
as  a  part  of 

relationship  between  phe  willingness  of  health 
care  persdnneljl  in  psychiatric  hpspitals  to  permit 
"  patients  to^  mlakev» their  own  decisions  and  the 


The  instruments  were  developed 
I  largerl  study  to. investigate  the 


feelings  of  i^owerles^ness  of  the  health  c^re  per- 
sonnel. The  instruments  are  derived  from  . 
theories*x)f  therapeutic  practice  that  place  em- 
,phasis  on  promoting  independent  behavior,  in- 
cluding appropriate  decisionmaking  in  psychia-* 
trie  patients. 

Source  oflteijis:  The  descriptions^ of  the  situa- 
tions were  b?ised  upon  .the  author's'professional 
experience  as  a  nurse  in  a  variety  of  psychiatric 
cajre  settings.     ,  / 

PrQcedure  for  Development description  of 
the*  situations  were  submitted  to  an  expert 
patiel   consisting  of  five  judges — two  staff 
nurses,  one  head  nurse,  on'e  supervisor,  and  one 
clinical  specialist  employed  in  a  psychiatric . 
^facility.  The  judges  evaluated  each  situation 
and  indicated  for  each  who  shguld  make  the  de- 
cision. To., be  included  in  the  final  version  of  thfe 
34-item  instrument,'  all  5  members  of  the  panei^ 
ha(rto  agree  on  who  should  make  the  decision*  / 
From  the  34-item  scale,  the  author  refined  and 
developed  the  Guttman  Scale  version  of  the  in- 
strument. 

.Reliability  and  Validity:  The  34-item  version 
'was  completed  by  140  subjects'.  The  split-half' 
reliability,  (Corrected  for  full  length  by  the 
Spearman-Brc^Wn  prophecy  formula,  was  0.85. 

Test-re  test  reliability  of  the  Guttman  Scale 
version  administered  to  52  graduate  nurses 
with  an  intervening  period  of  1  week  was  0-81. 

The  content  validity  of  both  versions  was  es- 
tablished by  the  expert  panel  review  described 
above,  '     '  ^ 

'  The  correlations  between  the  Guttman  Scale 
version  and  the  Adornp  Authoritarianism  Scale 
(Californift  F  Scale)  and  the  Crowne  Marlowe 
Social  Desirability  Scale  were  -0.38  and  -0.31, 
respectively.  These  correlations  indicate  some 
degree  of  construct  validity  for  the  scale,  as  does 
the  fact  that  graduate  nurses  in  a  nursing  edu- 
cation jrogram  tliert  emphasized  patient  au- 
tonomy scored  significantly  higher  on  the  scale 
than  did  nursing  assistants  (aides,  orderlies, 
and  psychiatric  technicians). 

Use  in  Research:  Guilbert's  development  and 
use  of  the  instruments  are  described  in  her  ref- 
erences cited  below. 

Comments:  The  situations  described  in  the  in- 
struments are  ingenious  and  real.  The  84-item 
version  may  prove  to'  be  very  time-consuming, 
and  its  heading  load  might  prove  difficult  for 
persons  with  a  limited  educational  background. 
The  Guttman  Scale  Version,  circumvents  this 
problem.  The  author  is  continuing  to  work  on 
the  Vcales  to  strengthen  their  psychometric 
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properties.  The  instruments  appear  to  have  po- . 
ktential  for  research  on  other  correlates  of  the 
same  variable.  \ 

"    '  * 
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On  the  next  few  pages  you  will  find  a  number  of*  situations. described.  Each 
situation  is  concerned  with  an  interaction  between  a  psychiatric. patient  and 
a  member  of*  the  nursing  staff.    You  are  asked  to  consider  yourself  as  the 
nurse  present  in  each  of  these  situations.  , 

In  each  situation  you  are  asked  who,  in  your  opinion,  should  make  the  neces- 
sary decision  about  the: specific  matter  described.    THERE  ARE  NO  "RIGHT"  OR  - 
"WRONG"  ANSWERS^    Please  read  each  situation  carefully  and  indicate  who  you., 
honestly  feel ^should  make  the  required  decision . 

It  is  quite  possible  that  you  may  feel  you^would  like  more  information  about 
some  of  the  situations.    However,  it  is  important  to  the  study  that  ybu  do 
not  assume  any  details  about/the  situation  except,  those  which  you  are^given. 
Please  base  your  opinion  only  on  the  information  given.  ^ 

For  the  purpose  of  thiis  study  It  is  important  that  every  question  be 
•answered.    PLEASE  DO^NOT  OMIT  ANY.  ,       '  .  ] 

For  each  situation  limit  your  answer  to  only  one  person  to  make  the  required 
decisibh.        .  '  _ 
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ttt\\    Mr   X  hM  b««n  «-he«vy  Chain  iBOlcfcr  for  many  yaars,  but  ha*  new  devalopad  a  aavcre. 
.S;^:.^  d"tor^wrltt«  «!  order  limiting  him  to  not  «,r.  th« 
'     p«  di,-.    Yeatarday  Mr.  X.  aalced  for  and  was  giy«i  hi.  ten  clg.retta.  In  the  «««i»8- 
^w^^  tSJ^        wltUi  one  hour.  «id  hi  »a.  very  unhappy  for  the  remainder  of  the 
day^T^day-lt.  X.  haa  again  aaked  you  for  hla  dgarettea.    The  decision  muat  be  made 
.     «S;h«r        X  -  wlil^ceive  the  ten  cigarette,  at  one  time  or  will  receive  them  one 
S^f tLf  ipLfit  I^wr^L.  throughout  the  day.  .^1»ho  .hould  make  the  decl.lon7 

'  .  ■   ■  ;  '•  - 

Mr,  X.-,  the  patlint. 
.You,  the  nurae.                c  . 
:.        Other.    (Specify  «t»o  ___  )  ^ 

«2)  >Mr   A.  require,  .ome  aa.latnce  with  hi.  peraonal. hygiene  and  drea.lng.    Today  hi.  _ 
S;ii;'3Jirbe  c^i  to  vl.lt;  ch.,  .r.  very  particular  about  hi.  peraonal  •PPe"""" 
-       STcLJlaln  wh^n  thSy  fe.l  tha't  he  do^w't  loolcrfe".    You  h.v.  b.«i  aa.lgned  to  •  , 
•       telp^  get  ready,   .in  ht.  locker  you  find  two  clean  aet.  of  clothing;  one  i«  f^^'ly 
aaw  «id  tL  other  1.  much  older  and.  quite  "faded,    Wi«i  you  .tart  to  get  the  newer  .. 

^  cJ«he.  for  Mr.  A.  to  put  on.  he^.tate-'he  would  ^« 
ahiuld  decide  which  aet  of  clothe.  Mr.  A.  will  wear  for  the  vl.it  with  hi.  family? 

  Mrr  A.,  the  patient.       ^  ., 

.    •    You,  the  nurse.    ''         '  °  '-r 
  Other.    (Specify  who.   ')  ^ 

(03)  '  You  have  been  as.i^ed  to  accompany  to.  Y.  to  tte  ho.pital  canteen  «o  that  he  may 

^    '    JurcSLe  :  new  .hl«.    Mr.  Y.  ha.  $8.00;  he  will  not  receive.  «y  """J"^!" . 
leaat  a  week.    The  canteen  ha.  two  ahlrt.  in  hi.  .ise;  o?.  sell.  for. $5, 00  and  the  , 
itSIr  for  S  007  M^.  Y.'.ay.  he  wl.he.  to  purcha.e  the  $8.00  .ihirt     However,  thi. 
•       SdulS  «^  tliat  he  will  have  no  money  for  cigarette,  and  o'^er  JUicidental  item,  .^or 
■    It  lea^n  week,  and  you  have  explained  thi.  to  him.    Whp  .hould  decide  which  .hirt 
Me.  Y.  may  purchaae? 

Mr.  Y.,  the  patient.         \,          ^.  ,  . 

You,  the  nurse.          ,            •  , 
'j  _^  ■  Other.    (Specify  who  ,  )  .  -        '  . 

(04)  '  The  doctor  ha.  written  «i  order  permitting  Mr.  C.  toAave  an' unaccompanied  ground? 

^  ^    S^,  for  «e  Hour  each  morning  «id  one  hfjur  each  afteitioon;  the  remainder  of  the  day 
M^  c!  is  restricted  to. the  ward.  .  Late  thi.  afternoon  Mr.  C.'s  f«nlly  i«^o«^8  " 
.  Viait  and       bringing  a  picnic  .upper  .o  that  thay  may  all  have  .upper  together  with 
to!  C.  «  th* ""pltSl  ground.,    to.  C.  1.  aware  of  the.e  plan..    He  returfiad  fro» 
•his  mbming  ground,  pas.  and  had  lunch.    Shorly  after  , . 

requeat.  hi.  afternoon  pa...    It  1.  .everal  hour,  before  hi.  fa?illy  will  arrive;  if 
Wiethe  pLs  now.  he  wlU  not  be  able  to  go  with  hi., family  when  tney  arrive. 
--    Who  ahouia  decide  whether  or  not  to.  C.'wlU  take  hi.  pa.s  now  or  wait  until  hi. 
family  come,  with  the  picnic  .upper? 

  to.  C.  the  patient.  ° 

'        You.  the  nur.e. 

.   Othit.     (Specify  who   )  ^ 
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(05)  Mr.  R.  WAS  admitted  to  your  ward  two  days  sgo  following  s  serious  suicida^  sttieoiptv 
Be  .is  still  9n  "S*^  status  and  appeara  very  depjressed.  Hiii  brother  baa  just  arrived 
OT^  the  vard  and  has  asked  you  for  permission- to  ta^e  Mr.  E.  off  the  scstion  to  see 

!  his  father  who  ia  in  the*  hospital.    The  father  ia  seriously  ill  and  "is  not  expected  to 
recover;  he  has  been  asking  constantly  to  see  his  son /  and  Mr,  -R.  is  anxioua  to  go 
vis4.t  his^ father.  .  Who  ahould  decide  whether  or  not  Mr*  R.  will  leave  the  hospital  ' 
;o  go  aee  hia  father?  \  , 

Mr.  R. ,  the  patient. 
.     You,  the  nUrse. 
■    ■    Other.    (Specify  who  ) 

(06)  Mr.  'N.  has  recently  returned  to  your  ward  from  the  medical  sisrvice. .  He  is  still  on 
bed  rest  except  for  an  order  permitting  him  to  sit  up  in  s  \rtieelchair  for  one  hour  ^> 
t^ce  s  dsy.    This  morning  Mr«:  N.  sat  up  in  the  chair;  now,  several  hours  Ister,  he  ^ 
has  aaked  ^ou  to  help  him  out  bf  bed  again.    Each  evening  Mr.  N.*a  wife  conies  to 
visit,  and  she  usually  takes  him  to  the  lobby  in  a  wheelchair  to  -visit  With  his 
children.    It  is  about  three  hours  before  Mrs.  N.  will  srrive  for  her  visit.  If 

Mr.  N.  gets  up  now,  he  will  .'not  be  able  to  sit  ixp.fl^sin  when  his  wife  comes.  You 
know  that  this  will  present  s  problem  for  Mrs^  N«  since'  she  cannot  leave  her  children 
*-    in  the  lobby  alone  an^  will  have  to  return  to  themv    Mr.  N.  will  be  quite  unhappy 
if  his  wife  cannot  stsy  and  if  he  cannot  viait  with  hia  children.    Vho  should  decide' 
•  whether  Mrr'N.  gcts  out  of  b^d  now  or  waits  until  his  wife  cOmes?  _  •  • 

...  *  "  '  '  ' 

■  Mr.  N.,  the  patient.  ,       \  * 

'  You,',  the  nurae.    ,       .       •    ,  »  " 

Other.    (Specify  who  ^   '  ) 

(07)  You  are  sitting  in  the  day  room  when  two  patienta,  Mr.  P.  and  Mr.  S.,  become  involved 
in  an  argument  over  which  television  program  will  be  turned  on «    There  are  seversl  ^ 

t     other  patients  present  .in  the  room/  but  none  of  them  express  any  preference  f or  s  - 
psrticulat  television  program.    After  arguing  for  a  few  minutes,  Mr.  P.  and,^.  S. 
approach  you  to  ask  you  which  program  should  be  allowed.    Vho  st-ould  decide  which 
program  the  patients;- will  watch?  '  'c 

.  Mr.  P.  and  Mr.  S. ,  the  patienta.-  '  " 

■  You,  the  nurae. 

Other.    (Specifywho.  '  ,^       O   '  •    ^  , 

(06^   Mr.  D.  is  s  twenty-one  year  old  man  on  your' ward  who  became  ill  and  . was  admitted  to  ^ 
the  hoapital  during  thf  latter  part  of  his  second  ,yesr  at  college.    For  the  first  few 
weeks  after  his  ik^^saisstoa  he  rarely  spoke  to  anyone.    Howevet„^  recently  he  has  been 
much  improved  and  the  doctor  has  told  him  he  may  be  discharged  as  soon  as' he  feels  he 
is  resdy  to  leave.  '  For  the  past  few  daya  Mr.  D.  has  sought  you  out  and  talked  to  you 
at  length  about  the  problems  he  has  at  home.  -  He  has.  told  you  that  hia  parenta  are 
very  dominating  and  have  alwsys  treated  him  as  if  he  were  a  very  young  child  making 
him  account  for  his  whereabouts  at  all  times.    Although  Mr.  D.  states  he  enjoys  his  * 
college  work  and  was  doing  well,  he  began  to  feel  anxious  and  depressed  because  of 
bis  desire  to  be  more  independent  which  wjts  cresting  problems  with  his  parenta.    Mr.  D2 
feela  that  he  could  continue  his  college  work  if  he  could  live  away -from  home.  Since 
he  has  been*  sble  to  obtain  a  acholarship  and  haa  been  working  part  time,  he  can  manage 
thiis  financially  without  the  aid  of  hia  par^ts,.    However,  Mr.  D.  has  been  having 
^  difficulty  deciding  whether  or  not  to  make  khis  bresk  with  his  parenta;  he^has  dia- 
cussed  this  with  his  doctor  st  leng)ch.    Jhiis  morning  Mr.  D.  contacted  the  college 
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and  wa«  told  ihat  a  vacancy  la  availabU  la  the  ata's  dormitory,  but  that  he  mu-t 
decide  today  whether  or  not^he  wanta  it;  othexwiae,  the  vacancy  will  be  filled  by 
another  atudeot.    Mr.  D.  baa  now  approached  you  and  aaked  you  whether  or  not  he 
ahould  take  the  room  which  £a  available  in  the  dcmitory.    Who  ahould  decide  whifther 
or  not  Mr.  dV  ahould  take  the  room? 


Mr.  D, ,  the  patleiit. 
You,  the  nurae. 

Other.    (Speriiy  who  _) 


(09) 


The. doctor  haa  granted  Mr..  M.  an  unacconvanicd  weekend  paas.    Ordinarily  Mr.  M.  a 
parents  come  by  Ute  Friday  evenins  to  drive  him  hcwae.    However,  shortly  «f "r  noon 
'today.  Mr.  M.'s. mother  phoned  to  tell  him  that,  because  her  sister^ had  arrived  with 
her  fimily  the  evening  before  for  a  vlait,  they  are  very  busy  and  xannot  come  by  to 
drive  him  home.    Mr.  M.  feela  that  his  mbther  does  not  want  him  to  com^  home  this 
week^d.  since  she  spent  considerable  time  telling  him.  how  crowded  the  house  is  and 
how  busy  she  wiU  be  with  the  visiting  reUtlves.    However^  When  he  asked  her  ,  his 
mother  told  him  he  could  come  home,i£  he  wanted  to.  Mr.  M.  has  now  approached  you  - 
and  asked  whether  or  not  he' ahould  ^ake  the  weekend  pass,  and  if  he  does  |o  P*"- 
should  he  go  home  or  spend  this  weekend  some  place  elac.  ^  Who  ahould  decide  whether 


or  not  Mr.  M.  ahotixld  go  on  his  w^|tend  pass? 

Mr JM.  f_the  patient . 
♦          '  You,  the  hurs4.                        "    — - 
Other.    (Specify  who   ) 


(10)  in  the  'situation  Just  above  (number  09),  if  ISr.  M.  docs  go  on  paas,  who  shoixld  ' 
decide  whether  he  should  go  home  or  go  some  place  Qlse  for  the  weekend? 

^          Mr.  M.,  the  patlept.  ^  . 

.          You,  the  nurse.  .     •         *  c 

\    Othpr.    (Specify  who       ♦   J  -  ,  . 

(11)  Recently  on  your  wVrd  there  has  been  a  serious  problem,  involving  one  of  the  patients 
taking  itums  from  the  lockers  of  other  patients."  One  of  the  patients,  Mr.  B.,  <jom- 
plains  loudly  to  you  whenever  he  finds  some  item  missing  from,  his  locker.    All  ot  the 
patients  have  been  p;:ovided  wi,th  .keys  for  their  locker^  and  have  been  encourapd  to 
keep  their  lockers  locked.    However,  Mr.       consistently  leaves  his  locker  unlo^cked;, 
he  states  it  is  too  much  trwible  to  carry  around  the  key  and  to  lock  end  unlock  the 

*     locker  every  time  he  wanta  aomethlng  out  of  it.    Someone  has  suggested  that  if;  might 
be  helpful  if  Mr.  B.  k«pt  hia  kay  in  the  nursing  office;  this  will  mean  that  lie  will 
have  to  undergo  the  Inconvenience  of  having  one  of  the  personnel  let  him  into  his 
locker  each  time  he  wants  something  frpm  it,  but  should  take  care  of  the  problem  of 
itema  being  taken  from  his  locker.    Who  should  decide  whether  or.  not  Mr.  B.  will 
keep  his  own  key  to.  his  locker  or  whether  he.  will'  leave  it  In  the, nursing  office? 

  Mr.  B.,  the  patient.  '  ^  .  • 

■•^         You,  the  nurse. 

  Other.    (Specify  who       ■   ) 
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(12)  In  the  nituAtlon  ju8C  descrli»ed  Cnuober         If  Mr.  B.  dues  keep  his" own  key  to  his 
locker,  vfao  should  decide  itether  .or  not  he  vlll  keep  h±s~  locker  locked?^ 

Mr.  B.,  the  pAtieat. 
'  You,  the  nurse.  :           ^       .  '  ^    \  . 
  Other.    (Specify  who  _^  )  \ 

(13)  The  recreetlon  depertnent  hes  arrenged  for  the  patients  on  your  ward  to  have  a 
barbecue  this  evening.    The- dietician  has  notified  the  ward  that  no  food  will  be 
available  from  the  dining-room  for  the  patients  ^  since  It  Is  expected  that  all 
patients  will  at  trad -the  barHecue;    About  a  half  hour  befb^re  the  group  plans  to 
leave  for  the  picnic /:gtounds  for  the  outing,  Mr.  T.  approaches  you  and  tells  you. 
that  be  does  not  vish^to  go.    Mr.  T.  has  a  full  day  privilege  card;  however,  since 
he  is  completely  without  funds,  he  will  not  have  any  supper  If  he  does  not  go  with 

"  ^  the  group  to  the  barbecue.    Who  should  decide  whether  or  not  Mr.  T.  wi^  go  with 
the  group?  *         „  ✓ 

  Mr.^.T.,  the  patiept.  .  ^ 

  You,  the  nurse. 

  Other. -T,  (Specify  who  '  )         _  "  \ 


(14)    !fr.  Sf  has  recently  been  readmitted  (o  your  ward;  he  had  only  been  out  of  the  hospital 
fo!r  one  week  when  his  wife  brought  him  back  stating  that  he  had  been  ifcting  "strangely*' 
since  he  has  been  at  home.    Since  he  has  been  back  in  the  hospital,  Mr.  S.'s  behavicr 
has  been  bizarre  and  unpredictable;  he  has  required  constant  supervision  around  the, 
clock.  —(For  .example,  he  constantly  removes  his  clothing,  .running  about  the  ward  nude; 
he. speaks, In  an  .unii^elllglble  "gibberish"  and  laughs  frequently  for  no  apparent  • 
reason;  he  refuses  to,  eat  the  f opd  served  to  him,  but  constantly  picks  up  pieces  of 
trash  off  the  floor,  from  ash  traySf  etc.,  and  tries' to  eat  these.)    This  morning 
il?js.  S.,  the  patient's  wife,  has  apprpached  you  and  asked, to  see  her  huslsand  for  the 
purpose  of  having^  him  sign  some  papers  which  will  enable  her  to  borrow  some  money 
she  needs  to  p^eet' an  emergency  at  -home.  '  Who  should  decide  whether  or  not  Mrs.  S; 
may  see  her  ^husband  and  get  his  signature  on  the  papers? 

  Mr^  S.,  the  patient. 

^     You^.  the  nurse. 

Other.     (Specify  who    ) 

(13)    Mc^  W.  has  just  been  hired  to'  work  for.  a  company  whlc'h  is  located  some  distance  from- 

the  hospital.    Tomorrow  will  be  his  first  day  on  the  job.    It  is  now  11:30FM  and. Mr.  W. 
is  still  sitting  in  the  day  room  x^adijxg  a  book.    You  know  that,  because  ot  difficul- 
ties with  transportation,  Mr.  W.  will  have  to  get  up  at  4:30AM  in  order  to  get  to 
work  on  time.    You  have  suggested  to  him  that  he  should  go  on  to  bed,  but  he  states, 
that  he  wishes  to  finish  the  book  he  is  reading.  *  Who  should  decide  whether  or  not 
Mr.  W.  should  go  on  to  bed  now  or  continue  reading? 

  Mr.  W. ,  the  patient. 

You,  the  nurse.                         "  * 
 Other  •     (Specify  who  ) 
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(16)    The  doctor  has  written  an  order  that  Mr.  .F.  miy.  ha;v^  an  unaccompanied  weekend  pass 
every  wekend,  provided  that  Mr.  T.  has  attended  his  work  aaei^ 
p.r£or»ed  his,  assignment  «itis£actorily.    He  has  made  Mr.  of  this  conditional 

arrangement  for  a  pass,  and  has  told  Mr.  F.  that  the;  pass  will  b*  automatically 
canceled  .If  he  fails  to  actend  any  scheduled  work  session.    This  we«kend  Mr.  F.  s 
*  .       wife  is  coming  from  out  of  town  to  via^t  him,  and  he  has  been  looking  forward  to  this 
pass  for  several  weeks.    Mr.  F.  has  been  attending  his  assignment  regularly.  However, 
after  lunch  on  Friday  he  appro  Aches  you  and^states  that  he' has  other  th^gs  to  do 
'    and  is  not^  going  on  his  assignment-  that  afternoon.    This  will  mean  that  his  pass  for 
tbe  weekend  will  be  canceled.    Who  should  decide  whether  or  not  Mr.  F.  should  go  on 
his  work  assignment  that  ^afternoon?        "      .  '  ^  c.  - 


Mr,  F.,  the  patient.  '  , 

You,  the  nurse.. 

Other.     (Specify  who  .) 


(17)    Since  the  staff  feel  that  Mr,  E.  wiU  be  ready  for  discharge  very  soon,  the  doctor 
has  permitted  Mr.  E.  t<j  keep  and  take  his  own  medication.    The  doctor  instructed  - 
Mr.  E.  to  take  the  medication  only  ^en  he  feels  that  he  really  needs  it.    Just  now 
you  passed  by  Mr.  E.'s  room  and  found  him  pacing  back  and  forth;  he  appeared  upset. 
When  ybu  stop  in  tb  talk  with  him  he* tells  you  that  he  feels  nervous,  and  winders 
wnether  or  not  he  should  take  some  of  the  medicine Who  should  decide '-whether  or 
not  Mr.  E.  takes  the  medtcine-at •  this  time?  .  'V 


(18) 


Mr.  E. ,  the  patient.  \  ^ 

You,  the  nurce. 

Other.     (Spccffy  who   ) 


For  weeks  now  Mr.  R.  has  been  looking  forward  to  seeing  a  prof essional  football- game 
which  the  recreation  department  has  arranged  for  a  small  group       P-^icnts  to  attend. 
Tbe  group  is  scheduled  to  leave  immediately  after  lunch.  .About  10:00AM  Mr.  R. 
received  a  telephone  caU  from  his  parents  telling  him  that  they  are  arriving  for  a 
visit  and  WiU  ie  thezi  about  2:0bPM.    B..cause  q£  the  distanqe  they  must  travel,  they 
do  not  manage  A,comc  often.    After  talking  with  his  parents,  Mr.  R.  approaches  you 
and  asks  you  whether  he  should  go  ahead  and  attend  the  game  which  he  has  looked  for- 
ward to  for  so  long,  or  whether  he  should  remain  there  and  see  his  parents.  Who 
should  make  the  decision  whether  or  not  Mr.  R.  should  attend,  the  game?.  . 


Mr.  R. ,  the  patient.' 
You,  the  nurse. 

Other.     (Specify  who  ) 


(19)    Mr.  V.  has  worked  on  the  same  assignment  for  several  weeks.    The  therapist  i-eports 

that  he  is  doing  cxceUent  work,  and  Mr.  V.  has  Repeatedly  stated  how  much  Ue  enjoys 
the  work  he  is  doing.    However,  about  ten  days  ago  a  patient  from  aoothet  ward  was 
assigned  to  the  same  work  are^;  he  and  Mr.  V.  have  been  having  frequent  disagreements 
about  the  way  the  job  should  be  handled.    This  morning  Mr.  V.  spproaches  you  and  . 
discusses  the  |)roblems  he  has  been  having  with  the  other  patient.    He  asks  y^ou  whether 
-  he  shou^4  talk  to  the  therapist  about  the  problem  and  ask  to  have  someone  else 

assigned  to  work  with/him  or  whether  he  should  ask.  the  doctor  to  change  his  assignment 
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to  another  area.    Who  should  decide  lather  or  not  Mr.  V*  should  aak  the  therapist 
to  assign  soneone  else  to  work  with  him?  r 

'.        Hr^  v.,  the  patient.   ^  ' 
■     You,  the  nurse.'  .        "  "  ^  . 

■  Other/k .  (Specify  who  .  ) 

/■   • .         . '  •    ,  •      ■  ^      '  '  :  ■ 

(20)  In  the  situation  just  above,  (nuaber  19),  if  Mr.  V.  doea  aak  the  therapist  to  assign 
soneone  else  to  vork  vlthtohln  but  findi'  out.  this  is  not  possiJ>le  Who  shotild  decide 
whether  or^  not  Mr. 'V.  should  ask  his  doctor  to  change  his  aisigninent  to  another  area?'» 

Mr^  v.,  the  patioit.       ^  , 
Youy^  the  nurse.      .  .  ,  .  • 
  Other.    (Specify  who                         )  • 

(21)  Mr.  J.  is  s  forty-fout  year,  ol^patient  who  has  i)een_in.-the  hospital  for  approximately 
three  aonths;:  this  is  his  first  hospitalization.    The  staff  now  feel  th^t  Mr.  J.  is 
ready  for  discharge.    For  the  past,  aeventeen  y^s  Mr.  J.  has  been  employed  as  an 
accountant  by  a  small  Inaurance  cos^any^    Be  is  well  liked  by  his  esqiloyers,  and  they 
have  held  his  job  open  for  him  while  he  haa  been  in  the  hospital.    About  a  week  ago 
Mr.  J.  received  an  offer  for  another  poaition  from  a  large  bank  located  in  another 
city.'    The  new  poaition  would  give  him  a  aizable  increaae  in  aalary  and  would  offer 
considerably  more  op|»ortunity  for  advancement.    However,  this  would  necessitate  his 
moving  his  family  to  another  city  and  would  involve  his  adjustment  to  thit  new  working 
conditions.    The  bsnk  has  asked  that  he  contact- them  no  "later  than  tomorrow  morning 

^  to  give  them  an  answer  about  whether  or  not  he  will  accept  the  job.    During  the 
afterftoon'Hr.  J.  approaches  you  and  discusses  the  situstion  with  you.    He  states  that 
he  feels  the  new  job  Is  a'wonderful  opportunity, 'but  that  l(e  is  somewhat  concerned 
about  making  the  change  ao  aoon  after  his  recent 'Illness.    He  aaks  you  whether  or 
not  accepting  the  new  poaition  would  be  the  best  thing  for*  him  to.  do«    Who  should 
decide  irtiether  orlnoj:_Kr.J^  should  accept  this  new  job?  ' 


 rtr.  J.,  the  patient. 

'           You,  the  nurse.  «• 
  Other.    (Specify  wha^_^  )  . 

(22)  'Allowing  visiting  hours  toda^,  Mr.  B.  approached  you  and  showed  you  some  small'- white 
tablets  which  his  mother  had  brought  to^hlm^    The  medicine  bottle  has  no  label  on  Itw 
He  States  he  has  been  tsking  these  tsblets  at  home  to  esse  the  pain  of  the  severe 
hesdaches  which  he  frequently  geti;;  he  ^tates  'that  Nothing  else  will  help  him.  The 
tableta  werf  giv«),to  him  by  a  doctor  in  another  city.    Mr.  B.  asks  you  if  he  may 
keep  the  tablets  With  him  since,  in  order  for  them  to  help  him",  he  must  take  them  as 
soon      he  feels  one  ^f  his  hesdsches  coming  on.    Who  should  decide  whether  or  not 
.    Mr.  B.  sHall  keep  the  tablets  with  him?  .  ' 

  Ite.  B. ,  the  patient.  '  . 

•    You J  the  nurse.  '  ^ 

•    Other.    (Specify  who         '  "J 
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(23)  Mr.  K.  !•  a«»igned  to  a  ilngU  bedroom  on  vydur  ward.    The  patient  In  the  next  room 

'        sLores  very  loudly  at  alght.^and  Mr.  K.  haa  difficulty  aleeplng.    He  complalna  to' you 
every  day  about  ahla.    The  only  other  available  vacant  bed  at  thla,  tl«.  le  In  the  ^^^^ 
dormitory,  and  Mr.  K.  haa  been  tolq  he  may  move  to  thla  Sa4  If  he  would  prefer  It. 
.      However  .Mr.  K.  llkaa  the  privacy  of.  the  |^gle  bed'  room  and  la  undecided  about  whether^, 
'or  not  he  ahould  move  to  the  dormitory.    A  new  patient  la  In  ^he  proceaa  of  being 
admltt^  ao  Mr.  K.  miat  decide  now  whether  or  not  he  wiahea  to'4DOve.    He  approa^s 
you  and  aaka  you  whether  or  not  he  ahould  take  the  dormitory  bed.    Who  ahould  make 
thia  declalon?   ,      .  a  '   ^  ^ 

'    Mr.  K..  the  patient. 
.  You.  the^nurae.  >  '     ,       *  i^- 

t        Other.     (Specify  who  J_  )  .        '   :  v  . 

(24)  Mr!^'  G.  la  a  alngle.  forty  year  old  patient  on  your  waiTd  whoae  only. Income  Is  a  small 
diaablUty  pension.    Mr.  G.'s  mother  Is  ftfty-elght  years  old  and  In  good  health. 

-    .  sSce  his  mother  doesn't  work,  Mr.  G.  has  for  many  years  been  sending  all  but  a  few 
dblUrs  of  file  peoslon  to  his  mother  each  month.    None  of  his  brothers  or  sisters 
contribute  any  money  to  their  mother'a  support.    Although  Mr.  G.  has  beea  hospitalized 
for  several  years,  he  has  Improved  a  great  deal  recently  and  the  staff  feel  he  Is  '  , 
nearlng  the  time  trtien  he  can  be  dlacharged.    Mr.  G.  does  not'wlsh  to  return  to  live 
with  his  mother.    However.  In  order  to  manage  on  his  own  he  will  need  to  keep  his 
entire  pension  each  jnonth  and  wlUcbe  unable  to  aend  any  to  his  mother.    The  social 
worker  haa  aeen  Mr..  G.'s  mother  on  several  occasions  and  explained  to  her  how  she  may 
go  about  receiving  financial  aaslstance  from  other  sources,  but  she  has  been  unwilling  . 

•    .      to  do  so.    She  insists -^bat  her  son. 'Mr.  G. .  should  continue  to  support  her.    Mr.  G. 
Is  very  anxloua  to  leave  the  hospital,  try  to  find  a  job,  and  make  It  on  his  .>wn.. 
•However,  hi^  Is  reluctant  to  discontinue-  sending  the*  major  portion  of  his  pension  to 
his  mother.'    This  afternoon  he  has  been  talking  wlth-you  about.the  problem;  his  mother 
is  coming-for  a  vlait  this  eviaixig  and  Because  of  the  nearness  of  his  discharge  plans,  he 
wants  to  settle  the  matter  at  that  time.    Mr/  G.  asks  you  whether  or  npf  he  shpuld  tell 
his  mother  that  he  wlU  not  be  able  to  continue  the  financial  aaslstanpe  Ke  has  been 
giving  to  her.    Who  ahould  make  this,  decision?  «  o. 

— k  .  ■  _  ■ 

Mr.  G7,  the  patient.       '>^c    «    .  ^ 

^          You^  the  nurse.  -  ~ 

^   Other.     (Specify  who  )  - 

(25)  The  patients  on  your  ward  have  access  to^a  room  where  they  may  make  their  owe  coffee; 
they  enjoy  being  able  to  have  coffee  whenever  they- like.    In  order  for  them  to  keep  • 

' .    this  room,  the  patients  miist'  assume  full  responsibUlty  for  keeping  the  room  clean  and^ 
neit.    Recently  the  patients  have,  been  warned  tl^t  the  condition  of  the  room  is  not  . 
*  satisfactory  and -that  unless  an  immediate  lmpro>*iucnt  is*  noted,  the  room  wUl  be  locked. 
All  of  the  patients  are.  cooperative  about  keeping  the  room  neat  except  for  Mr.  L.  The 
patients  do  not  want  tq  lose  their  use  of  the  coffee  room,  but  they  are  reluctant  to 
restrict  Mr..,L.  's  use  of  the  room  in  any  way.    This  morning  a  group  of  patients  ^ 
.  approach  you  to  ask  what  should  be  done.    Who  should  decide  how  the  problem  with  Mr.  L. 
should  be  handled? 

The  patients. 
•  You.  the  nurse. 

  Other.     (Specify  who   ) 
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^  *      <•    ■  '    *  „.i  * 

(26)  "Hr.  B.  is  a  thlrty-slx' year  old  patient  on  your  vard  vho,  prior  to  nia  aomxasxon  to  • 
^    the  hospital,  was  an  accompllshady ausiclan ^  His  jparents  have  brought  bis  Instrument 

^        to  the  hospital  for  him  so  tbkt  be  nay  continue  Id^  dally  practice- sessions  •  Bovev^ry* 
Mr.  B..  enjoys  the  work  akslspuaent  be  h^  be^n' ^Ing  as  well  as  the  other  activities  , 
irtiich  are  available,  and  rarely  practices*    His  parents -visit  him  each  week.  When- 
they  find  out^that  (Ir.  B.  Is  not  practicing  regularly^  they  become  quite  angry  and  very 
loudly  criticize  you  and  the  other  members,  of  the  nursing  staff;  they  insist  that  you 
xnist  see  that  Mr.  B.  continues  his  daily  practice  sessions  ilnce  they  feel  that  this 
is  most  Important  to  his'future.    Who '^bould> decide  when  Mr.  B.  will  practice  his 
musical  instrument? 

-  ■   •   ■  .       .  /.. \  ^ 

i    Mr.  B, ,  the  patient.  ' 

■  Youj  the  nurse.  '  , 

  Other.    (Specify  who      ^    -  -    '  )  <H  * 

(27)  At  a  recent  session  of  the  ward  govemiaait  meeting  the  patients  f oted  that  they  wanted 
'to  decorate  their  vard  f^r  the.  coming.  Christmas  holidays.    Some  of  the  decorations 

'  they  hav^  been  making  thesiselves,.  and  they  ,have  takenv^up).a  small  collection  ,  to  enable 
'  them  to  purchase  others.    HbWever,  now  that  the  time  has  come  for  them  to  actually 
make  the  purchases,  the  patients  arie, divided  on  how  they  shotild  spend  the  money.  Some 
of  them  are  still  in  xavor  of  purchasing  decorations-,  bpt  others  feel  that  they  have 
made  enough  decorations .and  pref er  ,to  spend  the  money  on 'refreshments  for* a  ward 
Christmas  party.    They  seem  to  be  fairly  evenly  divided  and  have  not  yet  been  able  to 
settle  on  which  they  shoxild  bti^.    This  afternoon  two  of  the  patients  have  approached 
you  and  told  you  that  ^hey  have  been  ugiable  to  reach  a  compromise .    They  ask  ^ou 
whether  they  should  buy  the  decorations  or  buy  refreshments  for  a  party.    Who  should 
deddte  which  purchase  shoxild  be  mkde?  ^  .  ^  ^ 

The  patients.  .  t»,  .  . 
You,  the  nurse.             ,           "     *                               *     ^  ?  ** 
  Other.    (Specify  who             ' .           )  *^ 

(28)  For  the  past  three  days  Mr.  J.  hasv^complalned  of  not  feeling  well.    He  was  seen  by  the 
ward  doctor  and  although  the  doctfor  found'notblng  specifically  wrong  vlth«.him,  th^ 
^doctot  wrote  an  order  that  Mr.  1.  may  remain  off  bis  asftignment 'and  stay  in  bed  lf«he 
doesn't  feel  well.    This  afternoon,  after  everyone  else  has  left  the  ward,. Mr.  1.  - 
.approaches  you  and  tells  Jrou  that  tie  feels  much  better.    He  asks  you  whether  or  not  he 
should  go  on  to  his  assignment.    Who  should  decide  i^thef  Mr.  1.  should  remain  on  the 
ward  or  return  to  bis  assignment?  '  . 

*  ;    .  ♦  -  ^-  .■     '  ■  ^        '  '  -        •  .  ■ 

^  Mr.' I.,  tbejpatlent.  ; 

  You,  the  nurse.  "  '      ,  ^ 

 ^   Other.:    (Specify  who  -  )  *     .  . 

(29)  Mr.  N.  has  been  a  patient  on  your,  ward  for  some  time  and  the  staff  felt  that«1ie«would. 
soon  be  ready  for  discharge.    However,  i^le  on  i^ass  last  weekend,  Mr.  K.:had  suddenly 
begun  to  scream  loudly  and  liad  struck  several  people  standing  niearby,  causlhg  rather 
severe  injuries  to  two  of  them.    Since  his  return  to  the  hospital,' Mr.  N.  has  been  r 
'Considered  assaultive  and  is  still  carried  on  "A"  status  even  though  bo  further  episodes 
of  this  behavior  have  occurred.    There  is  an  order  on  Mr.  K.'s  chart  which  states  that 
he  is  not  to  be  permitted  to  leavc^  the  ward  unless  he  is  accompanied  by  two,  nursing 
^sistants.    This  evening  there  is  a^  special  program  being  held  at  the  chapel,  and  t  ^ 
Mr.  N.  had  been  working  hard  helping  with  preparations  for  trhe  program  prior  to  last 
weekend's  episode.    He  has  lo&ked  forward- for  ^veral;  veeks  to  nis  part  on  "the  .program 
and  is  very  disappointed  that  he  vill  be  unable ,  to  -attend  since  there  are  not  enough 


.,0 


39 


VOLUME  1 


^r.Liei  .v.llri,ie        the  nursing  M-fC-aCt  to  aecomp«y  Mm.    The  cbi.pl-li'  h^u.t 
on  the  ward  and  haa  aalc*d  you  if  lit  majttake  Mr.  K.  to  the  ^chapel  for  the  aervice, 
'tTLJ^lo  ZtZ  S.  ^So«Iib&lt7  forl^ting  Mr.  K^to  ties:hap^  and  returning 
bL^X  i«"!^olhouU  decil^thef  ol  not  Mr.  ^ffllX  be  pt-dtted  to  go  to  . 
the  aervice  with  the  chaplain?    ■  ,^       '  ■  »  ^  f 


4 

'Mr.  N.,<thc  patient. 
You,  the  nturse. 

Other.    (Specify  who         •   ) 


Mr;  0.  is  a/tlMhollc  patient  who  has  upon  numerous  occasion*  in  the  past  »"rted 
drinking  w2ta  He  went  on  p«s^and  failed  to  return  on  tiae:    Tor  «  l?"^  Pf^it-^i.^ ' 
doctor  did  not  aUow  hia  to  have  any  passes.,  Ha^rever,  ..last  weekend  he  was  permitted 
a  dS  pMi  ?or  tat^day  a£i  one  for  Sunday  aid  returned  on  ti»e.    This  week  the  doctor 
has  igain  written  an-' order  that  mJ.  0.  may  have  two  one-day  passes  over  the.we^d. 
The  doctor  has  told.  Mr.  0.  that.^if  he  .fails  to  return  on  time  for  «=y  '*«»'»'^^" 
be  restricted  to  the  locked  ward  and  further  paas  r«que8t8.  wiU  be  "^^^'f' 
Friday  evening  Mr.  t).  receives  a  telephone  call  from  a  former  «»Pl°y«  ^"y* 
2  Stes  thaf  he  has  a  Job'.opening  for  Mr.  0..  but  that  he  must 

in  order  to  settli  the  detaUs.    If  Mr.  O.  cannot  make  it,  the  job  "^^l  ^.^^^f  " 
another  man.    Because, of  the  distance  involved,  Mr.  0.  cannot  make  it  phere  and  hack 
•for  <he  intervie7in  one  day.  but' could  make  ft  Vith  a  paas  P»"^«i=8  |f  ^"  J"^^,  . 
early  Saturday  morning  and  return  Sunday  nigh£.    Mr^.'s  doctor  has  left  the  hospital 
'^i  Is  out  of  triwn  for  the  weekend;  he  cBmot-hetreached  by  phon*.  °f  . 

patient's  paat  history  and  since  hp  does  not  knoi.MrvO.  personaUy,  the  doctor  who  is 
'In  chaige  over  the  weekend  is  relucta&t  to  change  the  original-pass  .  J^*  °;  ' 

approaches  you  and  discusses  the  problem.    He  very  much  wants  to  R«e  about  the  job 
since  he  feels  he  can  haixdle  the  work,  and  wh^  he  worked  for  fhH  same  employer  before, 
iT^J  Jltl  rLSS  sober  fo'  many  years.  0.  feeis^  that  h;ls  own  doctor  vould  give 

him  the  pasp.if  he  knew  the  circumstances.  ;  However,  he  is  not  sure,  «xd  is  reluctant 
-  tTtake  the  chance  and  perhaps  have  tb  return' to  the  ipcked  ward  and  do  without  further 
passe?..    >lr.  0.  asks,  you 'whether  or  not.he  should-  go  for  the  interview.    Who  should> 
decide  lAether  or  not  Mr.  0.  shoujld  go?  „  ' 


[  Mr.  0.,*the  patient.- 
Tou,  the  nu^se. 
Other.    (Specify  vho 


For  severaf  '*,eks.  the  patients  on  jrour  ward  have  bfei  making  pl«>s  ^"^fP!"^-  .^"^ 
have  .made  some  decorations,  QOllectei?  money  and  arranged  for  the  refsseshments  and 
entertainment,  and  have  invited  a  g.roup  of  ladies  from  one  pf  the  female  wards  to  be 
their  gueipts.    On  the  afternoon. of  th/s  party  they  discover  Aat  the. patientvwho  had. 
been  >  appointed  to  keep  th'e  moniy  which  had  been  collected  and  to  make  the;  arrangemats 
for  the  refreshments  has  left  the  hospital  with  their  money J    A  group  of  patients 
approach  you  and  ask  whether  they  should  ;o  abead'witK  the- party  e^en  though  they  have 
no  refreshments  or  whether  they  should  caScel  the  party.    Mho  should  ^e  this  decision? 


The'patiencse 
You,  the  nurse. 
Ogber.e     (Specify  vfao 
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(32)  In  the  sltuatloci  jiist  above  (number  31)v  if  the  patients  do  not  have  the  party,  the  ; 
ladles  who  have  been  Invited  as  guests  will  have  to  be  Informed.    Who  should  decide 
how  this  mat'ter  will  be  .handled?  .  • 

?   ..-•  ^ 
'       Ihe  patients. <fl  •  *^ 

■  ■       Ybut^tfie  nurse. 

Other  ^     (Specify  who     •     '    .   ) 

(33)  Mr.  J.  has  been  hospitalized  for  many  years.  For  the  past  several  months  he  has  shown 
Iteady  Improvement.  Mr.  J-  has  no  relatives  in  this  area.  He  has  rarely  been  off  the 
hospital  grounds  except  for  an  occasional  outing  with  groups  of  patients  from. 

the  hospital. 7  For  the  past  several  weeks  a  volunteer  has  been  visiting  Mr.  J.  eacl^  ' 
we^k.    He  enjoys  these  visits  very  much.    The  volunteer  has  offered'^to  drive  Hr«  J. 
to  a  nearby  shopping  center  for  lunch  and , to  allow  him  to  purchase  %ome  Items  he 
needs  provided  the  doctor  will  give  him  a  pass.    Mr.  J.  is  quite  anxious 
.    to  go,  but  he  is  reluctant  to^ask  the  doctor  for  a  pass.  .  Tomorrow  is  the  day 
the ^volunteer  ^s  coming  to  visit.    This  afternoon  Mr.  J.  approaches  you  tod  asks 
you  whether  or  noc  he  should  ask  the  doctor  for  the  pass.    Who :  should  decide 
whether,  or  not  >^r.  J.  should  ask  for  a  pass? 

 ^  Mr.  J.,  the  patient.  -    '  ^ 

'  You,  the  nurse.  '.\  ^  v      .  ^  * 

-  Other.     (Specify  who         -  ) , 

(34)  'Mr.  Z.^  mother  lives  some  distance  from  the  hospital.    She  goes  to  considerable 

trouble ''to  arrange  transportation  in  order  to  visit  her  son/  since  she  cannot 
•     drive  herself.    Whenever  she  comes  for  a  visit,  Mr.  Z.'s  mother  becomes  very 
angry  with  the  personnel  if ^ she  cannot  see  her  son  at  once»  Mr.  Z.  finds 
theae  visits  with  his  mother,  very  upsetting,  and  does  not  like  to  visit -with 
her.    This  afternoon,  after  everyone  else  has  left:  the  ward- except  you  and  Mr.  Z., 
and  two  other  patients,  ilr.^  Z.  approaches  you  and  discusses  how  upset  he  be-  ^  - 

^     cornea  when  his  mother  vttjLts.    He  asks  you  whether  or  not  he  should/  see  his  ^ 
mother  when  she  arriyiei^^ulls  afternoon.    Who  should  decide  whether /or  not 
.    -   Mr.  Z_^8hould  visit  with  his  mother?  , 


'Mr.  Z:,  the  -  patient . ' 
You,  the  nurse. 
Other.     (Specify  who 


Copyrighted  by  Evelyn  K.  Gullbett;  reproduced  with  permission  by  the/Health  Resources  Administrati 
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On  the  next  few  pages  you  will  find  a  number  of  situations  described.  Each 
situation  is  concerned  with  an  interaction  between  a  psychiatric  patient  and 
a  lafimber  of  the  nursing  staff.    You  are  aslced  to  consider  yourself  as  the 
nurse  present  in  each  of  these  situations. 

In  each  situation  you  are  asked  who,  in  ^our  opinion ,  should  oakjit^^^ 
decision  about  Ihe  specific  matter  described.    THERE ^  NO  "RIgIiT"  OR  »Wg" 
ANSWERS.    Please  read  each  situation  carefully  and  indicate  who  you  honesTly 
feel  should  make  the  required  decision.. 

It  is  quite  possible  that  you  may  feel  you  would  like  mora  information  about 
some  of  the  situations.    However,  it  is  important  to  the  study  that  you  do 
not  assume  any  details  about  the  situation  except  those  which  you  are  given. 
Please  base  your,  opinion  only  on  the  information  given. 

For  the  purpose  of  this  study  it  is  imj^ortant  that  every  question  be  answered. 
PLEASE  DO  NOT  OMIT  ANY. 

For  each  situation  limit  your  answer  to  only  one  person  to  make  the  required 
decision. 


For' the  past  three  days  Mr.  I.  has  complained  of  not  feeling  well.  He  was 
seen  by  the  ward  doctor  and  although,  the  doctor  found  nothing  specifically 
wrcng  with  him,  the  doctor  wrote  an  order  that  Mr.  ^  may  remain  off  his  ^ 
assignment  and  stay  in  bed  if  he  doesn't  feel  well.  This  afternoon,  after 
everyone  else  has  left  the  ward,  Mr.  I.  approaches  you  and  tells  you  that 
he  feels  much  better.  He  asks  you  whether  or  not  he  should  go  on  his 
assignment.  Who  should  decide  whether  Mr.  I.  should  remain  on  the  war4  or 
return  to  his  assignment? 


Mr.  I.,  the  patient. 
You,  the  nurse. 

Oth^r*    (SPECIFY  WHO  /_  _) 


Mr.  Q.  has  been  hospitalized  for  many  years.    For  the  past  several  months  he 

has  shown  steady  improvement.    Mr.  Q.  has  no  relatives  in  this  area.    He  has 

rarely  been  off  the  hospital  grounds  except  for  an  occasional  outing  with 

groups  of  patients  from  the  hospital.    For  the  past  several  weeks  a  volunteer 

has  been  visiting  Mr.  Q.  each  week.    He  enjoys  these  visits  very. much.  The 

volunteer  has  offered  to  drive  Mr.  Q.  to  a  nearby  shopping  center  for  lunch 

and  to'  allow  him  to  purchase  some  items  he  needs  provided  the  doctor  will 

give  him  a  pass.^  Mr.  Q.  is  quite  anxious  to  go,  bur  he  is  reluctant  to  ask 

the  doctor  for  the  nass.'  Tomorrow  is  the  day  the  volunteer  ts  coming  to 

visit;    This  afternoon  Mr.  Q.  approaches  you  and  asks  you  whether  or  not  he 

should  aok  his  doctor  for  the  pass.    Who  should  decide  whether  or  not  Mr.  Q. 

I  should  ask  for  a  pass?  « 

\   '  .  '       .  '  »  '  .  ■  ' 

'■■  .Mr/Q-»  the  patient. 

You,  the  nurse. 

Other.     (SPECIFY  WHO      '  •  )  . 
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Mr*.  D.^s  a  twenty-one  year  old  man  on  your  ward  who  became  111  and  was 
admitted  to  the  hospital  during  the  latter  part  of  his  second  year  at  college,  i^. 
For  the  first  few  weeks  after  his  admission  he  rarely  spoke  to  anyone. 
However,  recently  he  has  been  much  Improved  and  the  doctor- has  told  him  he  | 
msy  be  discharged  as  soon  as.  he  feels,  he  is  ready  to  leave.  ^  For  the^-past 
few  days  Mr.  D.  has  sought  you  but  and  talked  to  you  at  length  abou^t  the  ,\ 
problems  he  has  at  home.    He  has  told  you :;ttart  :^^  very-* '"''"'^""•-••  "•4 

dominating  and  have  always  treated  hlm'  Ur^^  s^vary  young  child 

making  him  account  for  his  i^reabouts  at  all  timej»»  ^Although  Mr.  D.  states 
he  enjoys  his  college  work  and  was  doing  well,\he  jfegi        Eeel  anxious  and 
depressed  because  of  his  desire  to  be  more  independent  woicn  was  creating 
problems  with  his  parents.    Mr.  D,  feels  that  he  could  continue  his  college 
work  if  he  could  live  away  from  home.    Since- he  has  been  able  to, obtain  s 
scholarship  and  has  been  working  .part  time,  he  can  manage  this  financii^lly 
without  the  aid  of  his  parents.    However;^.  ,^   has  been  having  difficiaty 
deciding  whether  or  not  to  make  this' breiaii  with  his  parentsV  he  has  discussed 
this  with  his  doctor  at  length.    Thiis  tiibriiing  Mr.  D.  contacted  the  college 
and  w^s^told  that  a  vacancy  is  available  in  the  men's  dormitory,-  but  that  he 
must  decide  todsy  whether  or  not  he  wants  it;  otherwise,  the  vacancy  idli^e 
filled  by  another  st^udent.    Mr.^  D.  has  approsched  you  and  ssked  you  whether, 
or  not  he  should  take  the  .room  which  is  available  in  the  dormitory.    Who  ' 
should  decide  whether  or  hot  Mr.  D.  should  take  the  room? 

  Mr,  p.,  the  patient. 

°  You,  the.  nurse.  «?  *  . 
 .  ^  Other.    (SPECIFY  WHO              ■     -      ) . 

Mr.  R.  waiB  admitted  to  your  ward  two  days  ago  following  a  serious  suicidal 
attempt.  .He  is  still  on  Vs"  (suicidsl)  ststus  and  appears  very  depressed. 
His  brother  has  Just  arrived  on  the  ward  and  fia's  asked  you  for  perodssion 
to  take  Mr.  R.  off  th^  station  to  see  his  father  who  is  in  the  hospital. 
The  fsther  is  seriously  ill  and  is  not  e7:pected  to  recover;  he  has  been 
asking  to  see  his  son,  and  Mr.  R.  is  anxious  to  go  visit  his  father.  Who 
should  decide  whether  .'or  not  Mr.  R.  will  lesve  the  hospital  to  go  .see  his 
' father?  " 

,  Mr,  R.,  the  patient. 

You, -the  nurse. 

Other,     (SPECIFY  WHO   ) 

For  weeks  now  Mr,  E,  has  been  looking  forwsrd  to  seeing  a  professional 
football  game  which  the  recreation  department  hss  arranged  tnr  s  small, 
group  . of  patients  to  attend.    The  group  its  scheduled  to  lesvk  immediately 
after  lunch.    About  10:,00AM  Mr.  E.  receives  a  telephone  cell  ttaa  his  psrents 
telling  him  that  they  are  arriving  for.  s  visit  and  will  be  therev  about  2:00PM. 
Because  of  the  distance  they  must  travel,  they  do  not  manage  to  cbme  often. 
After  tslking  with  his  parents,  Mr.  E.  spproaches  you  and' asks  you  whether  he 
should  go  ahead  ,and  attend  the  game  which  he  has  looked  forward  to  for  so  long, 
or  whether  he  should  remain,  there  and  see  his  psrents.    Who  should  make  the' 
decision  whether  or  not  Mr.  E.  should  attend  the  game? 


Mr,  E,,  the  patient. 
You,  the  nurse. 
Other,     (SPECIFY  WHO 
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6/  Mr.  V.  haa  worked  on  th«  nmom  Mtlgzunftnt  for  sevftral  waeks.    Xb*  tharaplst 
reports  that  ha  i«  doing  excellent  work,  and  Mr.  V.  has  repeatedly  ate  ted 
.  how  much  he  enjoys  the  work  be  Is  doing.    However,  about  ten  days  ego  a 

patient  from  another  ward  was  assigned  to  the  same  work  area;  be  and  Mr.  V. 
.  have  been  having  frequent  disagreements  about  the  way  the  Job -should  be 
handled.    Mr.  V.  has  asked  the  therapist  to  assign  someone  else  to  work 
with  biji  but  found  out  this  is  not"  possible.    This  tmoming^Mr.  V.  approaches 
you  and  asks  you  whether  or  not  he  should  aak  the  doctor  to  change  his 
aisignment  to.  another  area.    Who  should  iicci do  whether  or  not  Mr.  V.  should 
ask  the  doctor,  for  a  clxange  of  assignment? 

■  :  '     Mr.  v.,  the  patient. 

You,  the  nurse.. 
<i>-::'  Other.    (SPECIFY  WHO  ) 


:  ;  .   Copyrighted  by  Evelyn  K.  Guilbert;  reproduced  with  permission  by  the  Health  Resources  Administration. 
Further  reproduction  prohibited  without  permission  of  copyright  holder. 
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Title:  HEALTH  CARE  WORK  POWEr^LESS- 
l^fiEISS  SCALE  (REVISED)  • 

Author:  Guilbert,  Evelyn  Kelly 

•  Variable:  TKe  variable  is  the  feeling  of  power- 
lessness'in  health  care  work  settings.  t^oAver- 
lessness  is  defined  as  the  extent  to  which  the 

'health  worker  believes  that  he(she)  has  little  or. 
no  control. over  events  relevant  to  his(her)  work 
situations. 
\ 

Description: 

Nature  and  Content:  This  instrument  is  the 
second  revision  of  an  instrument  constructed  by 
Guilbert  in  1972.  The  revised  version  consists  of 
14  paired  statements,  one  of  which  represents 
control  and  one  of  which  represents  lack  of  con- 
trol or  poweriesshess.  The  instrument .  is  a 
forced-choice  response,  one  in  which  the  respqn-.. 
dent>  is  asked  to  efidorse  one  of  the  pair  of  state- 
ments. 

The  statements  are  general  in  nature  and  the 
content  is  not  particularly  related  to  health  care 
settiipgs. 

^Administration  and  Scoring:  The  instrument 
is  simple  to  administer.  "The  respondent  is  in- 
structed to  check,  in  each  pair,  one  item  which 
he(she)  believes  to  be  most  nearly  true.  The  in- 
strument can  be  self-administered,  individually  , 
administered,  or  group  administered. 
A  score  of  1  is  assigned  to  each  statemeVt 
'  ch^ecked  that  represents  powerlessness  (feedings 
of  lajck  of  control),  and  a  zero  is  assigned  to  those 
that  represent  control.  Scores  can  range  from  0 
to  14  with  higher  scores  denoting  greater  feel- 
ings of  powerlessness. 

Development: 

Rationale:  The  theoretical-  basis  for  the 
instrument  is  Seeman's  (1962)  concept  of  aliena-  . 
tion  of  which  powerliessness  is  one  feature.  Guil- 
bert theorizes  that  feelings  of  powerlessness 
influence  the  degree  to  which  psychiatric  work- 
s' ers  are  willing  to  allocate  decisionmaking  to  pa- 
tients. Guilbert's  vTew  of  powerlessness,  which 
appears  to  be  closely  related  to  Rotter's 
internal-external  locus  of  control,  focuses  on  the 
'  extent  to  which  workers  think  they  have  or  ex- 
pect to  have  control  or  influence  on  events  or 
decisions,  in  their  working'situations. 

Source  of  Items:  The  items  were  developed  by 
the  author  and  are  of  the  same  general  design 
as  those  used  by  Seeman  (1962). 

Procedure  for  Development:  The  author  de- 
veloped a  scale   of  nine  items  which  was 
reviewed  by  Dr.  Melvin  Seeman  for  content  va-^  * 
,'  lidity.  The  wording 'of  the  items  was  slightly 
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changed  and  five  new  items  were  added.  The 
scale  wias  then  submitted  to  a  three-member 
panel  of  judges  for  review.  Changes  in  wording 
were  made  as  necessary  in  order  to  achieve 
unanimous  agreement  on  the  validity  of  each 
item.  '  ■ 

Reliability  and  Validity:  Content  validity  has 
been  tentatively  established  by  submitting  the 
items  to  a  panel  of  expert  judges.  However,  no 
other  types  of  validity  have  been  established  as 
of  this  date.  Split-half  reliability  coefficients 
have  been  determined  for  two  small  groups.  In., 
one  group,  N  =  6,  the  split-half  reliability  coeffi- 
cient was  0.72;  in  the  other,  N  =  15,  the  reliabil- 
ity coefficient  was  0.81.  Both  groups  were 
extremely  heterogeneous  in  educational  back- 
grounds. .  ' 

i'Use  in  Research:  Guilbert  has  used  either  the 
original  or  first  revision  of  th3  instrument  in  the 
studies  cited  at  the  end  of  this  review.  As  of  this 
date,  the  present  revised  edition  has  not  been 
used  in  any  research  study. 

Comments:  Each  revision  of  the'instrument  has 
attempted,  to  improve  its  psychometric  prop- 
erties. The  originial  version  and  each  revision 
has  been  field  tested.  Further  testing  needs  to . 
be  done  before  it  can  be  used  in  research.  The 
author  plans  to  continue  work  on  the  develop- 
ment of  the  instrument,  and  anyone  interested 
in  using  it  should  contact  her.  ^ 

References: 

.  Adorno,  T.  V/.  The  authoritarian  personality. 
New  York:  Harpers  Row,  1950. 

Guilbert,  Evelyn  Kelly.  A  study  of  the  relation- 
ship between  alienation  and  decision  making. 
Unpublished  master's  thesis,  'University  of 
California  at  Los  Angeles,  1970.  • 

 On  the  views  of  nursing  personnel  regard- 
ing psychiatric  patients  making  decisions:  A 

^  pilot  study.  Unpublished  manuscript,  1972. 

Neal,  Arthur  G.,  and  Seeman,  Melvin.  Organiza- 
tions and  powerlessness:  A  test  of  the  media- 
tion hypothesis.  American  Sociological 
Review,  1964,  29,  21&-2i6. 

Rotter,  Julian  B.,  Seeman,  Melvin,  and  Liver- 
ont,  Shephard,  Internal  versus  external  con- 
trol of  reinforcements:  A  major  variable  in 
behavior  theory.  In  Norman  E.  Washburne 
(Ed.),  Decisions,  values,  and  groups  (Vol.  2). 
London:  Pergamon  Press,  1962.  ' 

Seeman,  Melvin,  and  Evans,  John.  Alienation 
and  learning  in  a  hospital  setting.  American 
Sociological  Review,  1962,^7,  772-782. 

■■■45  •    ,  ■ 


Guilbert.  Evelyn  Kelly  o  .  . 

HEALTH  CARE  WORK  POWERLESSNESS  SCALE.  (REVISED) 

For  this  section  of  the  study  you  are  asked  to  select  the  ONE  statement  out  of  each 
pair  of  statements  which  you  more  strongly  believe  to  be  true-    Again,  it  is  quite; 
possible  in  some  cases  that  you  may  not  really  agree  With  either  statement  in  a  pair. 
In  these  cases  please  check  the  one  statement  which  comes  closer  to  expressing  the 
way  you  feel.  '         .  \ 

Please  check  ONLY  ONE  statement  out  of  each  pair..  Be  sure  to  check  the ''one  which 
you  actual ly^believe  to  be  more  nearly  true,  rather  than  the  one  you  think  you 
•'"should"  check  or  the  one  you  would  like  to  be  true.        •  ,  

"It  is  important  to  this  study  that  you  choose  one  statement  out  of  each  pair. 
'     PLEASE  DO  NOT  OMIT  MAKING  A  CHOICE. UUT  OF  ANY  PAIR.. 

-  .  Remember,  there  are  no^Vight"  or  "wrong"  choices.    It  is  your  individual  opinion 
that  is  important  to  this  study.- 

1.    When  a  person  works  for  a  large  orgartizati on  sucli  as  this  facility,  that 

^person  haslittle  chance      exerting  any  real  influence  on  working, 
conditions.  . 
^  Even  in  a  large  organization  such  as  this  facility,  the  individual  can  havt 
a  real  influence  on  working  conditions,  if  that  individual  makes  her  (his) 
ideas  known.  »  .  • 

"~     2.  The' type  of  treatment  "program  a  patient  nsceives  is  decided  by  the  doctor; 

there-'S  really  very  little  anyone  else'  can  do  except  go  along  with  it. 

*   Everyone'' who  works  with  patients  here  can  have  a  if^al  influence  on  what 

treatment  approach  will  be  usfed.  ' 

3.   j_  Some  people  are  just  lucky  and  seem  to  advance  in  their  jobs  by- simply  being 

in  the  right  place  at  the  right  time.    '  , 

Many  people  don't  realize  how  much  the  cause  of>their  failure  to  get  ahead 
on'  their  jobs  is  the  result  of  their  own  work  performance. 

4.   It  doesn*"t  do  much  good  to  try  to  think 'of  ways  to  improve  conditions  at 

work;  you  usually  can't  try  Hew  ideas  anyway. 

 If  you  have  a  good  idea  about  some  way  to  improve  Conditions  at  work,  you  _ 

can  usually  get  the  backing  you  need  to  try  i*l.*  ^  •  , 

5.    It  does  little  good- 'to  plan  .pne's  career  too  far  ahead;  some  people  get  the 

breaks  and  some  dor^'t. 

  .People  are  better  off.  If  they  plan  their  careers  and  set  goals  for  themselves 

rather  than,  trusting  to  fate. 

6.    Individuals  can  influence  in  established  rules  at  this  facility,  if  they 

make  their  own^needs  known.  .        ^  * 

  Established  rules  at  this  facility  can't  be  changed  for  an  individual's 

*  needs  or  protJleifts. 
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7.  ^  #       As  a  member  of  the  treatment  team  I  c:an  have  a  real  Influence  on  the  > 

^  treatment  program  prescribed  for  patients.  '      ^"       ^      .  ^.^.n^ 

.  Even  though  I  am  considered  a  member  of  the  treatment  team,^it  s  really 

.          the  doctors  who  decide  what  treatment  the  partient  will  K;ece1ve. 

8.  .     .    .Whether  or  not  a  person  gets  a  raise  or  promotion  in  thei  r  Job  .depends 

  mostly  on  luck  and  knowing  the  right  people;  there»s  really  not  much  the 

V     individual  can  do  about  it.  ^    ,        ^«n«nHc  . 
Whether  or  not  a  person  gets-a  raise  or  promotion  on  their  job  depends 
  mostly  on  whether  that  individual  is  well  prepared  and  does  a  good  job. 

0        "      I  think  people  like.nyself  can  have  an  influence  on  how  things  are  run  here. 

  It's  rather  silly  to  lask  someone  like  nyself  to  make  suggestions  about  how 

  things  should  be  run  here;  people  seldom  pay  any  attention  to  them.  . 

10  When  decisions  are  being  made  at'this  facility.;  the  opinions  of  the  people 

V    affected  by  that  decision  do  have  an  effect  on  what  s  decided. 

When  decisions  are  being. made  at  this  facility,  the  opinions  of  the  people 
^        affected  l>y  them  havejittle  influenceK)n  what's  decided. 

11.   Offering-valid  complaints  about  one's  work  situation  here  doesn»t  seem  to 

OffeSg^valid  complaints  about  one's  Work  situation  here  is  usually  helpful 
—       bringing  about  needed  changes. 

12  Person^  like  myself  have  little  chance  of  protecting  our  professional _ 
Interests  in  this  job  when  they  conflict  with  those  in  the  positions  o. 

I°feei  we  have  adequate  ways  of  coping  with  those  in  the  positions  of  power 
 ^  in  this  facility  and  can  protect  our  own  professional  interests. 

13   ;  Employees  at  this  facility  can  usually  participate  in  making  important 

decisions  related  to  their  own  work.  .       .  «.nnn 

  Individual  employees  have  little  opportunity  to  participate  in  making 

 Important  decisions  related  to  their  own  work. 

14  '         Facility-wide^policies'are  made  by  those  few,  people  in  power,  and  there  is 

not  much  the  individual  employee  can  do  about-it. 

  The  individual  employee  can  usually  have  an  influence  on  faci 11 ty-wiae 

policies. 


Copyrighted  by  Evelyn  K.  Gullbert;  reproduced  with  peirmisslon  by  the  Health  Resources  Administration 
Further  reproduction  prohibited  without  permission  of  copyright  holder. 
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Title:  NURSE  PERCEPTIONS  OF  STRESS 
Author:  Navin,  Helen  L. 

Variable:  Personal  subjective  and  objective 
stress  as  perceived  by  nurses  is  the  variable. 
The  definitions  of  stress  and  stressor  used  by 
,the  author  are  those  of  Selye  (1956).  Stress  is  the 
state  manifested  by  a  specific  syndrome  which 
consists  0^  all  the  nonspecifically  induced . 
changes  within  a  biologic  system;  stressor — that , 
which  .produces  stress. 

Description: 

Nature  and  Content:  This  is  a  27-icem  inter- 
view scale  which  could  hc^  self-administered. 
Along  the  left  side  are  17  "subjective"  stressors 
and  10  ''objective  stressors";  for  each  of  these, 
th^  respondent  is  asked  whether  or  not  this  par- 
ticular stressor  was  experienceii  last  year 
(response  choices  are  yes  or  no)  and,  if  so,"  an 
estimate  of  its  severity.  .  ^ 

If  the  respondent  did  experience  a  particular 
stressor,  it  is  asked  that  he(she)  numerically 
rate  its  severity  using  a  scale  of  1  to  6  for  a  mild 
stressor,  7  to  13  for  a  moderate  stressor,  and  14 
to  20  for  a  severe  stressor. 

Adml  iistration  and  Scoring:  If  the  scale  is  to 
be  administered  by  interview,  the  interviewer 
should  be  one  with  interview  experience  who 
can  establish  rapport  with  the  subject,  and  who 
is  familiar  with  the  instrument.  The  author 
states  that  each  interview  requires*  approxi- 
mately 4&  minutes. 

If  the  instrument  is  oe  self-administered, 
no  special  provisions  are  necessary,  a!nd  this  re- 
viewer estimate§  it  would  require  approxi- 
mately 15-20  minxites  for  completion. 

No  information  on  scoring  of  the.  instrument 
per  se  was  provided. 

<■ 

Development: 

Rationale:  The  instrument  was  based  upon 
Selye's  (1956)  theory  of  stress  and  was  derived 
from  the  work  of  Holmes  and  Rahe  (1967)  and 
Thurlow  (1971). 

Source  of  Items:  The  author  adapted  some  of 
the  ,items  from  Holmes  and  Rahe's  Social 
Readjustment.  Rating  Scale  (1967)^  and 
supplemented  them  with  items  from  other  liter- 
ature, her  personal  and  professional  experience, 
and  that  of  )ier  pe^rs.    ^  x 

Procedure  for  Development:  Three  steps\were 
involved  in  the  development^of  the  scale.: 

1,  A  restated^  fom  of  Holmes  and  flahe's  So- 
cial Readjustment  Rating  Questionnaire  and 
Social  Readjustment  Rating  Scale  ;  was  de- 
veloped and  distributed  to  nurses  iA  three  hos- 


pitals on  three  wards — an  intensive  care  unit' 
(ICU),  a  medical-surgical  unit  (Med-Surig),  and  a 
.^eriatrics^unit.  In  each  case,  the  nui'se  in  charge 
of  the  unit  was  interviewed,  and  copies  of  the 
form  were  left  for  completion  by  nurse  staff 
members.  The  investigator  interviewed  the 
nurses  on  the  staff  of  another  unit- to  discuss 
their  work  and  the  events  they  perceived  as 
'  stressful.  The  investigator  interviewed  a  nurse 
-  '  in  middle  management  who  told  of  the  stressors" 
that  pertained  both  to  her(him)  iaAd  the  staff  as 
she(he)  perceived  them.  From  these  steps,  a 
total  of  13  responses  were  received  and  a  total  of 
139  Stressors  were  listed.  After  duplications 
were  eliminated,  75  stressors  remaiijed.' 

2.  Twenty  nurses  volunteered  to  participate 
in  the  next  step — the  75  stressors  Were  placed  on 
IBM  cards  with  a  particular  stressor  typed  at 
the  top  of  each  card.  The  nurses  were  asked  to 
rank  the  cards  on  a  continuum  from  1  to  20,  with 
20  representing  the  stregso^  which  required  the 
most  personal  adjustment  and  1  being  the  one 
which  required  the  least  personal  adjustment. 
The  sl-ressor  "inadequate  work  area"  was  arbi,- 
trarily  given  the  value  of  10  in  the  subjective 
stressors,  and  "marriage"  was  assigned  the 
value  of  10  in  the  objective  category  by  the  au- 
thor. 

3.  From  step  2,  the  17  cards  most  frequently 
chjDsen  from  a  possible  43  became  the  subjective 
stressors  of  the  filial  instrument;  the  top  10  of 
the  32  objective  stressor  cards  most  frequency 
chosen  became  the.  objective  stressors  of*^be 
final  instrument. 

Reliability  and  Validity:  The  author  referred 
to  the  reliability  and  validity  of  the  Holmes  and 
Rahe  Scales  (1967).  Hov  ever,,  no  data  provided 
for  the  reliability  of  her  adapted  version  of  it 
other  than  "reliability  was  shown  to  be  accurate 
for  eight  factors  in  the  seyere  category."* 

Content  validity  would  seem  to  have  heen  Es- 
tablished by  the  source  of.  the  items  and  the 
steps  used  in  the  developmer^  of  the  instru- 
ment. .  •  * 

Use  in  Research:  Navin  (1975)  developed  and 
used  the  scale  in  a  study  entitled  A  Case  for  the 
Nurse:  Stress  Identification  or  Absenteeism,  A 
larger  study  using  the  instrument  is^  now  in 
progress. :  '  ^ 

Comments:  This  scale  is  stilHn  the  early  stages 
of  psychometric  development.  The  items  and  the 
format  of  the  instrument  should  be  refined;  a 
.  scoring  system  should  be  developed  which  will 
provide  quantifiable  data,  and  the  reliability 
ajid  construct  validity  of  the  instrument  should 
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be  determined.  The  author  pointed  out  that  vol- 
untary subjects  who  participated  in  her  pilot 
study,  and  persons  who  volunteer  for  research 
projects,  especially  a  project  dealing  with  stress, 
may,  in  fact,  react  to  and  handle  stress  differ- 
ently from  nonvolunteers. 
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'  Source  of  Information: 
Helen  L.  Navin,  R.N.,  M.S. 
College,  of  Nursing  * 
University  of  Arizona- 
Tucson,  Ariz.  85724 

Instrument  Copyright:  None. 


f'Navin,  Helen  L.^ 

pNURSE  PERCEPnONS  OF  STRESS  .    •  — 
W  '  '  .    STRESS  DATA  - 

ISTRESSORS  EXPERIENCED  LAST  YEAR  SEVERITY  ESTIMATE 


^,  SUBJECTIVE  '  YES  .      NO^     MILD  .     MODERATE  SEVERE 

^/  _  -    T6     .  .  fTT  .14-20 


■  inadequate  work  area 


Unfair  discipline  from  superior 

r 

Unfair  .treafincnt  fram  superiors               '  > 

— / 

Uni'/elcoiiie" feeling  of  formed  group  to  newcomer 

f 

Team  nursing  channels  of  authority  broken 

Threat  of  losing  job                             ^  ■ 

\Friction  between  unit  personnel 

Incompetent  Staff 

Fnction  with  other  services  in  hospital 

9  * 

Disrespect  from  staff  under  your  leadership 

Too.lnuch  responsibility 

a 

Drs.  itot  responsible  for  talking  to  patient  or 
famHy  about  Impending  (leath 

i 

Noisy  wdik  space-nursing  station 

;   '  \ 

Being  a  middleman  (Dr.-Pt.,  Dr.-Family,  Etc.)  . 

/i 

Problems  wi\th  family  Riembers  of  patient 

Physician  reprimand 

Personal  sexual  difficulties 

OBJECTIVE   .  V  i             ..    ,'  • 
"Marriagei    .  ■  \ 

** 

:Death  of'spouse  T-iV  . 

:D1vorce.      ^  ..  ■  '■  \  ' 

•Son  or  daughter  leavihg  home 

iMarlttil  separation  V 

Death  of  a. close ■famny  'niember                  '  -  . 

'Gain  of  new  family  member  '             ■    •   .  ^ 

Marital  reconciliation  :\ 

^Oeath  of  a  close  faiiiily  frl^d 

•                   1  < 

Request  from  supervisor  to  do>  i i legal  task  i 

\ 
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Title:  PARENT  PARTICIPATION  ATTITUDE 
SCAL&(PPAS)  .         •       ^      '  ,  : 

Authors:  SeidJ,  cFrederick  W.,  and  Pillitteri, 
Adele  .        .  ^ 

Variable:  The  PPAS  was  designed  to  measure 
the  . acceptance  or  rejection  by  n^ursing  person- 
nel of  parent  participation  in  hospital  pediatric 
programs.  "Parental  participation"  refers  to  a 
piarent's  or  parents'  presence  and  active  in- 
volvement ip  the  care  of  their  hospitalized  chil- 
dren. < 

<^  \ 

Description: 

Nature  and  Content:  The  PPAS  consists  of  24 
self-rated  Likert  items  indicating  pediatric  staff 
acceptance  or  rejection  of  parental  involvement 
in  hospital  pediatric  care  prx>grams.  A  typical 
item  is:  "It  is  generally  good  practice  to  allow  a 
parent  to  accompany  his  or  her  child  to  X-ray." 
Five  pos.sible  alternative  responses  are  pro-, 
vided:  A=strongly  agree,  a=  mildly'  agree, 
un=uncertain,  ^  d=:  mildly  disagree,  and 
/D=^strongly  disagree. 

An  equal  number  of  positive  and  negative 
statements  are  included  to  avoid"  the  effect  of 
response  set.,  -  - .  .  ' 

\Adminidtration  and  Scoring:  Instructions  ac- 
companying this  self-administered  instrument 
siite  that  there  are  no  right  or  wrong  an&;wers. 
Returns  aire  not  signed  and  subjects  iare  urged 
to  be.  frank  in  giving  their  personal  views. 
\  For- positive  items  (acceptance  of  parent  in- 
volve rrient),  scores  are  assigned  from  5  (for 
strongly  agree)  to  1  (for  strongly,  disagree)*  For 
negative  items  (rejection-'of  parent  involve- 
ment), tlie^  reversed.  The  resulting 
ratings  are  then  summed  £o  provide  a  total  score 
for  each  individual.  A  high  total  score  indicates 
acceptance  of  parent  ihvolvement.  Although 
positively  and  ne^^atively  worded  items /are  ran- 
domly distributed''  throughout  the  question- 
naire, they  can  be  identified  by  a  list  provided  by 
•  the,»  authors. 

Development: 

Rationale:  From  the  point  of  yiew  of  medicine, 
child  nutrition,  hospital  administriation,  and" 
mental  health,,  the  involvement  of  parents  in 
the  pediatric;  care  of  their  children  has  been, 
under  appropriate  ^  conditions,  .  minimally 
troublesome  and  maximally  beneficial  for  both 
the  child  and  the  parent  Thei  recent  growing 
interest  in  parent  participatidn  programs  has 
raised  the  question,  "Wb|at  kinds  of  reactions 
from  staff  might  be  expected  as  a  result  of  the 


initiation  of  such  a  program?"  JSeidl  and  Pilljt- 
teri,a967).  • 

Source  of  Items:  An  initial  list  of  32  items  was 
devised  by  the  authors  based  upon  a  review  of 
the  literature  and  their  professional  experience. 

Procedure  for  Development:  The  initial  Hat 
was  submitted  to  a  panel  of  three  nurse-judges 
'  for  evaluation  on  the  following  criteria:  (I)  clar- 
ity of  intent,  brevity,  and  relevance  to  the  object 
of  the  attitude— parent**participation,  and  (2)  rel-- 
cvance  to  current  nursing  theory.  Of  the  32 
items  submitted  to  the  panel,  26  were,  con- 
sidered acceptable  on  the  basis  of  100  percent 
agreement.  ^  , 

These  26  items  were  listed  in  random  order 
and  mimeographed  for  distribution  to  231  nurs- 
ing personnel.  After  the  completed  forms  were 
scored,  two  criterion  groti^s,  «the  highest  33 
cases  and  the  lowest*33  cases,  were  compared 
(according  to  a  procedure  developed  by  Likert) 
to  determine  whether  or  not  the  groups  differed 
significantly  in  their. responses  to  each  of  the 
Items.  All  but  twpW  the  comparisons  produced 
lvalues  which  indicated  that  the  item  discrimi- 
nated betweeYi  the  high  and  low  scoring  groups. 
These*  two  items  were  eliminated  yielding  the^ 
*24-item  final  form.]  ^ 

The  sample  used  for  instrument  deyeljpmeht 
was  231  nursing  personnel  at  the  (Children's 
Hospital  of  Buffalo,  New  York.  Although  de- 
tailed sampling  information  was.  not  provided, 
the  group  seems  to  have  been  representative  of 
the  population  for  which  th'ejhstrument  is  im 
tended.  The  group  was  heterogeneous  with  re- 
gard to  educational  prepwation  (nurse's  aid'es,- 
licensed  pr  actical'^'^nurses,^  and  registered 
nurses),  employment  status,  length  of  time  'in 
nursing,  and  area  of  greatest  experience  before 
present  employment. 

Rel. .  hility  ancl  Validity:  The  split-half  relia- 
bility coefficient  with  the  Spearman-Brown 
correction  WAS  0.37.  Content  validity  was  estab- 
lished through  (the  systematic  method  of  item 
selection  and  revisions  by  a  panel  of  nurse 
judges.  V  * 

Use  in  Research:  Except  for  the  testing  of  the 
scale,  it  has  not  |been  used  in  any  published  re- 
searcii.  However,  the  authpr  reported  that  it 
has  been  used  ill  some  master's  theses  (Seidl, 
1976).      .        ^  . 

Xomments:  Items  for  the  PPAS  are  lucid  and 
comprehensive.  Because  the  reported  Spear- 
man-Brown coefficient  is  extremely  lo>fr,  further 
studies  of.the  instrument's  internal  consistency 
are  urged,- as  is  further  attention  to  its  validity,  'i 
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JEteferences:  ' 

Seidl,  F.  W.,  and  Pillitteri,.  A,  Develdpment  of  an 
attitude  scale  on  parent  partidpation.  Nurs- 
ing  Reaearch,  19^7, 16,  71-73, 

Seidlr  F.  W«  (personal  communication)  1976. 

Source  of  Information: 
Frederick  W,  Seidl 


Community  Care  Evalj; 
917  ,Univer3ity  Aver 
Madison,  Wis,  53706 

Instrument  Copyriehlf:  Frecierick  W.  Seidl 
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^  Seldle,  Frederick  s.,  and, PH Utterly  Adele. 
PARENT  t^ARTICIPATlbjl  .AHITUDE  SCALE  (PPAS) 


V 


\INSTRUCTIONS 


,  '      '     In  cooperation  with  the  hospital  we  are  studying  what  "nurses  ' 
think  about  parent  partlclpa^^lon  In  hospital  pedlfltrlc  programs.    A  lot 
has , been  written  on' this  subject  Ip  the  various  journals.    Frequently,  these 
articles  are  not  In  agreement.    We  thought  It  might  be  a  good  idea  to  find 
out  what  nurses  themselves  thlnk.\  •  .      '  ' 


You  can  help  in  the- study  by  passing  on  your  own  ideas.    Be  frank 
and  give  your  personal  views  regardless  of  what  others  may  think.    There  are-t 
no  right  or  wrong  answers  \  »         ^         ^  ^  '  . 

■  ■      \  •   ■  •  i 

You  do  not  need  to  give  your  name.    We  would,  however,  like  to 
have  you  fill  out.  the  questions  on  the  last  page  for  research  purposes  (age, 
education.;  etc.).  ^  '  -  .  . 

So  as  not  to  use  too  much  of  your  time,  we  have  a  list  of  ideas 
which  other  nurses^  havp  contributed.    You  merely  circle  the  large  VA**  If  you 
strongly  agree,  Jhe  small  "a"  if  you  mildly  agree^  "un"  df  you  are  uncertain 
or  can  not  make  up  your  mind,  the  smaT.1  "d"  if  you  mildly  disagree,  and  the  a 
large  "D"  if>^ou  strongljj  disagree.  \^  If  you  have  any  ideas  which  you  feel  ^ 
should  be  included,  ^ot  them  down  at  the  end.    We  would  appreciate  having  themi 

Others  who  have  given  us  their  ideas  say  that  it, is  best  to  work 
/rapidly.    Give  your  first  reaction.    If  you  read  and  re-read  the  statements 
lit  tends  to  be  confusing  and  it  will  taJce  up  too  much' of  your  time. 

/  "dhila  ■  in  this  study  refers  to  children  between  the  ages  of  oife 

and  tf our  years  imless  the  statement  indicates  otheKd.se 


5 


A  ■  strongly  agree' > 
a  "  mildly  agree 
un  ■  uncertain        .  ' 
d  "  mildly  disagree 
D  «  strongly  disagree 


1-.    Wh^  parents  stay  beyond  the  scheiduled  visiting 
,  '  hours,  the. normal  hrigpltal  routing  is  upset. 

2,    The  nurse-patient  Beaationshlp  is  frequently 

enhanced,  by  parentis.  Involvement .      ^     •  A 

-  /  ■     •  :V  .       .     ■  '  ■    \    '  •  '  : 

3>    If  a  feiven  jprocedure  :!^  explained- to  apparent  in 

a  patient  and  understanding  manner,  the  palrei^t 

will  be  better  able  to  ^give  the  child  the  emotional 

support  he  needs.  /  .A 

4.    It  la  not  necessairy,  under  usual  circumstances,  to 
•.Inform  parents  If  there  Is  a  positive  change  1^  the 
child's  condition i    .  .  A 


A    a    uh    d  .  D 


un    d  0 


un    d  D 


un    d  D 


■  "  ■  ■  ■•  ■  I"'  ■ 
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5.  It  Is  generally  good  practice  to  allow  a  parent ' 

to  accompany  his  or  her  child  to  X-ray.  A    a    un    d  D 

6.  Generally-,  parents  should  not  be  allowed  to 
acc6in)any  their  children  into  the  X-ray  room 

after  having  observed. the  necessary  precautions.       A    a    un    d  D 

.7.    If  mothers  are  involved  in  the  ciare  of  their 

terminally  ill  children,  they  will  usually  have 

an  easier  time  adjusting  to  their  death,  A    a    un    d  D 

8.  The  mother  ifho  insists  on  staying  with  her  '\ 
child  is  usually  a  very  upset  person.  A    a   un    ci  D 

9.  Parents  should  be  allowed  to  visit  the  hospiial 

whenever  they  wish.  A    a    un    d  ~: 

10.  When  death  occurs,  it  is  usually  better  for  parents 

to  be  absent  from  the  room.  A    a    un    d  D 

11.  It  is> usually"  better  for  the  nurse  to  explain  a 
procedure  to  a  child  than  it  is  to  have  the  parent 
do  the  explaining  after  having  been  instructed  by 
the  nurse,  even  if  the  parent  Is  able  to  fully 

understand  the  procedure.  A    a    un    d    D  ^ 

•  -    ■  =  / 

12.  The  mother  who  shows  visible  signs  of  being  /. 
upset  over  her  child's  condition  should  not  be 

allowed  to  visit  her  child.  A    a    un    d  D 

13.  It  i8< not  necessary,  under  usual,  circumstances 
\to  inform  parents  if  there  is  a  negative  change 

in  the  child's  condition.         o  ^  A    a    un    d  D. 

14.  The  presence  of  a  child's  parents  is  usually  -  •  , 
very  comforting  to  him.                                              A    a    un    d  D 

15'.    Explaining  a  medically  difficult  procedure  to  • 
a  parent,  such  as  a  spinal  tap,  usually  fails 

to  make  the  parent  feel  more  at  ease.'  A    a    un    d  D 

,16.    Motheris  should  be  encouraged  to  stay  in  the 

hospital  through  such  means  as  free  meals,  bus 
-fare,  etc*  if  the  financial  situation  in  the  home 
"  is  marginal.  '  \     I  A    a    uu    d  D 

17.    Most  parents  are  not  aware  of  when  it  is  good 

■  for  tfiem  to  be  with^  their  child  .and  when  it  is.  not.  A    a    un    d.  D 


18.  ^Nurses  should  always  give  medications  to  children 
even  If  the  medication^isnone /^hich  a  mother 

would  normally  give  in  the  home.  .      A    a    un    d  D 
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19.    If  death  is  expected  within  a  few  days  and  the 
child  is  conscious,  parents  should  be  encouraged 
to  stay  with  their  child .^^^^ 


A    a    un    d  D 


20.    It  is  better  for  a  mother  to  f^ed  her  own  baby 
than  it  is  for  the  nurse  to  do  so,  provided  it 

is  not  medically  contraindicated.  A    a    un    d  D 


21.  Most  mothers  should  be/ allowed  to  change  simple 
dressings  provided  they  have  been  instructed  by 

the  nurse  and  are  tinder  nursing  supervision.  A    a    un    d  D 

I  ■  .  ^ 

22.  When  a  mother  volunteers  to  feed  a  child  other 
than  her  own  and  permission  for  such  has  been 
granted  by  the  natural  mother  of  the  child,  she 
should  be  allowed  to  do  so  provided  such  action 

is  not  medically  contraindicated.  A    a    un    d  D 

.  ■  / 

23.  Generally,  parents / should  not  be  told  the  diag-  ^ 
 noBl's~^and  the  implications  of  the  diagnosis  in 

terminal  cases,  ^   a  '  un    d  D 

24.  In  procedures  in  whicK  the  child  needs  to  be 
restrained  such  as-iit^ giving  injections,  a  parent 

can  often  carry  out  $hi8  function.  A    a    un    d  D 

Copyrighted  by  B'rederick  W.  Seidl;  reproduced  with  permission  by  the  Health  Resources  Administration 
Further    reproduction  prohibited  without  permission  of  copyright  holder.  . 
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Title:  YOU  AND  DEATH 

Author:  Shneidman,  Edwin  S. 

Variables:  The  v^ariables  under  study  are  (1) 
childhood  experiences  of  and  attitudes  toward 
•  death,  (2).  beliefs  ind  wishes  about  afterlife,  (3) 
thoughts  about  one's  own  death,  (4)  feelings 
about  the  disposition  of  one's  own  body,  (5)  past 
tries  and  probability  of  future  attempts  of 
suicide,  (6)  wills,  funerals,  and  other  death  ritu- 
als. 

Description: 

Nature  and  Content:  This  is  a  self-adminis- 
tered, 75-item  instrument.  The  first  57  items 
dperationalize  the  variables  identified  in  the 
preceding  section;  items  58  through  75  elicit  re- 
spondent demographic  data.  Multiple  choice  re- 
sponses are  provided  for  each  question;  the 
number  of  response  choices  varies  from  2  to  9. 
Sample  items  from  the  instrument  are: 

4.  Which  of  the  following?  best  describes  your  child- 
hood conceptions  of  death?  (A>  Heaven-and-hell  concept, 
(B)  After-life,  (C)  Death  as  sleep,  (D)  Cessation  of  all 
physical  and  mental  activity,  (E)  Mysterious  and  un- 
knowable, (F)  Something  other  than  the  above,  (G)  No 
conception,  (H)  Can't  remember. 

8.  To  what  extent  do  you^believe  in  a  life  after  death? 
(A)  Strongly  believe  in  it,  (B)  Tend  to  believe  in  it,  (C) 
Uncertain,  (D)  Tend  to  doubt  it,  (E)  Convinced  it  does  not 
exist. 

32.  If  your  physician  knew  that  you  had  a  terminal 
disease  and  a  limited  time  to  live,  would  you  want  him  to 
tell  you?  (A)  Yes,  (B)  No.  (C)  It  would  depend  on  the 
circumstances. 

Administration  and  Scoring:  No  special  provi- 
sions are  necessary  for  administration;  the  re- 
spondent must  be  able  to  read  at  10th  grade 
.  level.  Approximately  20  miriutes  are. required  to 

complete  the  instrument. 
\     In  Grolub's  stu  y  (referenced  below),  no  indi- 
\vidual  scores  were  computed  for  any  respond- 
ent— frequencies  were  tallied  and  percentages 
were  computed  for  each  response  alternative. 

,  Development: 

Rationale:  No  underlying  theoretical  ration- 
ale was  identified  by  the  author. 

Source  of  Items:  No  information  was  provided. 
.  Proced^re  for  Development:  The  question- 
naire wa^  designed  by  Edwin  S.  Shneidman, 
Center  for\  Advanced  Study  in  the  Behavioral 
Sciences,  inv  consultation  with  Edwin  Parker 
and  G.  Ray  Funkhouser  of  Stanford  University.  . 
It  is  a  modification  of  a  questionnaire  Shneid- 
man developed '^t  Harvard  University  with  the 


help  of  four  graduate  assistants:  Chris  Dowell,^ 
Ross  Goldstein,  Dan  Goleman,  and  Bruce  Smith. 

Reliability  and  Validity:  No  information  y/as 
provided. 

Use  in  Research:  The  questionnaire  was  pub- 
lished  in  Psychology  Today,  Xugust  1970,  along 
with  instructions  for  completion, and  a  request 
for  readers  to  complete  the  reply  form  and  mdil  \ 
it  to  the  periodical  office.  More  than  30,000 
readers  returned  completed  questionnaires.  The 
results  of  that  study  are  described  in  the 
Shneidman  reference  cited  below; 

The  instrument  has  also  been  used  in  a  study 
by  Golub  and  R^znikoff  (1971)  comparing  the 
attitudes  of  nursing  students  toward  death  with 
that  of  graduate  nurses. 

Comments:  This  instrument  was  developed  to 
obtain  information  relative  to  people's  percep- 
tions of  death  and  dying.  In  its  present  form,  it 
does  riot  purport  to  do  more.  It  does  have  poten- 
tial  .as  a  research  instrument  on  a  concept  of 
special  interest  and  concern  to  nurses.  The  in- 
strument's reliability  and  validity  should  be  es- 
tablished and  any  potential  user  should  give  it  a 
great  deal  of  psychometric  attention,  e.g.,  item 
analysis,  cluster  analysis,  etc. 
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published paper  presented  at  Thanaitology 
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Source  of  Information: 

Edwin  Si  Shneidman,  Ph.D. 
Department^of  Psychiatry 
University  of  California  School  of  MeSicine 
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Box  744 

Del  Mar,  CaHf.  92014 

The  instrument  is  not  reproduced  in  this  compi- 
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Title:  TRUST  SCALE  FOR  NURSES  (TS-N) 

Authors:  Wallston,  Kenneth  A.,  Wallston,  Bar- 
bara S.,  and»Gore,  Susan 

Variables:  The  Trust  Scale  for  Nurses  (TS-N) 
measures  two  .variables:  nu/ses'  trust  of  pa- 
tients (TS-N-P),  and  nurses'  trust  of  other 
nurses -(TS-N-N).  No  specific  definitions  are 
provided  for  these  variables.  However,  trust  ap- 
parently has  the  same  meaning  here  as  that 
.  provided  by  Rotter  in  the  Interpersonal  Trust 
Scale  (ITS).  Rotter  defined  interpersonal  trust 
as  the  belief  that  ''the  word,  promise,  verbal  or 
written  statement  of  another  individual  or 
group  can  be  relied  upon"  (Rotter^  1967). 

The  vfiiriables  are  operationally  defined  by 
asking  respondents  to  indicate  the  extent  to 
which  they  agree  or  disagree  with  a  series  of 
questions  dealing  with  nurse-patient  and 
nurse-nurse  relationships. 

Description: 

Nature  and  Content:  Trust  of  patients  (TS- 
N-P)  is  measured  by  six  items,  such  as  ''Most 
patients  answer  questions  about  their  health 
habits,  honestly."  Trust  of  other  liurs'es  (TS-.N- 
N)  is  measured  by  responses  to  four  items  such 
as:  "If  a  patient  were  under  anesthesia  and  said 
something  they  wouldn't  have  said  otherwise, 
most  nurses  wouldn't  go  around  talking  about 
it"  (Wallston  et  al.,  1973).  Half  of  the  statements 
.  used  to  measure  each  variable  are  worded  posi- 
tively; half  of  the  statements  are  worded 
negatively.  Responses  to  the  10  questions  are 
indicated  on  a  7-poiht  rating  scale  with  the  two 
end  points  defined  as  strongly  agree  and 
strongly  disagree. 

Administration  and  Scoring:  The  Trust  Scale ' 
was  designed  to  be  self-administered,  and  no 
special  provisions  are  needed.  Directions  for 
completion  of  the  instrument  precede  the  first 

item.  .  ^ 

'  Responses  to  all  items  are  scored  so  that  "7 
indicates  a  high  degree  of  trust.  Responses  to. 

•the  reverse-worded  items  are  reversed  before 
being  added  to  the  responses  to  the 
nonreverse-worded  items.  Scores  on  the  two 
variables  aye  derived  by  summing  responses  to 
the  respective  groups  of  items.rif  a  respondent 
fails  to  respond  to  a  given  question,  that 
response  is  estimated  by  taking  the  average  re- 
sponse to  the  other  items  in  the  particular  sub- 
scale  and  rounding  it  off  to  the  nearest  integer. 

■  The  author  states  that  if  more  than  one  re-, 
sponse  is  miissing,  it  is  better  to  invalidate  the 

-  entire  setofrpspohses  (Personal  communication 


3  1  .  ■ 

with  author,  1976).  Scores  on  the  TS-N-P  may 
range  from  6  to  42,  those  on  TS-N-N  from  4  to 
28,  and  those' on  the  total  scale  from  .10  to  70. 

Development: 

Rationale:  Trust  between  nurses  and  patients 
is  considered  fundamental  to  full  attainment  of 
the  purpose  of  nursing.  Nurses  must  be  able  to 
trust  befOve  they  can  assist  patients  to  trust. 
Patients  experiencing  the  openness  of  trust 
should  be  better  able  to  share  their  true  feelings 
with  nurses.  Mutual  trust  would  allow  for 
greater  accuracy  in  nursing  observations  and 
diagnoses  and,  therefore,  increase  the  effec- 
tiveness of  nursing  interventions  (Wallston  et 
al.,  1973). 

Source  of  Item3:^The  authprs  did  not  indicate- 
the  source  of  the  items  used  in  this  instrument, 
other  tlian  to  note  that  they  were  part  of  an 
initial  pool  of  34  such  questions. 

Procedure  for  Development:  Ten  of  the  above 
mentioned  34  items  were  selected-for  inclusion 
in  the  present  scale  based  on  the  following 
criteria:  (1)  The  itjem  had  to  hjave  a  correlation  of 
at  least  0.30  with  some  of  the  other  33  items,  (2) 
The  mean  score  had  to  be  approximately  4.00, 
and  (3)  Responses  had  to  be  spread  across  the  7 
response  alternatives. 

Those  items  in  the  original  pool  that  had  to  do 
with  trust  of  self  and  of  institutions  did  not  meet 
these  criteria  and,  therefore,  were  excluded 
from  the  final  scale. 

The  sample  used  to  select  the  10  items  used  in 
the  Trust  Scale  for  Nurses  was  made  up  of  45 
senior  and  19  graduate  nursing  students.  It  ap- 
pears that  only  the  data  from  the  19  advanced 
students  were  used  to  select  the  10  items  used  in 
the  current  form  of  the  test.  The  sample  used  to 
provide  the  data  for  test-retest  reliability  in- 
formation consisted  of  15  registered  nurses.  The 
sample  of  nurses  used  to  provide  information 
about  the  relationship  between  the  ITS  score 
and  the  TS-N  measures  was  located  at  the 
Nashville  .'  Veterans  Administration  Hospital. 
Fifty-five  (35  percent)  of  the  157  total  sample 
returned  the  ITS  questionnaire,  92  (50  percent) 
returned  the  TS-N  questionnaires  (Wallston  et 
al.;1973). 

Reliability  and  Validity:  Test-retest  reliabil- 
ity information  iis  based  on  the  ^-esponses  of  15 
registered  nurses  who  took  the  same  test  twice. 
There  was  an  8-month  interval  between  the  two 
tests.  The  test-retest  correlations  were  0.86  for 
TS-N,  0.70  for  TS-N-P,  and  0.68  for  TS-N-N 
(Wallston  et  dl.;  1973).  No  internal  donsistency- 
reliability  typie. information  was: available. 
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No  information  was  provided  regarding  the 
distribution  of  nurses  on  these  measures.  The 
scores  of  several  'subgroups  of  interest  to  the 

"  authors  suggest,  however,  that  the  typical  re- 
spondent tended  tc  agree  somewhat  more  than 
disagree,  for  they  had  mean  scores  of  about  5.0 
on  the  7-point  scale.  In  addition,  the  standard 
deviations  for  these  groups  suggest  that  they 

^ .  were  relatively  homogeneous,  for  the  observed 
variance  would  be  only  from  5  to  about  10  per- 
cent of  that  which  is  theoretically  possible  on  . 
such  scales^  ■  ^ 

No  information  "wasl^available  regarding 
relationship  between  scores  on  the  three  mea- 
sures and  various  demographic  characteristics 
of  the  respondents  such  as  sex,  age,  religion,  and 
educational  background.  Neither  was  there  any 
specific  information  about  the  relationship  be- 
tween TS-N-N  and  TS-N-P.  However,  the  fact 
that  TS-N-P  correlates  somewhat  better  with 
the  ITS  measure  than  does  TS-N-N  suggests 
that  these  two  sets  of  items  are  measuring  dif- 
ferent variables. 

The  Interpersonal  Trust  Scale  score  (Rotter, 
1967)  'was^Jsed  to  provide  infoi'mation  regarding 
the  extent  to  which  the  Trust  Scale  for  Nurses' 
measures  are  similar  to  another  test  presumed 
to  measure  a  similar  variable.  The  highest  cor- 
relation reported  between  these  two  tests  was 
0.32. 

Analyses  were  run  to  determine  the  re)iition= 
ship  between  the  Trust  Scale  for  Nurses'  scores 
and  whether  or  not  the  respondent  v.'as  willing 
to  participate  in  future  research.  The.  results 
indicated  that  those  who  were  willing  to  partici- 
pate in  future  research  had  higher  scores  on 
TS-N-P  (p  <  0.01)  and  TS-N  .(p  <  0.02). 

Use  in  Research:  The  TS-N  was,  used  in  a  study 
of  66  registered;  nurses  at  the  Murfreesboro, 
Tennessee,  Veterans.  Administration  Hospital 
(Battle  and  Wallston-,  1973). 

Comments:  The  TS-N  appears  to  be  easy  to  ad- 
minister. The  use  of  an,  average  scale  for  mis- 
using items  is  often  a  good  practice^  but  in  this 
case  the  ^  two  variables  are  measured  by  an 
insufficient  number  of  items  to  make  the  proce- 
dure defensible.  An  alternative  strategy  is.  to 
average  the  items  to  which  the  subject  has  ac- 
tually responded  to  arrive  at  a  score  lor  that 
variable: 

The  fact  that  the  relationship  between  the 
ITS  and  TS-N  scores  is  minimal  suggests  that 
the  Trust  Scale  for  Nurses  is  not  measuring  the 
same  variable  as  the  ITS.  This  is  also  suggested 
by  the  fact  that  the  more  general  trust  type 


items  were  removed  from  the  final  TS^N  be- 
cause threy  did  not  relate  well  to  the  TS-N  in  the 
preliminary  item  analysis.  This  is  not  necessar-, 
ily  a  problem.  Eight  of  the  10  TS-N  questions 
appear  to  have  content  that  suggest  trust.  Con- 
sequently, there  is  not  a  priori  reason  to  think 
that  they  may  not  be  used  to  provide  such  in- 
formation. However,-  further  information  .is 
needed  regarding  the  int^r-item  relationships  of 
these  items  before  such  a  decision  could  be  sup- 
ported. 

^  The  fact  that  half  of  the  nurses  at  the  VA 
hospital  refused  to  participate  in  the  research 
.  raises  a  question  about  the  variance  observed  in 
the  initial  sample  of  respondents.  As  indicated 
above,  the  group  appears  to  be  fairly  homogene- 
ous. If  this  were  true  and  if  those  who  chose  Viot 
to  respond  held  considerably  different  opinions, 
and  had  responded,  then  it  is  possible  that  dif- 
ferent inter-item  characteristics  would  be  pre- 
sent. Sihce  the  intent  of  such  a  test  is  to  provide 
information  about  persons  other  than  just  those 
who  volunteer  to  participate  in  research,  addi- 
tional information  is  needed  to  illuminate  the 
differences  between  such  groups  and  to  indicate 
how  these  differences  may  affect  tjie  scale 
characteristics  of  the  TS-N  measures. 

Moreover,  the  limited  size  of  the  sample  used 
to  gather  information  on  reliability  and  the  ini- 
tial item  characteristics  are  too  small  to  make 
other  than  the  most  limited  generalizations. 
Consequently,  before  the  TS-N  is  used  in  other 
than  a  very  tentative  fashion,  it  should  be  given 
to  much  larger  groups  of  respondents  under 
conditions  designed,  to  improve  the  quality  and 
dependability  of  such  information. 

Finally^  the  basic  rationale  for:  the  use  of  the 
TS-N  involves  a  belief  that  nurses  who.  have 
higher  trust  scores  will  be  more  accurate  in 
their  nursing  observations  and  diagnoses  and, 
therefore,  will  be  more  effective  in  their  nursing 
interventions.  No  data  are  presently  available 
regarding  this  potential.  Such  data  are  critical 
for  making  a  decision  regarding  the  validity 
and/or  practical  utility  of  the  test.  Con- 
sequently, subsequent  use  of  the  TS-N  should 
include  attempts  to  gather  data  relevant  to  this 
issue.  ■ 

> 
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Wallston,  Kenneth  A.*  Wallston,  Barbara  S.,  and  Gore,  Susan 
TRUST. SCALE  FOR  NURSES  (TS-N) 


This  Is  a  questionnaire  to  determine  the  beliefs  of  nurses  about  . 
relationships  with  patients  and  other  nurses.    Please  answer  the  statements 
by  giving  as  true  a  picture  of  your  own  beliefs  as  possible.   There  are  no  right 
or  wrong  answers.    Be  sure  to'read  each  Item  carefully,  and  respond  to  It  on  the 
grid  below. 

:  1.   Most  patients  answer  questions  about  their  health  habits  honestly.  (TS-N-P) 

2.    If  a  patient  were  under  kinesthesia  and  said  something  they  wouldn't  have  said 
otherwise,  most. nurses  wouldn't  go  around  talking  about  it.'  (TS-N-N) 

"^3.   A  nurse  is  better  off  being  cautious  in  dealing  with  patients  until  they  have 
provided  evidence  that  they  are  trustworthy.    (TS-W-P)  .  ,  , 

4,   A  patient  will  not  ring  for  a  nurse  unless  he  has  a  real  heed  for  her.  (TS-N^P) 

*5.    Patients  often  complain  to  their  families,  doctors,  and  other  patients  about 
the  way  nurses  treat  toem.    (TS-N-P)  ^ 

6.  Patients  will  often  ^o  out  of  their  way  to  be  helpful  to. other  patients. 
(TS-N-P) 

7.  Most,  nurses  live  up  to  their  responsibilities.  (TS-iN-N) 

*8.    Few  nurses  are  really  concerned  about" their  patients'  welfare.  (TS-N-N) 

*9,   Given  the  opportunity,  almost  any  patient  on  a  strict  hospital  diet  will  try 
to  sneak  in  some  forbidden  food.    (TS-N-P)    ;  , 

*10.   Most  nurses  like  to  gossip  with  each  other  about  their  patients.  (TS-N-N) 

^  ^.Indicates  reversed  scoring  (i.e.,  high  agreement  means  low  trust). 

'        .       '      -fi    i  -  . 

* 

Response  Scale-  ' 


i_ 


strongly  .strongly 
agree  ^  disagree 

,  Copyrighted  |>by  the  ^Amer lean  Journal  of  Nurilng  Company;  reproduced  with  permission  by  thi£  Health  Jlesources 
y  Administration.    Further  reproduction  prohibited  without  permission  of  copyright' holder . 


r 


VOLUME  1 


Title:     QUESTIONNAIRE     FOR  UNDER- 
STANDING THE  DYUSfG  PERSON  AND  HIS  ^ 
FAMILY 

Author:  Winget,  Carolyn,  Yeaworth,  Rosalie  C, 
and  Kapp,  Fredric  T. 

Variables:  The  questionnaire  was  designed  to 
obtain  attitudinal  and  experiential  data  on 
death  and  dying  from  health  care  professionals.  ^ 
Attitude  is  defined  as  "a  complex,  structured 
psychological  tendency  to  respond  in  a.  consis- 
tent way  to  social  objects  or  situations."  At- 
titudes toward  death  and  dying  are  assessed  in  < 
terms  of  flexibility  in  interpersonal  relations, 
desire  for  open  communication  about  critical  is-  ^ 
sues,  and  "psychological-mindedness"  in  rela- 
tion  to  patients  and  families  of  .dyiiig  patients. 
Experiences  with  death  and  dying  include 
events,  in  one's  personal  life  ^nd  professional 
^  training. 

Description: 

Nature' aM  Content:  The  6-page  question- 
naire has  three  sections.  Part  I  consists  of  50 
Likert-ty pe  items  to  be  answered  using  a  6-point 
scale:  ^A  =  strongly  agree,  A  =  agree,  U  ==  un-  ^ 
certain,  D  =  disagree,  SD  =  strongly  disagree. 
Thirty-three  of  the  items  contribute  to  a  total 
score,  while  the'remaining  17  items  are  appar-  i 
ently  fillers.  Typicat  itcrps.  are:  "Regardless  of 
his  age,  xiisabilities,  and  personal  preference,  a  . 
person  should  be  kept  alive  as  long  as  possible/' 
and  "Dying  patients  should  be  told  they  are  dy- 
ing." 

Part  II  consists  of  13  items  with  varying  re- 
sponse alternatives.  These  deal  with  the  re- 
spondent's experiences  with  d^jath  and  dying 
and  his  attitijdes  tow^rcf  funerals,  autopsies, 
and  educational  experiences  about' death.  For 
example,  "Have  you  ever  been  asked  to  talk 
with  a  person  who  is  dying?'^  (The  respondent 
checks  "yes"  or  "no.")  "Has  anyone  in  your  im-  - 
.  mediate  family  died?"  (The  respondent  checks 
the  appropriate  relationship,  "father,"  "moth- 
er," "sister,"  etc.  and  then  records  the  respon- 
dent's age  at  the  time  the  death  occurreu.) 

Part  III  consisti  of  five  items  of  demographic 
information  about  the  respondent  (sex,  religion, 
age,  intensity  of  religious  belief,  and  profes- 
sional status).  ^ 

Administration  and  Scoring:  The  question- 
naire is  self-administered  and  requires  approx- 
imately 25  to  40  minutes  to  complete. 
"  A  scoring  key  has  been  developed  for  Part  I  of 
the  questionnaire.  Positive  items  (reflecting 
openness-flexibility)  are  scored  from  1  (strongly 


/^gree)  to  5  (strongly  disagree).  For  negative 
items  (reflecting  rigidity  and  lack  of  insight),  the,  ^ 

•  scores  are  reversed.  The  resulting  ratings  for 
the  33  items  are  summed  to  yield  a  total  score. 
Scores  on\Part  I  may  range  from  a  minimum  of  - 
33  to  a  mjtximum  of  165  for  the  33  scored  items. 
Low  scores  indicate  flexibility  in  interpersonal 
relations,  \a  desire  for  open  communication  , 
around   cntical   issues,   and  "psycholpgical- 
mindedness'^  in  relation  to  dying  patients  and 
their  families.  High  scores  indicate  a  rigidity  of 
attitudes,  a  focus  on  physical  needs  during  ter- 
minal illness,   and   a  lack  of  insight  into  ' 
psychological  factors  influencing  the  self  and 
others.  V 

Most  of  the  ftems  in  Parts  II  and  III  seek 
factual  information  about  the  respondent,  and 
scoring  will  djepend.  upon  the  needs  and  pur- 
poses of  the  individual  investig?rtor.  The  au- 
thors suggest  categorizing  responses  to  Ihe  sec- 
ond sentence  completion  task  ("If  I  learned 
today  that  I  had  a  fatal  illness,  I^'qjild  proba- 
bly...") into  tiiose  that  emphasize  emotional 
responses,  those  that  emphasize  "doing,"  and 
those  that  include  elements  of  both. 

Development: 

Rationale:  Kufcler-Ross  has  emphasized  that 
individuals  musti  evaluate  their  own  attitudes 
toward  death  arid';dying  before  they  can  be  help- 
ful to  terminally  ill  patients  without  feeling  anx- 
^  iety  or  other  discomfdrt.  Although  nurses  play  a 
pivotal  role  in  facilities  for  geriatric  and  termi- 
nally ill  patients,  little  research  has  been  de- 
voted to  the  attitudes  of  health  care  personnel 
and  how  they  may  affect  or  modify  the  man- 
agement and  treatment  of  these  patients.  . Pre- 
sumably, greater  acceptance  of  feelings  about 
death,  moi-e  open  communication,  and  broader 
fliexi'bility  in  relating  to  dying  patients  and  their 
families  facilitates  better  patient  care. 

Source  of  Items:  Tlie  contents  of  the  question- 
naire were  based  1  upon  the  professional 
experience  of  an  interdisciplirtary  team  of  the 
University  ot  Gincinnati— a  social  worker  and 
some  members  of  the!  faculty  of  the  College  of 
Nursing  and  Health  and  the  College  of 
Medicine.  Members  of  ihe  tea^n  had  had  various 
amounts  of  experience  vwith  dying  patients  and 
in  conducting  teaching  sessions  for  nursing  stu- 
dents and  medical  stunts  for  the  students' 
work  with  dying  patients. 

Procedure  for  Development:  In  Part  I,  item 
construction  was  designed  to  minimize  the  e^ 
fects  of  response  set  byl  using  both  positively 
and  negatively  worded  items  on  similar  content 
issues. 
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\  Reliability  and  Vatidity:  A  student  research 
study  conducted  in  1976  with  46  senior^qnd  88 
sophomore  .nursing  students  investigated  co- 
efficient alpha  as  a  measure  of  internal  consis- 
tency. The  coefficient  alpha  for  this  instrument 
was  found  to  be  0.72  (Winget,  1976). 

Discriminant  validity  of  Part  I  was  demon- 
strated in  a  study  of  attitudes  of  nursing  fetu- 
dents  toward  the  dying  patient  that  involved 
the  entire  freshmen  and  senior  classes  (n  =  108 
and  n  =  69,  respectively)  in  the  College  of  Nurs- 
ing and  Health  of  the  University  of  Cincinnati 
(Yeaworth  et  al.,  1974).  Scores  on^the  attitudinal 
poftion  of  the  measure  discriminated  between 
senior  nursing  students  who  had  taken  formal 
classes  on  loss  and  grief  and  on  death  and  dying, 
in  addition  to  having  had  clinical  conferences  on 
these  topics,  and  freshman  nursing  students 
who  ha5  not  -had  this  educational  experience 
'  (t  =  8.69  for  mean  scores,  p  <  0.001). 

Construct  validity  was  assessed  by  adminis- 
tering the  questionnaire,  the  Rotter  I-^E  Scale, 
and  the  Defense  Mechanisms  Inventory  (DMI) 
to  men  and  women  enrolled  in  an  evening  course 
on  death  and  dying.  Those  expressing  greater, 
affect  on  the  DMI  and  those  who  had  scores 
toward  the  internal  control  pole  on  the  I-E 
gcale  also  had  low  scor.es  on  the  death  and  dying 
questionnaire.  Norms  are  available  for 
freshmen  and  senior  nursing  students  and  med- 
ical students,  practicing  physicians  and  regis- 
tered nurses,  and  college  students  (Winget, 
1976).  , 
— ^ 

Use  in  Research:  The  instrument  was  originally 
Used  in  a  study  by  Yeaworth,  Kapp,  and  Winget 
(1974)  to  measure  attitudes^of  108  freshmen  and 
69  seniors  in  a  baccalaur.eate  nursing  program 


toward  death  ahd  dying  persons..  The  authors 
reported,  "Since  then  it  has  been  widely  used  in 
both  undergraduate  and  graduate  nursing  stu- 
dent projects."  *^  '  . 

Comments:  Part  I  of  the  questionnaire,  has  con- 
siderable value  as  a  measure  of  health  profes- 
sionals' openness  and  flexibility  in  dealing'with 
dying  patients.  Since  it  was  developed  for  col- 
lege and  professional  students,  the  language  in 
some  of  the  items  might  present  difficulties  for  - 
less  well-educated  respondents  (e.g..  Part  I, 
Item  16:  "Individual  freedom  of  choice  ulti- 
mately should  mean  freedom  of  choice  to  live  or 
die  within  a  context  of  responsibility  for  self  and 
others.")  An  item  analysis  is  strongly  recom- 
mended to  determine,  for  exahiple,  whether 
focusing  on  the  physical  needs  of  the  patient 
precludes  an  emotional  response  to  his  situa- 
tion. 
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W1nget,"caralyn,  Yea^  orth,  Rosalie  C,  and  Kapp,  Fredric  T. 
QUESTIONNAIRE  FOR  UNDERSTANDING  THE  DYING  PERSON  AND  HIS  FAMILY  '  • 
Subject  #  '   ^ 

Part. I:    Using  the  following  code,  please  circle  the  response  that  best 
matches  your  actual  current  attitude  for  each  of  the  following  statements. 


'  -  ^^;r    ^          CODE:  ;  SA  «  Strongly  agree  ^ 

A  »  Agree 

U  «  Uncertain 

D  «  Disagree 

SD  Strongly  disagree 

SA  A  U  D  SD         1.  Regardless  of  his  age,  disabilities,  and  personal  preference, 

a  person  should  be  kept  alive  as  long  as  possible. 

SA  A  U  D  SD         2.    Dying  patients  should  be  told  they  are  dying. 

SA  A  U  D  SD         3.    Medical  personnel  find  It  more  satisfying  to  work  with 

patients  who  are  expected  to  Improve  rather  than  with  ^ 
patients  who  are  likely  to  die. 

SA  A  U  D  SD       .4.    The  dyln^  patient  Is  best  served  by  a  matter-of-fact  focus 
'  on  medical  Issues.       »  ~ 

SA  A  U  D  SD         5.    Discussion  among  doctors,  nursea,  and  other  health  workers 

about  the  care  of  the  dying  may  reveal  differences  In 
^       •  attitudes  toward  death  and  dying.  v 

SA  A  U  D  SD       '6.  .  It  Is  Important  In  the  treatment  of  the  dying  patient  to  " 

discuss  his  feelings  with  him. 

SA  A  U  D  SD         7.    Doctors,  nilrses,  family  and  friends.  If  they  prefer,  can 

keep  knowledge  about  his  status  from  the  dying  patient. 

SA  A  U  D  SD         8.    Fear  of  death  is"  natural  in  all  of  us. 

SA  A  U  D  SD         9.    Feelinga  of  depression  in  tlTe  dying  patient  are  unusual. 

SA  A  U  D  SD       10.    The  patient  is  better  off  no^t  knowing -his  diagnosis  even 

when  it  carries  an  implication  of  imminent  death. 

SA  A  U  D  SD       11.    If  a  patient  talks  about  his  fear  of  death,  his  doctors  and  ^ 
'      nurses  should  reassure  him  that  he  has  little  to  worry  about, 

SA  A  U  D  SD       12.    Nurses  and  doctors  usually  .communicate  easily  with  each 

other  on  issues  relating  to  the  needs  of  the  dying  patient.  . 

SA  A  U.  D  SD       13.    Those  who  support  the  principle*' of  "death  with  dignity" 

endorse  active  as  well  as  passive  euthanasia.  ^ 
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SA  A  U  D  SD  14. 
SA  A  U  D  SD  15. 

SA  A  U  b  SD  16. 

SA  A  U  D  SD  17. 

SA  A  U  D  SB^  18. 

SA  A  U  D  SD  1-9-^ 

SA  A  U  D  SD  2Q.. 

SA      U  D  SD  21.  ' 

SA  A  U  D  SD  22. 

SA  A  U  D  SD  23. 

SA  A  up  SD  24. 

SA  A  U  D  SD 

SA  A  U  D  SD  26. 

SA  A  U  D  SD  27. 

r 

SA  A  U  D  SD  28. 

SA  A  U  D  SD  2i. 

SA  A  D  b  SD  30. 


No  matter  what  my  personal  beliefs.  In  my  role  as  a  medical 
professional  I  would  fight  to  keep  the  patient  alive.  \ 

The  dying  patient  who  t    ks  about  his  future  plans  for  work, 
family,  trips,  etc.,  does  not  realize  the  seriousness  of 
hlB  condition. 

^  Individual  freedom  of  choice  ultimately  chould  mean  freedom 
'  of  choice  to  live  or  die  vithln  a  context  of  responsibility 
for  self .  and  others. 

Even  if  they  don't  ask,  relatives  should  be  told  when  death 
is  imminent  In  the  ill  patient. 

Dealing  with  a  dyln^^ patient  makes  one  aware  of  his  own 
/eellngs  regarding  death. . 

Family  members  who  stay  dose  to  a  dying  patient  often 
interfere  with  the  professional's  job  with  the  patient. 

Death  means  annihilation  of  the  physical,  social,  and  psycho- 
logical self. 

Dying  in  the  United  States  is  handled  more  humanely  than  it 
is  In  most  other  parts  of  the  world.  ^ 

lif  given  a  choice,  I  prefer  to  avoid  contact  with  dying 
people.  '  ' 

'  It  is  natural  for  medical  personnel  to  grieve  for  their 
patieilts  who  die;  .  ^ 

I  rarely  think  of  dying. 

The  dying  patient  is  physically  ugly.  ^ 

■■  / .  ' 

It  is  possible  for- medical  personnel  to  help  patients  prepare 
for  deaJ:h.     '   ^        ...       ,      .  *       i  \ 

Medical  personnel  tend^to  cut  down  on  their  visits  to  the 
dying  patient  if  there  is  little  that  can  be  done  for  him 
medically.  '  ^ 

Patients  are  better  off  dying  in  a  hospital  than  at  home. 

Suicide  is  wrong.  .  "  ,  * 

When  thinking  of  dying,, I  fear  the  idea  ot  disability  and 
pain  more  than  death  itself.  ' 
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SkJi  U  D  SD       31,    Dying  patients  teel  less  comtoy^at>4^e  It  they  have  trequent  , 

visitors  during  their  final 

SA  A  U  D  SD       32,    Nursjes  should  be  the  primary  professionals^  equipped  to  deal 

wltti  the  reaction  of  a  dying  patient,  ^  ■ 

SA  A  U  D  SD       33,    Some  patients  should  be  allowed  to  die  without  making  heroic 

efforts  to  prolong  pheir  lives, 

SA  A  U  D  SD       34.    Relatives  who  know  the  prognosis  of  the  terminally  ill 
\        -  patient  make  patient  management  more  diffjlcult,  . 

■  .  ■  ..  / 

SA  A  U  D  SD       35.    The  jterminally  ill  patient  frequemtly  turns  to  his^doctor  and 


nurse  to  discuss  his  feelings  about  dying. 

Our  imag: 
reality. 


SA  A  U  D  SD       36.    Our  imagination  about  dying  is  harder  to  handle  than  the 


SA  A  U  D  SD       37.    The  more  inf.elligent  a  person  is,  the  less  he  fears  death. 


SA  A  U  D  SD       38.    The  dying  patient  mourni  his  own  coming  death. 
«A  A  U  D  SD       39.    Dying  is, a  painful  process. 

SA  A  U  D  SD       40.    Training  medical  personnel  on  attitudes  toward  dying  is 

inappropriate  because  helping  people. to  live  is  their  goal. 

SA  A  U  D'^SD       41.    The  dying  patient  should  be  separated  from  other  patients 

during  the  final  period. 

SA  A  U  D  SD       42.  'Many  patients,  prefer  to  be  told  when  their  death  is  near. 

SA  A  U  D  SD       43.    The  term  "pass /away"  is  preferable  to  the  term  "die/'  / 

SA  A  U  D  SD       44.    It  is  all  right  for  people  to  whisper  to  one  another  in  the 

presence  of  a  dying  person. 

SA  A  U  D  SD       45.    Doctors  and  nurses  should  be  detached \ emotionally  if  they 

are  to  work  in  the  best  interests  of  the  dying  'patient. 

SA  A  U  D  SD       46.    Sometimes    patients  give  up  on  themselves^because  the 
.         ,  medical  personnel  have  given  up  on  them. 

SA  A  U  D  SD  ,     47.    It  is  a  common  tendency  to  "skip  over"  dying  ^persons  on 

teaching  rounds. 


/ 
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SA  A  U  D,  SD  V    48.*   I  usually  feel  at  ease  talkitfg  with  physicians  abput  dying 

patients. for  whom  they  are  responsible^ 

SA.A  U  D  SD       4^.    The  physician  ordinarily  .discujsses  frankly  with  the  familyV 

the  implications  of  a  diagnosis  o-i  a'  usually  fatal  disease./ 

'•  ■  S4"v 

SA  A  0  D  SD       50,    Suicide  may  be  justified  in  the  terminally  ill. 


Part  II: 


1. 

I 

2. 


4.- 


'.5. 


Have  you  ever  discussed  attitudes  toward  death  and  dying 
with  your  friends-,  classmates,  or  colleagues? 

Have  you  ever  been  asked  ,  to  t-^^  with  a  person  who  is 

dying?  •  •  * 

■  .  ■ 

Do  you  usually  go.  to  the  funerals  of  relatives,  friends, 
and  close  colleagues?    m  "  * 

Do  you  usually  pay  condolence  calls  on  the  families  of 
deceased  relatives,  friends,  and  close  colleagues? 

Has  anyone^  in  jrour  immediate  family  died? 

Relationship:  Your  age  (:hen: 

Father  

Mother    .  ^ 

Sister  \  ^   . 

Brother      ^>  .   .  ' 

Grandpa:    ^  

,  Other  close  relative   


Yes 
No' 


Yes 
No" 


Yes 
No" 


Yes_ 

-No  . 


Yes 
No" 


6.    Have  any  of  your  clos^  friends  died  as  a  result  of: 

Yes  No 


r 


'Suicide? 
'  Accident? 
Acute  illness? 
Chronic  illness? 
Old  age? 

7.    Have  you  made  a  Will? 


8.    Do  you  think  funeral  services  are  of  value  to  the 
survivors?  , 


Yes 
No" 


Yes 

'  No" 
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9.    Do  you ^prefer:    Traditional  burial  with  open  casket? 

  7:raditibnal, burial  with^  closed  casket? 

  Cremation 

*   PLacement  in  a  mauisoleum 

 ^  Donate  body  to  medical  science 

^  Doestf*t  matter  *- 


10.    Necropsy  (autopsy):     \  . 

I  (do/do  not)  prefer  necropsy  for  myself. 

'  I  (do/do  not)  prefer  necropsy  for  members 'of  my  family. 

I  '(do /do  not)  prefer  necropsy  for.  my  patients.' 

'  I  have^no  personal  opinion  on  this  subjjBCt. 

-     11.    I  (would/would  not)  wa»t  my  family  to  know  I  have  a  fatal  illness 


ERIC 


because 


12.    If  I  learned  today  that  I  had  a  iatal  illness,  I  would  probably 


13.    Would  it  b^elpfuX  if  your  training  as  a  health  professional  in- 
cluded material  on  how  to  deal  with  the'dyivig  patient  and 'his 
family?  ^ 


Yes  No 


Lecture's  or  seminars 
Panels  ^ 
Group  discussions 
Reading  lists.  » 
Clinical  conferences 


/ 
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Scoring  Key 

Questionnaire  for  Understanding  the  Dying  Person  and  His  Family 


1. 


0.  + 

i  . 


6.  + 
?•  - 
8.  + 

11.  .  \ 


13. 


KEY 


14.  - 


15. 


16.  + 


1'..  ,+ 
18.  + 


19. 


21.  - 

H).  ■ 

,23.  + 
26.  t- 

23- 


29.  - 

liol. 


31. 


33.  + 
3H.  - 

.36.  + 

37.  - 
^8.  + 

40.  - 

42.  + 

43.  - 
4lf.  - 


E3- 


46.  + 


Ezl- 


EI- 

50*  + 


-  =  SA  -  S 
+  =  SA  =  1  . 
Q  =^No  score 


Minimum  -  33 
Maximum  >  165 


pSf  r!toH.  ^r^^^^  Wlngec;  reproduced  With  permlsglon  by  th^  Health  Resources  Administration. 
Further  reproduction  prohibited  without  permission  of  copyright  holder. 
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Client  Cognitive  Variables 


title:  SEX  KNOWiJeDGE  TEST  . 
Author:  Bloch,  Dori's  \ 

Variable:  This  instrument  elicits  information  pn 
sex  knowledge.  Th4  variiable  is  operatiofializejd 
by  responses  to  questions  such  as  **How  long 
does  the  baby  develop  in  the  mother  before  it  is 
born?" 

Descrii>tion: 

Nature  and  Content:  There  are  two  forms  of 
this  multiple-choic^  test.  Form  A  consists' of  25 
items  and^was  designed  to  be  used  with  mothers. 
Form.  B  consists  of  the  same  25  items /plus  2 
"test-taking  ability"  iteifts  and  was  desij^ned  to 
be  used  with  12-year-bld  girls.  The  subject  mat- 
ter areas  covered  by  both  instruments  are:  male 
anatomy  ^  and  physiology;  female  anatomy, 
physiology,  and.mjenstruation;  prei^nancy  and 
birth;  father's  role  in  reproduction  and  f  jrtiliza- 
tion;  and  venereal  jdisease. 

Form  A  elicits  information  only  on  respon- 
dent's sex  knowled'ge.  Form  B  elicits  »this  infor- 
mation, as  well  as  data  on  the  source!  of  the 
respondent's  sex  jcnowledge.  Instructions  for 
the  respondent  are  provided  as  part  of  the  in- 
strument. \ 

Administraticyi  and  Scoring:  This.instruVnent 
was  designed  to  be  self-ad ministereli,  biit  it  can 
he  administered  byl  interview.  0n  Form  A^nd 
the  corresponding  part  of  Form  B,  three  Re- 
sponse «ilterRativesl*one  of  which  represents^  a 
true  or  correct  response,  are  provided  for  ea^h 
question.  The  score  is  derived  by  dividing  the 
^  number  of  correct  responses  by  25  (the  tota^ 
number  of  questions)  and  multiplying  the  resul^ 
by  100.  This  score  is  a  percent  and  can  range 
from '^O  to  100.  (Thej  two  "test-taking  ability 
questions  on  Form  B tare  not  used  to  arrive  at  a 
score.)  '  1  • 

For  that  portion/  of  Form  B  which  identifies 
sources  of  sex  informjpition,  respondents  are  al- 

more  sources  for  a  single 
the  number  of  times  a 
source  is  hientioned  calculated.  Sources  are 
categorized  (parents,  Whaol,  printed  material, 
peers,  siblings,  church]  television,  doctor,  nurse, 
youth  groups,  and  other)  and  ranked  according 
to  frequency  of  identifilcation  by  respondents. 


lowed  to  name  one  or 
question.  From  this. 


/ 

/ 

/ 


Development: 

Rationale:  This  instrument  was  developed  to 
obtain  a  measure  of  thjfe  accuracy-of  a  mother's 
estimate  of  her  <laughW's  sex  knowledge  and 
sources  of  sex  information.  The  author  indicated 
that  alternative  tetits  in  this  area  were  not  ap- 
propriate for  the  purposes  of  hsr  study,  that  is 
to  say,  (1)  usable  with  12-year-old  girls  and  their 
mothers,  (2Xusable  with  mothers  of  a  wide  range 
of  educational  levels,  (3).  based  on  concepts, 
rather  than  terminology^^nd  (4)  not  so  difficult 
that  it  would  frustrate  tl^  respondents  unduly. 
This  instrument^'  was  developed  to  overcome 
such  problems.  ; 

Source  of  Items:  The  items  were  based  on 
tests  such  as  those  developed  by  Dobrow  and 
Exelby  (1968a,b)  and  RoWnson  (1949),  and  the 
author's  professional  experience. 

Procedure  fJr  Development:  The  questions 
contained  in  thW instrument  were  selected  after 
having  been  pretested  with  17  mothers.  They 
were  then  administered  to  124  mothers  and 
their  12-year-old  daughters  along  with  several 
other  tests/  that  provided  information  on 
mothers'  attitudes  toward  sex  education  and 
their  sex  education  practices' with  respect  to 
their  daughters.  The  mothers  lived  in  two  small 
towns  in  (Jalifornia.  The  respondents  in  one 
town  bad  lower  incomes  and  less  education  than 
did  those  f^om  the  other;  but  together  the  sam- 
ple spanned  the  socioeconomic  spectrum. 

Reliability  and  Validity.'.No  information  on 
reliability  was  provided. 

Parent^  who-^referred  to  be  the- source  of 
their  children's  sex.  information  had  signifi- 
cantly higher  sex  knowledge  scores  (p  <  0.001) 
than  did  those  who  preferred  to  have  other  per- 
sons assume  this  responsibility.  There" also-wa^ 
a  signifjicant  positive  relationship  (p  <  0.001)  be- 
tv/een  sex  knowledge  and  parents'  attitudes  to- 
ward the  content  and  timing  bi  sex  education. 
Parent  sex  knowledge  and  daughter  sex  knowl- 
edge were  similarly  rielated.  Parents  who  had 
highei:  family  incomes  and/or  more  education 
also  had  higher  scores  on  sex  knowledge  (p  < 
\0.001).  ; 

Jse  in  Research:  The  development  and  use  of 
this  instrument,  along  with  four  other  instru- 
Xenis  described  elsewhere  in  this  compilation 


PSYCHOSOCIAL  INSTRUMENTS 


63 


(Attitudes  Toward  Content  and  Timing  of  Sex 
Education,  Attitudes  Toward  Sex  Education  in 
Schools,  Parental  Sex  Education  Practices 
Interview,  and  Parental  Sex  Education  Prac- 
tices Checklist)  are  described  in  Bloch's  doctoral 
dissertation  referenced  below. 

Comments:  The  instrument  appears  to  jiave  po- 
tential for  measuring  the  variable  it  was  de- 
signed to  measure.  However,  the  scores  of  the 
mothers,  as  well  as  of  the  12-year-old  girls,  were 
skewed  very  high — especially  those  of  the 
.mothers.  If  the  test  were  to  be  used  as  a  mea- 
sure of  sex  knowledge  (which  was  not  the  ba^ic 
purpose  in  the  study  for  which  it  was  developed), 
it  may  be  more  appropriate  for  use  with  slightly 
younger  children.  Norms  for  different  age 
groups  should  be  developed.  It  would  be  helpful 
to  have  information  on  the  test-retest  and/or 
split-half  reliability  characteristics  of  the  in- 
strument. It  woufd  also  be  helpful  to  have  in- 
formation on  the  instrument's  inter-item 
characteristics.  The  tool  was  designed  to  elicit 
information  on  several  content  areas.  There- 
fore, it  would  be  useful  to  have  information  on 
the  item  relationships  within  and  between  these 
areas.  It  would  also  be  helpful  to  have  informa- 
tion on  the  relationship  between  se^  knowledge 
,and  variables  such  as  subsequent  events  that 
!  happen  to  the  daughters,  specific  attemptjj  to 
! increase  sex  knowledge,  and  fathers'  and  sons' 
scores  on  this  instrument;  Finally,  it  would  be 
useful  to  h^ve  information  on  the  characteris- 
tics of  the  instrument  d'grived  from  a  much 
larger  sample  of  mothers  and  daughters  in  a 
variety  of  locations. 


Any  potential  user  should  examine  the  in* 
strument  to  be  certain  the  terminology  used  is 
a^ropriate  for  his(her)  study  population. 

References: 
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accompany  Pyeparation  for  parenthood,  grade  ^ 
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•   Parent's  Manual  to  accompany  Frepara- 
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1968b.  , 
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1.  Where  do  babies  come  from? 

a.  from  the  hospital 

b.  out  of  the  mother 
\         c,  ^  from  .some  place  else 

2.  How  often  db  most  women  menstruate? 

a,    once  a  week  t  . 

^  b.    pnce^  a  month  ' 

c.  6nce  a  year 

.  3,    When  does  a  new  baby  begin  to  grow? 

a,  when  the  mother  releases  an  egg 

b,  when  the  father 'releases  a  sperm 

c,  when  the  sperm  meets  the  egg 

4.  \lhy  do  some  people  use  birth  control? 

a,    because  they  want  to  have  a  baby 
„  b,    because  they  don't  want  to  have' a  baby  right  then 
c,    because  they  want  twins 

5.  A  woman  can  become  pregnant  only:  f  . 

a,    if  she  is  married 
.    '         b,    if  she  is  in  love 

c,    if  she  has  intercourse 

6.  How  many  sperms  are  needed  to  fertilize  one  egg? 

a,  only  one 

b,  a  few 

c,  many 

7.  When  is  a. boy  first  able  to  become  a  father? 

a,  when  he  is  18  years  old 

b,  when  he  gets  married 

'c,    when  his  sex  glands  mature 


8. 


What  fluid  can  leave  a  man's  body  when  the  penis  is  soft  and  limp? 


at  sperms 

b,  urine 

c.  blood 


ERIC:; 
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9«  »Hov  often  does  an' egg  mature  In  a  woman* s  body? 

J       ■     .  • 

\  *  •         *  . 

a.  once  a  week  '  ^   .  - 

b.  once  a  month 

c.  once  a  year   

10.  How  does  a  baby  get  its  food  before  it  is  bom? 

a«    through  the  placenta  and  the  cord 
b«    through  the  mouth  and  throat 
c.    through  the  nose  and  lungs 

11.  At  what  time  of  -the  month  is  a  woman  most  likely  to  get  pregnant? 

a.    halfway  between  two  menstrual  periods 
,b«\  just  before  her  menstrual  period 
c.    just  after  her  menstrual  period 

12.  '  Where  do  sperms  develop?         '  ^  4 

a.  in  the  pen^s 

b.  in  the  testicles 

c.  in  the  blood  ^ 

13.  What  happens  when  a  baby  is  ready  to  be  bom?  V 

a,  the  baby  starts  kicking 

b,  the  mother's  tubes  start  to  open 

c,  the  mother^* s  uterus  starts  contracting/ 

14.  Hov  does  the  father's  sperm  reach  the  m^^'ther's  egg? 

■  •  « 

/  a.    through  kissing 

'        b.    through  intercourse  . 
c.    through  hugging 

\  :      ■  '■  .  c  •  . 

15.  Why  do  women  menstruate? 

a.  ta  clear  the  body  of  bad  blood 

b.  to  get  rid  of . the  unfertilized  egg 

c.  \to  shed  the  lining  of  the  uterus 

16.  When  is  a  girl  first  able  to  become  a  mother?  \ 

a.  when  she  begins  to  menstruate 

b.  when  she  is  18  years  old  h  . 

^  c.    when  she: gets  married  — 

17.  Where  are  human  eggs  produced?  ■  . 

a.    in  the  uterus 
1^    b.    in  the  vagina  ' 

c.  in  the  ovary  /  . 
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18,    What  Is  a  wet  dream?  . 

a.  release  of  sperms  during  sleep 

b.  the  same  as  bedwettlng 

c.  a  nightmare 

19-    How  long  does  a  menstrual  period  usually  last? 

*         *  '        '*  ■  . 

a.  a  few  minutes 

b.  about  one  day  ' 

c.  3-6  days 

20.  How  long  does  the  baby  develop  In  the  mother  before  It  Is  born? 

a.  about, 3  months  .  .  , 
h.    about  6  months 

c.    about  9  months  o  ' 

21.  What  happens  to  the  cord  after  the  baby  Is  born? 

;         a.    it  Is  tied  and  cut 

b.  It  stays  attached  to  tha  baby 

c.  It  stays  attached  to.  tUe  mother  ---^  >^ 

22.  How  Is  f,  baby  usually  born? 

a.  -   through  the  mother's  bellybutton 

b.  through  the  mother's  vagina 

c.  through  an  operation 

23.  How  do  peoplB  catch  a  venereal  disease? 

a.  from  spoiled  food  . 

b.  from  toilet  seats 

c.  from  Intercourse  with  someone  who  has  It 

24.  What  happens  to  an  egg  If  It  does  not  meet  a  sperm? 


a. 

It 

does  not  grow  \ 

b. 

it 

starts  to  grow 

c. 

It 

remains  In  the  uterus 

Where 

are 

the  sperms  placed  during  Intercourse? 

a. 

In 

the  wbma|i*^vaglv;ia 

b. 

In 

the  woman's  tubes 

c. 

In 

the  woman's  ovaries 

Copyrighted  by  Doris  Rloch;  reproduced  with  permission  by.  the  Health  Resources  Administration. 
Further  reproduction  prohibited  without  permission  of  copyright  holder. 


^4 


PSYCHOSOCIAL  INSTRUMENTS  '      \  67 

Bloch,  Dor Is 

SEX  KNOWLEDGE  TEST  (FORM  B)  ^  «  ' 


0         .                                             ■  » 

—  .  .  ,  —  f 

I 

think 
it^s 

I  am 
Just 
guessing 

I  \ 

learned  it 
*from 

\%  Where  do  babies  come  from? 

a*  from  the  hospital 
b»  out  of  the  mother 
c*  from  some  place  else^ 

1.  How  often  do  most  women 
menstruate? 

a»  once  a  week 
b»  once  a  month 
c»  once  a  year 

9 

3.  When  does  a  new  baby  begin 
to  grow? 

a^  when  the  mother  releases 

w  egg  * 
b»  when  the  father  releases 

a  sperm 
c.  when  the  sperm^ meets  tbe 

1                             •        •          r                     '  ) 

4*  Why  do  some  {ieople  . use  birth 
control? 

a»  becau3,e  they  want  to.  have 
'          a  baby- 
b^  because V they  don* t  want  to' 

Jiave'^a  Saby  right  then 
c»  because  they  want  twins 
_  r   

J$»  A^iroman  can  become  pregnant 

;onlyiv  ■ 

V     a*,' if  she  Is  married^  • 
b.  if  she  pi  V  ^  love  [ 
\  c«  if  she  has  Intercourse 

• 

6«  How  many  sperms  are  needed  to 

fertilize  one  cgje?  \ 

"    '\  •'^ 

a*  only  one 

b,  a  few  / 

c.  many 
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I 

it'i 

gupssing 

learned  it 
from 

7.  When  Is  a  boy  first  able  to ' 

become  a  father? 

'*.■'.*  \ 

h.  when  he  Is  18  yejairs  old 

b.  when  hr  gets  married 

c«  when  hi^s  sex  glans  mature 

■ .  1  " 

Ji. 

8.  What  fluid  can  leave  a  man's 
body  wh^n  the  penis  is  soft 
and  limp? 

a*  sperms 
b.  urine 
>              c.  blood 

7 

/' 
/■■ 

,  ^  ^.f^,  Jow     ten ,  does  ^aa.egjg^.  ma  ture^  . . . 
in  a  woman • s  body?  ^ 

a.  once  a  week  , 
,  '    .    b.  once  a  month 
c.  once  a  year 

» 

10.  How  does  a  baby  get  its  food 
before  it  is  bom? 

a*  through  the  placenta  and 

the  cord 
b«  through  the  mouth  and 

throat  ' 
c«  through  the  nose,  and  lungs 

■  ■-     -  , 

■\ 

- 

ir«  At  what  time  of  the  nbnth  is  a 
woman  most  likely  to  get 
pregnant? 

halfway  between  two  men- 
strual j^eriods 
b^  Just  before  her  menstrual 

/^period'  ;  •  :       ■*  ,^ 
c.  Just  after  her  menstrual" 
period 

\  ;■■       ■  ■ 

•  0 

12«  Where  do  sperms  develop? 

in  the  penis 
b«  in  the  testicles 
c. '  ip  th^^iooti 

•1     -^^               ■  _ 

1 

'  i 
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I 

think 
it's 

•    I  am  ' 
Just 
guessing 

I 

learned  it 

from 

13.  What  happens  when  a  baby  is  ^ 
ready  to  be  born? 

a.  the  baby  starts  kicking  ^ 

b.  the  mother's  "tubes  stair t 

to  upen 

c.  the  mother's  uterus  starts 

contracting 

14.  How  does  the  father ^3  sperm 

a.  through  kissing 

1r.  through  intercourse 

c.  through  hugging 

- 

< 

15.  Why  do  wptnen  menstruate? 

a.  to  clear  the  body  of  bad 
blood  . 

b;  to  get  rid  of  the .unferti- 
.  li^ed  egg 

c«.  to  shed  the  lining  of  the 
uterus 

16.  When  is  a  girl  first  able  to 
become  a  mother?  • 

■. 

a.  vhen  she  begins  to  ' 

menstruate 

b.  vhen  she  is  18  years  old 

c.  when  she  gets  married' 

- 

—  [ — 

1 7     UHait^  ATA  HttfiiflTi  Aoff*  mrArfii^^H? 

a.  in  the  uterus 

b.  in  the  vagina  . 

/  c.  in  the  ovary  . 

18.  What  is  a  vet  dream? 

••release  of  sperms  during 
sleep 

.    b.  the  same  as  bedwetting 
t.  a  nightmare 

4 

> 
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I 

think 
it's 

I  am 

Just 
guessing 

1 

learned  it 
from 

19*  How  long  does  a  menstrual 
period  usually  last? 

'  a, '  a  few  minutes 
b»  about  one  day 
c.  3-6  days 

♦    ■  ' 

■ 

20.  How  long  does  the  baby  develop 
in  the  mother  before  it  is 
bom? 

'.a,  about  3  months 
b«  about  6  months 
c«  about  9  months 

>> 

 — '  '  :  —  

21.  What  happens  to  the  cord  after 
the  baby  is  bom? 

a.  It  is  tied  and  cut 

b«  it  stays  attached  to  the 

\     baby  - 
c»  it  stays  attached  to  the 
mother 

• 

22.  How  is  a  baby  usually  bom? 

a.  through  the  mother's 

bellybutton 
b«  through  the  mother's 

vagina 
b»  through  ah ''operation 

• 

 — t- 

23.  How  dp  people  catch  a 
venereal  disease? 

a,"^  from  spoiled  food 
b«  from  toilet  seats 
c«  from  intercourse  with  some- 
one who  has  it 

;  • 

24«  What, happens  to  an  egg  if  it  ;^ 
does  not  ineet  sperm? 

a*  it  does  not  grow  , 
it  starts  to  grow 
c.  it  i^emainsHn  the  uterus 
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learned  It: 
from 


25»  i!nieris  are  the  sperms  placed 
-during  Intercourse? 

a[  ,in  the  woman's  vagina  v 


b, 

in  the  woman's  tubes 

c, 

in  the  woman's  ovaries 

26.  He 

wborn  babies  cant 

a. 

■talk 

b. 

I  suck 

c,  i  valk 


27*  Newborn  babies  usually  drink: 

a»  qoffee\ 

b,  tea 

c.  milk 


Copyrighted  by  Doris  Cloch;  reproduced  with ^permission  by  the  Health  Resources  Administration • 
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Title:  DIABETES  'MELLITUS  PATIENT 
INTERVIEW.  — 


Author:  Bpwen,  Rhoda  G.,  Rich,  Rosemary,  and 
^  Schlotfeldt,  Rpzella  M.  .         (  , 

Variables:  This  instrument  measures~a  diabetes - 
mellitus  patient's  (1)  knowledge  of  the  disease, 
(2)  knowledge  of  insulin,  (3)  performance  in 
self-administration  of  insulin,  (4)  performance 
in  testing  urine  for  the  presence  of  glucose,  (5) 
knowledge  of  diet  and  food  exchange,  (6)  atn 
titudes  andjuiow ledge  of  persoi»«l  hygiene,  and 
— -f7)'a^iEFtudes  toward  the  disease. 

Description: 

Nature  and  Content:  This  is  a '  struct,ured 
interview  guide  of  100  items  whicli  elicits  infor- 
mation oh  the  variables  identified  above.. The 
it^ms  are  divided  as  follows:  * 


1.  Knowledge  of  the  disease 

2.  {knowledge  of  insulin 

3.  Performance  in  self- 

"^administration  of 
insuliji  '  r 
Performance  in  urine 

testing  (Clinitest) 
Knowledge  of  diet  and 

food  exchange 
Attitudes  and  knowledge 
1    of  personal  hygiene 
A  Attitudes  toward  the 


Items 
1-9^ 
10-30 
31-49 


50-56 


57-76. 


77-86 


87-100? 


Be^ide^ach  question,  preferred  or  acceptable 
answtrs  are  stated,  and  a  space  is  provided  for 
checking  the  respondent's  answer  as  correct  or 
incorrect. 

Administrationund  Scoring:  The  interviewer 
should\ma]ke  an  appointment  with  this  respon- 
,dent/for  conducting  the  interview  and  arrt^^ige 
for  the  interview  to  be  conducted  in' a  room 
which  permits  privacy  and  has  the  equipment 
and  the\space  needed  for  the  two  performance 
components.  In  thd  authors'  study,  a  prepared 
mixture  which  indicated  a"2"+"reactipn  for  sugar 
was  substituted  for  iirine  in  the  Clinitest.' 

Each  respondent  answer  is  check  1  as  being 
correct  if  it  corresponds  in  essence  to  that  re- 
corded on  the  interview  schedule. 

The  authors  stated  that  the  total  p<j)S'iible 
score  is  185  points  distributed  as  follows:  (1) 
knowledge  of  disease— 10  points,  (3)^Tai,o\l/ledge  • 
of  insulin— 46  points,  (i3)  knowledge  of  diet  and 
food  ejcchanger-59  points,  (4)  kri^owledge  of  p^r-^ 
sonal  hygiene — 25  points,  (5)  attitudes  ioward 
the  di^ease^lO  points,  (6)  self-administration  of 


insulin^28  points,  (7)  use  of  the  Clinitest— 7 
points.  Total  scores*  and  subscores  are  cofnputed 
for  each  patient.  Detailed  information  as  to  how 
these  point  scores  were  derived  was  not  pro-** 
vided. 

Development:  ,  n 

Rationale:  The  insWument  was  not  based  on 

-  any  specific  underlying  theory. 

Source  of  Items:  The  items  were  based  on  a 
review  of  the  literature  and  the  authors'  profes- 
sional experience.  ^ 

Procedure  for  Development:  An  early  jiraft  of 
the  interview  schedule  was  tested,  with  seven 
patients  who  met  the  criteria  for  patients  eligi- 
ble for  the  authors'  study.  Following  the  pretest, 
modifications  in  the  interview  schedule  were 
made.  Following  that  revision,  three  nv.rse 
jurors  independently  judged  the  instrument  to  • 
be  appropriate  for  the  authors'  study. 

Reliability  and  Validity:  No  information  re- 
garding reliability  was  provided!  Content  valid- 
ity was  established  by  the  sources  from  which 
the  items  were  derived  and  the  steps  followed 

-  for  development  of  the  instrument. 

Use  in  Research:  The  instrument  was  iieveloped 
and  used  in  a  study  to  evaluate  the  effects  of  an 
organized  instructional  program  for  diabetes 
mellitus  patients  (Bowen  et  al.,  1961).  The  study 
included  51  adult  patients,  28  who  served  as  a 
.  control  group,\  a*^nd  23  who  served  as  an  experi- 
mental group.  .      y       '  ^ 

Comments:  The  instrument  is  still  in  the  early 
stagea  of  psychometric  development.  Reliability 
and  additional  validity  data  are  needed.  The  in- 
strument is  detailed  and  comprehensive  and  an 
item  analysis  might  show  that  it  co|uld  be  shor- 
tened .without  altering  its  usefulness.  For  a  re- 
searcher interested  in  the  variables  addressed 
by  thijp[7instruri^nt,  it  could  provide  a  useful 
starting  point  for  the  development  of  a  new  tool. 

References:         i  ^ 
Bowen,  Rhoda  G.,  Rich^  Rosemary,  and  Schlot- 
feldt, Rozelia,  M.  Effects  of  organized  instruc- 
tion for  patients  with  tHe  diagnosis  of  dia-betes . 
mellitus.  Nursing  Research,  1961,  iO'(3),^151- 
159.  / 

Source  of  Information:  ^     /  • 

Rhoda  G.  Bowen,  R.N.,  M.S.      '~    ^  ' 
Director,  DENT  Project 
323  Cohn  Building 
5557  Cass  Avenue 
Detroit,  Mich.  48202 
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Instrument  Copyright: 

American  Journal  of  Nursing  Company 
10  Columbus  Circle 
New  York,  N.Y.  10019 


r 


Author  Rhoda  G.  Bowen  requests  that  she  be  / 
notified  when  this  instrument  is  used  in  anj/  \  * 
manner. 
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Bowen,  Rhoda  G..  Rich.-I^oseniar^.  ai^d  Scfilotfeldt,  Rozella  M. 
DIABETES- MELLITUS  PATIENT  INTERVIEW  • 


/  .      •  ,    DIRECTIONS  TO  INTERVIEWER        •  ' 

1.  A  brief  sample  as  to  a  'suggested  method  of  approach  to*the  patient 
Has  been  given  below.    You  will  also  note  suggested  conversation  for 
the  transition  from  one  area  of  inquiry  to  the  next. 

One  of  the  objectives -of  the.  interview  is  to  g'ain  rapport  with  the 
patient  through  the  warm,- friendly  manner  of  the  interviewer. 

.  <.      .      RECORDING  Of^  PATIENT  RESPONSE  ^  j 

2.  Place  a  check-mark  in  either  the  correct  or  incorrect  column  under 
the  heading,  "Patient's  Response."   The  correct  answers  have  been, 
written  inv  They  are  in  the  language  in  which 'the -patient  may  re- 
spond. •  Answers  need  not'be  verbaium  but  should  contain, in  esseiisce-^ 
the  correct  answer.    Check  marks  should  be  circled  "       and  » 
notations  made,  regarding  variations  in  answers  from  totally  correct 
to  totally  incorrect.  ' 

'        v"^  "  INTI^QUhlON  .      ■  '  I 

3.  Good  Morning,    (Patient's  Name).*  L'  '  ' 
I  am  ( Intervi ewer Name). 

l' would  like  to'  talk  with  you  a  little  about  your  condition.    Wp  are 
.  Ittteinpting- to,  learn  what  the  patients  themselves  know-about  their 
condition,  their  diet,  and  the  manner  in  which  they  give  themselves 
insulin,  along  with  some  genial  information.    The  reason  fpr  our 
doing  this  is  that  we  would  then  know  what  kind  of  information  and  ■ 
instr-uction  the  patients  need  in  order  to  better  understand  the 
reasons  for  tht  dqctor's  orders,  so  they  may  be  helped  in  Tiving 
with  their  cbhditi on. r  • 

t  ■  ■ 

•    .        . ■  X.  ■ 

— I  have  a  number  of  questions  I  would  l,ike  to  ask  you.    I  would  like 
•you  to  give  me  your  answer,  the  way  you  feel  and  what  you  know  about 
th4s  condition.  ■  -  . 


Now  begin  with  the 'questions  in  Category  I. 


/ 


Patient's  Name: 
Code  No • : 

Date  of  Diagnoses: 

Kind  of  Insullh  Prescribed: 

Dosage: 

Diet  Prescribed; 


OUESTTON<; 

\ 

ANSWERS 

PATIENT'S 
RESPONSE 

Catecorv  Knowledee  of  the  Disease  / 

1.    Doctors  use  th^  ter?.i    "sugar  In  the 
blood"  when  they  talk  to  you  about  your 
problem.    Can  you  tell  me  the  name  of 
the  condition  you  have  ? 

1.    Diabetes  or  diabetes 
mellltus. 

Cor- 
rect 

Incor  - 
rect 

2.    Do  you  know  what  goes  wrong  In  the 

•                                                            •  ■ 

2,  The  body  does  not  have 
enougn  xnsuxxn,  ana/ or 
th^re  Is  Interference  with 
the-actlon  of  Insulin  In 
the  body.  « 

3.  Youif  body  does  not  use 

siiff^'^T  And  fltflT"f*h  "FonHfl 

properly.  , 

• 

3*    Wha£  happens  then  to  clause  your 
present  condition? 

4«'    What  tests  does  ths  doctor  do  to 
find  out  If  your  "body  Is  using  the 
sugar  and  sjtarcti^  foods  properly? 

"  '  ■  ^              ■  ■  ■   \  - 
5.    Can  you  tell  me  what  Is'  conslderea 

to  be  the  normal  'simount  of  siiffar  In 

the  blood?                   V  '  ■ 

Test's  yrlne  ^or  sugar 

5.    80  -  120  mg.  per  100 

f*f*  Moo/1 

6.    Is  this  condition,  Vdlabetes," 

.  __catching? —   ' 

6.  fio 

7.    Do  you  know  it  It  "runs  In 
families?"  ^                     ^v.^  * 

7 .  Yes 

8,    How  about  recovery;  Do  people 
having  diabetes  "get  over"  having  It? 

8.  NoL 

* 

9.    For  some  conditions,  rest  Is  or- 
dered, others  operations,  tvnd  still ^ 
others  medicine.    What  are  the  speci- 
fic treatments  for  diabetes?               ^  ' 

9.    Diet  or  food  regUla- 
' tloh  and  Insulin.  x 

r 
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Transition  to  Category  II    Knowledge  of  Insulin 


You  Answered  that  Insulin  was  one  of  the  specific  treai^nents  for  diabetes, 
let'rf^talk  about  Insulin  and  how  you  use  it.  \ 

Now 

QUESTIONS 

'  ANSWERS 

\ 

PATIENT'S 
RESPONSE 

Category  Knowledge  of  Insulin 

10.   .Tell  me 9  aspirin  Is  always 
c-splrln^ls  Insulin  that  you  can  get 
all ^he  sane  or  are  there  differ- 
ent kinds? 

\  ■ 

10.    There  are  different 
\  kinds.  \ 

Cor- 
rect 

Incor- 
rect 

11,  -^at  is  the  main  difference 
In  these  kinds' of  Insulin? 

12,  Do  you  think  It  Is  necessary 
to  know  the  kind  of  insulin  you  are 
taking?  X 

11.  The  period  of  great- 
est   reaction  and  the 
length  of  action. 

12.  Yes       ,           \  / 

■ 

• 

13,    Why?  1 

'          •                   ■          '  t 

« 

13.    So  you  know  how  to 
Regulate    your  diet  and 
*  when  you  might  be  in  Jiif- 
f Iculty  from  the  insulin 
which  you  took.  \ 

14.    Can  you  tell  me  the  kind  of 
insulin  you , are  taking?     ^.^        ^  • 

■  ■)  , 

14.    Check  with  informa- 
tion on  page  1  of  >inter"- 
vlew  schedule.  ; 

15 •    How  many  units  do  you  take 
and  how  often  do  you  take  insulin? 

15.    Same  as  above    ".^  i 

16/   When' Is. the  period  of  greatest  ^ 
reaction  for  the  kind  of  Insulin 
you  are  taking? 

[ 

16.    Dependent  on  above^ 
answer.   ^Possible —  ! 
Regular  2-3  hours  j 
NPH         8-12  hours  ! 
PZI     ^    12-16.  hours  ! 
Lente     8  hours  ^ 

17.    Have  you  lieard  or  read  of  any 
other  way  of  taking  Insulin  than 
by  injection? 

17.  Yes 

f                                                                                                                   ■       m  ' 

■                      a                    _       ■       _  ' 

18.    What  is    that  way?  ^ 

18.    By  tablets  taken  by- 
mouth.  ; 

19.    Would  it  be  all  right  for  you 
to  get  any  kind  of  insulin  without 
telling  your  doctor? 
If  60— why? 

19.    No — each  patient  I 
must  be  regulated  and  the 
kind  pf  insullp  that  best 
controls  the  condition  is 
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QUESTIONS 

ANSWERS' 

PATIENT'S 
RESPONSE 

* 

dependent    on  the  pati- 
ent's clinical  res]pbnse 
(laboratory  test)  to 
the  particular  prescrip- 
tion. 

20,    Is  it  pos;3lble  to  have  toa 
much  insulin  In  your  body? 

20,.    Yes  ^ 

21.    Can  you  te^l  me  three  times 
when  this  may  happen,  I.e.,  hav- 
ing too  much  Insulin  In  your 
body?  \ 

1  4 

21.    1.  \>7hen  you  make  a 
mistake  InT^your  dosage. 

2.    When  you  do  not 
eat  your  meals — or  you 
are  vomiting  and/or  have 
diarrhea. 

3^    When  you  do  too 
much  strendous  exercise. 

22.    Can  you  tell  me  some  of  the 
ways  you* feel  or  act  when  you  have 
too  much  Insulin  In  your  body? 
(Signs  and  Symptoms)    .  s 

i 

'                          »  '» 
22. •  1.^  Inward  nervous- 
ness . 

'  2.  -  Weakness 

.  3.  Sweating 

4.  Hungry 

5.  Blurred  vision 

6.  Act  Intoxicated 

7.  Breathe  fast  and 
shallow                      ^   '  \ 

8.  May  have  convul-  . 
slons. 

9.  May  become  stu- 
porous ' 

•      «  ■ 

23.    What  can  you  do  to  help  your- 
self If  you  begjn  to  feel  thfs 
way? 

23.    1.    Drink  sugar  j^a- 
ter 

2.  Drink  orange 

j  ulce 

3.  Drink  pop 

4.  Eat  sugar  j 

5.  Eat  candy 

■  - 

> 

24.^   Do  you  know  what  the  doctors 
call  this  condition  when  you  have  too 

miirh  "fiiRiil  "f  n  "fn  v'niiT  Hndv? 

24.  'Insulin  shock  or  in- 
sulin reaction 

2!;.    Do  you  know  what  happens  If  you 
do  not  take  your  Insulin? 

25.    You  fall  out  or  go- 
into  coma.  ^ 

:     Can  you  tell  me  what  the  doc- 
tors call  this  condition? 

26.    Diabetic  Coma—Aci- 
dosis  is  the  forerunner 
of  a  coma.  > 
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QUESTIONS               '  . 

< 

ANSWERS 

PATIENT'S 
RESPONSE 

this  condition  besides  you  not 
taking  your  Insulin? 

27       '1       Sot  follow'ltiB 
your  diet. 

2 . . .  Having  an  In- 
fection In  your  -body 
such  as  a  cold,  pneu- 
monia, a  carbuncli^, 
an  ulcer  on  your  legj 

• 

28.    Can  you  tell  me  the  way  you 
may  feel  or  act  when  you. do  not 
have  enough  Insulin  In  your  body? 

e 

'                                                                                                                        ■  o 
0       .  * 

28.    1.    Thirsty  but  no 
ap;  rite. 

2,  Nausea,  vomit- 
ing.  j 

3.  Cramps  or  pains  \ 
In  arms;  legs  or  a^bdomen  ! 

5.    Sklxi  cold  and 
dry  to  touch 

6. .  Face  flushed 

7.  Dim  vision 

8.  Sweet  smell  or 
fruity  odor  to  breath  <> 

{ 

What  should  you  do  If  any  of  these 
signs  or  s,tinptoii^s  should!  begin  to 

fiVinv  iin  \ n  voii ?  . 

«  * 

Call  your  doctor  right 
avay.    If  you  are  a  cll-  / 
nlf*  nflf"'lent     come  t/i 
the  emergency  room  and 
tell  them  ybu  are  a  di- 
abetic. .  If  In  a 
strange  city  go  to  the 

ciuc  u  gcii^ jT'   L  wiu  xLt  any 

hospital. 

29.    Do  you  know  what  you  can  do 
until  the  doctor  arrives  or  until 

29.    Drink  clear  tea  or 
coffee.    Keep  w&rm*  Save 

vniiT'  iiT'lnp  fto  1^  c^r'u  h<* 

tested. 

30.    One  mo^e  question  about  In- 
sulin.   Where  Is  the  proper  place" 
4:0  stor^  Insulin  when  you  are  not 
using  it?  ' 

30.    Where  it  is  cool. 
The  ice  box,  if  possible. 

Transiti^jpn  to  Category  III    Self  Administration  of  Insulin  (Test  of  Performance) 

Have  all  the  equipment  necessary  for  giving  insulin  ready;  syringe  and  needle 
not  assembled,  sieve  in- saucepan,  cotton,  alcohol,  and  insulin.    You  are  tak- 
ing insulin.'    Is  that  right?   Do  you  give  it  to  yourself?    Now  I  want^you  to 
show  me  just  how  you  go  about  getting  your  injection  ready.    Do  everything  but 
Inject  the  insulin  into  yourself. 
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QUESTIONS 

ANSWERS 

PATIENT'S 
RESPONSE 

31.    First  of  all,  Is  there"  iny-- 
thing  special  you  jlo  to  your  hands  \ 
before  taking  an  Injection? 

'3L.    -Yes — wash  them  well 
with  soap  and  water. 

32,^   Handling  parts  of  syringe 
^          and  needle  appropriately. 

a.  barrel  of  syringe 

b.  plunger                        -  . 

c.  needle 

32.    a.  outside 

b.  -  knob 

c.  hub 

33.     Is  shaft  of  needle  contaial- 
nated  when  syringe  placed  down  Ih 

tray?  • 

»         •  ■• 

33.    Needle  should  touph 
nothing.    Syringe  can  be 
laid  so  that  hub  rests  oit 
^Id  of  insulin  box. 

34.    Rotation  of  bottle  of  Insu-  ■> 
lln. 

,34.    Done  gently  between 
palms  oj.  hands.    Does  not 
shake  bottle  violently. ^ 

35.    Cleansing  stopper  of  bottle 

c              ■  - 

35.-  Uses  clean  side  of 
alcohol  sponge. 

9 

36.  Dosage- 

36.    Draws  plunder  back 
to  the  proper  number  of 
units 

37.     Injects  air  Into  bottle,  or 
does  not. 

37.    Patient  should  in- 
ject air  into  boctle.. 

38.  If  he  dipes  so,  ask: 

Can  you  tell  me  why  you  do 
this.  Inject  air  into  bottle? 

w  ,.        '        .  '  / 

39.  Can  you  explain  what  will 
happen  1^  you. dp  not  Inject  air  into 
the  bottle  before  you  withdraw  the  ' 
Inaulln? 

38.   -To  maintain  pressure"^ 
inside  of  bottle. 

< 

39.    Wegat^lve  pressure  is 
caused  and  it  is  difficult 
to  withdraw  the  insulin. 

«40.    Preparation  of  skin  at  site  * 
of  injection. 

IS  ■ 

40.  .  Uses  clean  sic^e  of  - 
alcohol  sponge..  Cleanses 
skin  area  using  circular 
motion  from  center  to  pe- 
riphery. 

41.    Tautness  of  skin. 

41.    Eit:.<5r  spreads  skin" 
or  pti.  '.les  muscle  betT7een 

.   .  87. 
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  QUESTIONS 

ANSWERS 

PATIENT'S 
RESPONSE , 

A2-    Afllc— -If  von  were  actuallv 
•giving  yourself  the  Insulin,  vhat 
vould  you  do  before  Injectlnp  the 
medicine  to  the  muscle? 

42.    Pull  badk  on  the 
plunger  after  the  needle 
Is  In  the  tissues. 

43.  .Carry  on,  tell  me  why  you  do 

this.         r  \^ 

43.    To  check  that  the 
needle  Is  not  In  a  bloq^ 
vessel. 

■  -s 

AA^     Siinnofi^  when  vou  nulled  the 
plunger  back  sotae  blood  came  Into 
the  Hsyrlnge.    What  should  you  do? 

44.    Pull  out  needle  and 
begin  from  the  beginning 
using  a  fresh  needle, 
syringe  and  medicine. 

45.    Is  there  anything  special  to 
r\n  tn  i"hp  nlarp  of  iniection  after 
you  have  given  yourself  the  insu- 
lin and  pulled  the  needle  out  of 
>  the  &kin?          "       '  ' 

45.    Massage  area 'gently 
with  clean  side  of  sponge. 

• 

46.    Can  you  tell  me  why  you  do 
this? 

46.    Stimulates  circula- 
tion and  thus  aids  In  the 
rabsorptlon- of  the  Insulin. 

47.    Is  It  all  right  to  use  the 
same  spot  on  your  body  every  Ji>y 
In  which  you  Inject  the  Insulin? 

.     47.  No 

48.    Can  you  give  me  a  reason  for 
your  answer? 

48.    You  develop  a*  reac- 
tion In  the  tissues,  elth- 
er  tumefaction — a  hardness 
in  tissues  resulting  In^ 
delayed  absorption'  of  In- 
;   sulln  or  lipodystrophy- — 
a  sunken  hollow  are^. 
No  pain  just  disfiguring. 

49.    How  should  you  care  for  the 
syringe  and  needle  after  each  In- 
jection? 

49.    Rinse  In  -cold  water, 
pusl;  water  through  needle. 
Store  itt  a  safe  place. 

t 

Transition  to  Category  IV  Test  Performance  Procedure,  to  be  Fol lowed  for  Doing 
Cllnltest.    A  test  for  the  presence  of' sugar  li^  the  urine. 

The  equipment  needed. to  do  a  cllnltest  should  be  prepared  on  a  tray.  Included  Is 
.a  dextrose  solution  to  be  used  as  urine'.  TMs  is  to  give  a  ++  reaction.  Be  cer- 
tain to  have  the  chart  for  interpretation  gj  test,  ♦  ■  ' 
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I  was  wondering  .  .  .Does  the  doctor  haVe  you  check  your  urine  for  sugar?  Do 
you  do  this  every  day?    I  would  like'' to  see  you  do  the  test  on  this  sample  of 
urine  for  me.    Here  Is  the  urine  sample.    Now  you  go  ahead. and  do  just  as  you 
wouJ.  ^  do  the  test  at  home.  |  . 


QUESTIONS 

I 

ANSWERS 

PATIENT'S 
RESPONSE 

50.    Number  of  drops  of  watfer  used. 

50.   ,10  drops.  ^ 

51.    Number  of  drops  of  urine 
used. 

51.    1.5  drops           \  . 

52.    Care  of  medicine  dropper  af- 
ter urine  has  been  dropped  Into 
test  tube.  «  Place  dropper  In  pro- 
per container.                          ^  . 

52.    Should  rinse  medl-  \ 
cine  dropper  in  clean 
water  and  place  in  small 
jar  labeled  droppers. 

53.    Handling  of  cllnlte'st  tablet.  * 

53.    Not  touched  with 
fingers— dfrop  into  cap  of 
bottle  then  into  test 
tube.  * 

1 

\ 

\ 

54,    Handling  of  tube. 

e 

54.    HqJ.d  tube  still  b5'^ 
top  of  tube  for  one  min- 
ute.   As  bubbling  stops, 
shake  gently  four  or  five 
times. 

55.    Interpretation  of  reaction. 

55.    i  ++  for  sugar. 

56.    A»k:  \  If  you  just  do  the  test 

once  a  day,  when  Is  the  best  time 

to  collect  the  specimen  of  urine 

and  do  the  test?        '          '      "  ' 

56.    Collect  the  specimen 
before  you  eat  breakfast 
and  do  the  teat  right 
away.  , 

Transition  to  Category  V  Diet  and  Food  Exchange 

You  know  we  talked  about  another  specific  item  in  the  treatment  for  diabetes.  Do 
you  remember  what  it*  was?    Ttiat's- correct .    How  many  years  haV^e  you  been  on  the 
diet?    W^ll,  I'm  wondering  if  you  would  like  to  talk  about  what  you  have  been  ; 
doing  about  your  food.  «>  .  « 


QUESTIONS 

ANSWERS  •> 

PATI 
RESP 

ENT'S 
ONSE 

57.    When  we  speak  of  food  we.  talk^- 
about  the  three  main  classifica- 
tions of  food.    Can  you  tell  me  what, 
they  are? 

57.    Carbohydrates  *  ^ 
Fats 
Protein 

a 
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PATIENT'S 
RESPONSE 


QUESTIONi! 


\ 


58.    What  kinds  of  food  would  you 
think  to  be  Included  In  carbohy- 
drates? 


59.  Now  when  we  say  fats  we  know 

.  and .can  see  the  fat  say  on  a  piece 

of  steak.    What  other  substances 
'  would  you  Include  In  fat? 

60.  Can  you  ^Ive  me  at  le^t  five 
foods  that  contain  mostly  protein? 

a   /  ■  . 

.61.  ^  Can  you  tell  me  ^he  amounts 
ofi/^ach  of  the'  above  foods  that 
the  doctor  has  prescribed      r  you? 


62.    Do  you  feel  that  It  Is  ne- 
cessary for  you  to  eat  the  exact 
same  kind  of  food  every  day? 


63. 


w^.    Can  you  tell  me  how  you  can 
avoid  having  what  we  call  a-  "mo- 
'  notonous    diet"  or  eating  the  same 
foods  every  day?  ^ 

64.    Do  you  know  where  you  can 
,  .get  help  In  this  matter  of  food 
^  exchange"  or  substitution?     ^    "  * 


,65.    Do  you  feel  that  you  need 
special  .equipment  such  as .  a '  'dia- 
betic scale"  that  you  see, adver- 
tised^^ every-  once  in  a  while  in 
the  papers? 

.66.    What  can  you  use  to  mt^asure 
your  food?  •  '        j  .  — . 


ANSWERS 


58.  Fruits,  vegetables, 
cereals,  bread,  cake,  pie, 
cookies,  candy,  Bugar, 
soda  pop,  alcoholic  drinks. 

59.  All  kinds  of  meat  fat, 
bacon,  chitt lings,  butter, 
margarine,  oil,  com  oil, 
peanut  oil,  cream,  mayon- 
naise 

60.  Milk,  cheese,  meat. 
Huts,  peanut  butter,  jel- 
lo,  .eggs,  fish,  fowl. 

61.  May  give  exact  number 
of  carbohydrates,  fats,  and 
proteins  or  give  in  terms 
o£  household  measurements. 
(Check  answer  with  infor- 
mation on  front  page.) 

62.  No*,  this.  Us  not  ne- 
cessary. 


63.'  By  Substituting  foods 
of  equal  value  for  the  ones 
listed  on  the  same  diet. 


-64.'   Secure  food  exchange 
lists  from  the  dietitian 
here  in  the,  clinic  or  write 
to  American  Diabetes  Asso- 
ciation, New  York.  Call 
Wayne  County  Medical  Soci- 
ety for- address  of  Detroit 
Diabetic  Association. 

65.    No  '  - 


66     Ordinary  standard 
eigiVvi  ounc^  laeasuring  cup 
.and  a  standard  mea3ur:^Jig 
teaspoon  and  tablespoon. 
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(iUESTlON^r 


ANSWERS 


PATIENT'S 
RESPONSE 


67.  Do  you  feel  that  it  is  neces- 
sary for  you  to  cook  your  foci  in 
pots  'and  pans  separate  from  the 
rest  of  the  family? 

68.  (If  previous  answer  is  yes.) 
Can  you  tell  me  how  it  is  or 
might  be  possible  to  cook  your 
ifood  with  that  of  the  rest  of  the 
family? 

69.  Is  it  permissible  for  you  to  - 
accept  invitations  to  dinner  at 
your  friends'  homes  or  eab  in  ^jes— 
taurants  ? 

70.  Can  you  tell  me  how  you  are 
able  to  stay  on  your  diet  and  still 
eat  out?  .  ' 


71.  Can  you  tell  me  the  b^st  ways 
to  cook  or  fix  meat  <5r  fowl — :say 
chicken? 

72.  Do  you  know  why  these  are  the 
best  ways  to  cook  meat  or  fowl? 

73.  Why  do  you  think  that  the  doc- 
tor put  you  on  a  diet  and  wants 
you  to  stay  on  it  every  day  ahd*at. 
eve*ry  meal? 


74.    Can  you  give  me  10  foods 
* which  people  who  do  not  have^  dia- 
betes often  eat  which  you  should 


75.  ^Arja  there  some  candies ,  popj 
and  ic«.  cream  that  you  can  eat? 


67.  No — If  answers  jes, 
ask  why  and  note. 


68.    Cook  your ^portion 
with  family's.  Remove 
your  portion  beforfe  but- 
ter, flour,  or  sauce  is 
added  to  the  rest. 

^^9.    Should  be  yes. 
If  no — Ask:    Do  you  think 
it  would  be  posisible  or 
^permitted  for  you  to  do 
this? 

.7^    Selept, foods  permit- 
ted in  your  diet  in  ap- 
,  , proximate  amounts  permit- 
ted.   See  that  no  sugat, 
butter,  gravy  or  sauce  is 
added  to  your  portion. 

71.    Bake,  boii,  or  broil 


72 .  You  don  '.t  use  extra 
butter  or  fat  when  cook- 
ing them  this  .way.  ^ 

73.  ^  So  that  by  control- 
ling the  amount  of  food 
you  eat,  he  knows^.^how  much/ 
insulin  to  prescribe.  Be- 
ing on  a  diet  alsa  con- 
trols your  weight  and  this 
is  important  in  control- 
ling diabetes. 

74.  Regular  sugar candy, 
soda  popv  pies,  cakes, 
fried,^  scalloped  or  creamed 
foods, ^beer,  wine,  or  oth- 
er klfoholic  beverages. 

s 

75.  Yes,  that  labeled  di- 
abetic— made  with  saccha- 
rine. *     „  • 
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QUESTION}} 


76.    Bo  you  understand  why  the  doc- 
'tor  does  not  encourage  you  to  get 
these? 


ANSWERS 


76.    Ttiey  sre  very  expen- 
sive and  on  a  limited 
budget,'  it  is  better  to 
spend  money  on  essential 
foods.  - 


.PATIENT' 51 

RESPOK'JE 


Transition  to  Category  VI  Personal  Hygiene 

9  .  * 

We  hear  on  the    radio  or  see,  on  T.v;  and       all  the  papers  all  these  suggestions  for 
^people  to  follow  to  insure  them  good  health  such  ss  having  chest  x-i^ays,  not  being 
overweight,  seeing  your  doctor  at  least  once  a  year  dr  if  you  have  a  cold  that 
hangs  on,  .also  seeing  yout  dentist  once  a  year.   «^  ^• 


<}UESTtONS 


ANSWERS 


PATIENT •S 
RESPONSE 


77.  (This  cbuld^be  a  warm-up.) 
How  do  you  feel  about  all  this? 
b.    Dp  -you  do  any  of  these?^  - 

78.  Do  you  think  that  a  person  with 
diabetes  needs  to  take  any  special- 
precautions  or  care  of  themselves? 

79.  Can  you  tell  me  some  items  of 
special  care  necessary  for  a  dia- 
betic to  follow? 

*If  patient  answers  all — then  fol- 
low with  80.    If  not  coyer  materi- 
al by  asking  questione  but  giving 
,the  areas  to  the  patient. 


80.    Tlj^t's  very  good,  you  gave 
the  most  important  areas  of  care. 
Now  let's  see  just  what  we  can  do 
in  each  instance  to  help  keep  well. 
For^  example",  what  can  you  do.  to. 
keep  your'  weight  down  to  what  is 
considered  correct  for  you? 


77.  A  good  practice  to' 
follow. 

b*    List  ' 

78.  Yes 


79.  1.    Avoid  gaining 
weight . 

2.  Care  of  feet. 

3.  See  doctor  right 
away,  when  yo >  have  a  cold 
or  sore  throat  or  boils. 

4.  Be  careful  and 
avoid  gettinjg  cut." 

^    5.    See  an  eye  doc- 
tor once  a  year. 

6.    Practice  good 
oral  hygiene.  , 

7 :    Go':4  -general 
cleanliness. 

80.  Stay  on  my  diet.  Dp 
not  cheat  by  eating  snacks. 


9' 
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^81.    Why  do  you  think  we*  keep 
talking  about  your^^need  to  reduce 
your  weight  or  If  you  are  at  a  cor- 
rect weight,  notvto  gain  weight? 


82.    Do  you  know  that  some  patl- 
eil^ts  are  able  to  control  their  dia- 
betes thrpugh  diet  alone 
this  mean? 


Mxat  does 

s 


83.  Cah  you  tell  me 'what  we  mean 
by    "taking  care  of  your  feet"? 


84  •  Do  you  know  why  we  emphasize 
care  of  ^.he  feet  and  tell  you  not 
to  get  cuts  or  blisters  on  them? 


MSWERS 


85.    Why  do  we  ask  you  to  see  you^ 
doctor  If  you  have  a  bad  cold  or' 
an  Infection? 


86.    In  order  to  prevent  any  of 
these  serious  sicknesses,  what  ^ 
should  you  make  a  practice  of  do- 
ing? '  ' 


81.  Reduction  of  excess 
weight  may  result  In  Im- 
provement of  his  condi- 
tion.   It  can  mean  de- 
creased sugar  In  the  blood 
and  urine  or  a  decreased 
need  for  Insulin. 

82.  That  If  you  stick, 
right  to  your  diet  all  the 
time,  you  do  not  have  to 
take  insulin. 

83.  1/  Keep  them  clean 
and  dry. 

2.  Do  not  cut  corns 
or  calluses.  \^ 

3.  '    Care  when  cutting 
toenails  and  cut  them 
straight  across . 

4.  Wearing  shoes  a^d 
stockings  that  fit  and  are 
large  enough. 

84.  When  y^  havfe  diabe- 
tes you  have  poor  clrcu-  • 
latlon.    This  is  often 

>  present  in  the  lower  ex- 
tremities'" so  that  there 
.la  poor  healing  and  the 
danger  orf  gangrene  and 
the  foot  or  toe  has  to  be 
tut  off. 

85.  1.    Bi&cause  it  upsets 
the  way  you  use  your  food 
and  insulin  and  you  may  go 
into  coma. 

2.    Because  you,  may 
get  worse  since  people 
VI th  diabetes  (Ion  !l: -heal 
so  fast  or  as  good  as 
regular  folks. 

86.  1;.  'Keep  your  *ap- 
polntments  with  your  doc- 
tor. 

2.  Stay  on  y6ur  di- 
et and  insulin  dosage. 

3.  Tell  him  if  you 
ha^  a  cold,      sore,  or  a 
change  in  vi^on.  , 


/ 
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Tjrtosition  to  Category  VII  Attitudes  - 

I  think  v.^  have  ccr/ered  thef  major  things  that  you  as  a  diabetic  should  know  about 
diabetes  and  Insulin  and  how  to  k^^e  yourself  insulin  an^  what  to  do  about  your 
diet'  and  a  few  It^ms  about  personal  hygiene.  Now  I  want  to  ask  just  a  few  more 
general  auesnions  before  we  finish.  j 


QUESTIONS 


ANSWERS 


T 


PATIENT \S 
RESPONSES 


87.    You- know  it  is  suggested  that 
people  with  diabetes  caMy  a  card 
with /them  that  identifies  them  as 
a  diabetic.    How  do  you  feel  about 
this? 

8ff.  If 'your  son  or  daughter  had 
diabetes y  would  you  want  them  to 
carry  such  a  card?' 

89.     (Change  of  wordivxg  in  this 
question  if  response  co  87  and  88 
is  negative)    Can  you  tell  me  why 

you  think  this  is  a  good  idea?  

B.    Even  if  you  don't  approve  of 
carrying  a  card^  can  you  tell  me 
why  it  is  considered  the  wise 
thing  to„  do? 


90.  Incidentally  do  you  have  one 
of  those  cards  id.th  you?  ^ 

91.  Do  you  think  that  in  general 
people  want  to  be  friends  with  di- 


abetids? 


/ 


92.  What  do  you  think  about  people^ 
with  diabetes  getting  taarried?"  ^ 

9S.    How  would  you  feel 'about  .tell- 
ing the  person  that  you  were  going 
to  marry  that  ypu  have  diabetes? 

94  r    Do  you  work~I  mean  have  a 
job^or  do  the  housework? 


95.'  .Do  you  think  it  is  all  right 
for  diabetics  to  hold  a  job? 


87.    Good  idea.' 

/ 


88.  Yes 


89.  A  &  B«  It  tells 
people  that  you  are  a 
diabetic.    They  will 
know  better  liow  to 

^reat  you"  if  you  faint  or 
become  'vnconscipus..  ,  lif 
te^ls  them  when  you  take  . 
your  insulin  and  what 
kind  and  how  much  you 
taker 

90.  Yes 


91.  Yes 


92.  All  right  if  both 
parties  know.  , 

93.  ;  They  need  to  be 
told. 


94.  ^   May  say  Ijali  off  but 
does  give  evidence  of 
working. 

95.  Yes 


*Note~Iti- 
terview^r 
please  e- 
valuate 
attitude 
revealed 
as  favor- 
able 9  un— 
favora- 
ble, sa- 
tisfacto- 
ry, or  un- 
satisfac- 
tory. 

Circle  , 
word  best 
describ- 
ing pati- 
ent's at-  . 
titude. 
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ANSWERS 


patient; 5 

RESPON^ 


96,  What. would  yofir  reaction  be  or 
how  do  you  feel  about  a^  person  who  ^ 
knows  that  he  is  a  diabetic  but  who 
goes  out  and  drinks  a  lotNof  beer 
or  whiiskey? 

97,  Do  you  think  that  it  is  all 
righc  for  people  with  diabetes  to 
play  golf  or  ball  or  swim?- 

98,  A^e  there  precautions 
Ithey  jshould  tak^ 


99.    Do  you  fee^  that  your  chances 
for  livings  to  a  rip^  ol2  age  are 
just  as  good  a^  the  ;aext  person's? 

100.  What  do  yqxr  need'  to  do  to  in- 
sure your' living  to  a  ripe  old  ag^? 


^1 


96.  Is  foolish  and- will 
get  real  sick. 


97.  Yes. 

•  \  ^ 

98.  Not  over  do.  May 
need 'to  have  doctor  ad- 
just diet.   

99.  Yes. 


^l60.  1. ^  Stay  on  diet 
2.  *  Take  insalin 
5.    See  doctor  re-' 

gularly  ^ 

4.    Go  to  see  doc-  " 

tor  "for  »care  wher^  you  are 

ju^  sllr^tly  ill  or  have 

just  a  small  £ 


sore. 
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title:  SEX  KNOWLEDGE  QUESTIONNAIRE 
Author:  Reiehelt,  Paul  A.,  and  Werley,  Harriet 


■/ 

/ 


Variable:  Sex  knowledge  with 
knowledge*,  .of«  contraceptives 
uiSiei-  study. 


an  emphasis  oh 
is  che  variable 


Description: 

Nature  and  Content:  This  44|-item  question- 
naire was  designed  for  use  with  the  layperson. 
The  first  two  items  have  multiple  parts  and  are 
designed  to  elicit  information  a^out  the  source 
f  the  respondent's  knowledge  o^sexuality.  The 
remaining  items  include  three  attitude  ques- 
t)ut,  primarily,  they  coyer  general  knowl- 
f  of  human  sexuality  (6  items)  -and 
ed^e  about  specifec  areas  of  sexuality,  i.e., 
Bal  disease  (5  iVems);  menstruation  (2 
the  biith  iontrdl  pill  (6  items);  the  dia- 
phragm (4  items);  the  condom  (4  items);  the 
intrauterine  device  (4  items);  spermicides  (5 
items);  and  abortion  (3  items).  Ea^h  of  these  42 
items  is  to  be  answered  by  circling  a  T  for  True, 
an  F  for  False,  ot-  DK  fox.  Don't  Know. 

The  items  have  been  worded  so  as  to  be  easily 
understood  by  adolescents,  while  at  the  s^e 
time  avoiding  the  use  of  any  subcultural  slang 
(Reiehelt  and  Werley,  1975a). 

Administration  anc?  Scortnfi[.^No  special  provi- 
sions are  necessary  for  administration  of  this 
test  other  than  that  the  area  should  be  quiet 
and  y^ail  lighted,  the  questionnaire  requires 
approximately,  10  minutes  to  complete  and  ha^ 
been  use<l~successfully  with  respondents  as 
young  as' 13  ye^rs  of  age. 

The  items  fere  scored  in  terms  of  general  cor- 
rectnes^^     ^  ^ 

The  /three-part  response  scale  allows  the 
scorer  to  distinguish  between  lack  of  informa- 
tion and;  misinformation.  Scores  are  tallied  by 
the  number  answered  correctly,  the  number  an- 
swer^'d  incorrectly,  an<i  the  humber  marked  un- 
known by  the  respondent!  Various  scales  can  be^ ' 
derived  such  z%  the  number  answered  correctly; 
number  answered  correctly*  minus  number  an- 
s\^ved  incorrectly,  with  zero  weight  for  "don^t 
\r^yf''  responses;  a/  subscale  for  each  content/ 
area;  and  so  foi*th.  i       .  / 

Development:  ^  ^ 

Rationale:.  No  underlying  conceptual  theory 
was  identified-by  the  authors.  > 
Source  of  Items:  The  items  were?  based  upon 


the  authors'  review  of  related  scientific  litera- 
ture and  their  professional  experience/ 

Procedure  for.  Development:  The/  authors 
stated  that  there  had  been  a  preliminslry  testing 
X)f  the  instrument  to  insure  the  clarity  of  the 
items  (Reiehelt  and  Werley,  1975a). 

Content  validity  was  established  by  deriving 
the  items  from  available  scientific  literature 
and  having  the  instrument  reviewed  by  a  panel 
of  health  profession  experts  (Reiehelt  and  Wer- 
ley, 1975a).  . 

The  discriminatory  power  of  the  instrument  is 
demonstrated  by  the  fact, that  persons  wiio  have 
received  education  in  the  content  area  score 
better  as  a  group  than /persons  who  have  not 
received  such  instruction  (see  research  noted 
below).  "  j 

Use  in  Research:  This  instrument  was  used  by 
Werley  and  Reiehelt  to  collect  data  for  their 
study  evaluating  the  sex  education  pro-am  for 
teenagers  at  the  Youth  Education  on  Sex  (YES) 
Teen  Center  operated  by  the  Planned  Par- 
enthood League,  Inc.  of  Detroit.  The  results  of 
the  study  are  reported  in  their  articles  '*A  Sex 
Informatio^n  Program  for  Sexually  Active 
Teenager^"  (1975)  and  "Contraception,  Abor- 
tion, andyVenereal  Disease:  Teenagers'  Knowl- 
edge and/the  Effect  of  Education"  (1975)1. 

The  study  sample  included  1,190  respondents 
(148  malesj^  1,042  females)  who  were  required  by 
th^  Planned  Parenthood  League  to  attend  a  dis- 
cussion session  prior  to  obtaining  medical  fam- 
ily  planning  services- 


Comments:  Though  developed  primarily  for  adc 
^  lescent  laypersons,  the  in?:trument  could  easily 
be  adapted  for  use  with  adults  and/or  profes- 

'  sional  groups.  However,  the  potentiajjxser  must 
remember  that  this  test  is  not  intended  to  be  a 
feomprehensive,  in-depth  assessment  of  sexuaL 
knowledge.   Reliability  data,  should   bs  de-^ 

,  veloped;  the  form  and  content  of  the  instrument 
suggest  that  reliability  could  be  established, 
e  with  little  difficulty.    _        ^  \  ^ 

References:    ^  \ 

Reiehelt,  Paul  A.,  and  Werley,  ^larriet  H.  A  sex 
infoririation  'program  for  sey.ually  active 
teenagers.  The  Jour^ial  of  School  Health, 
1975a,  45  (2),  100-107. 

 .  Contraception,  abortion^  and  venereal 

disease:  Teenagers'  knowledge  and  the  effect 
of  education.  Family  Planning  PerapectiveSf 
1975b,'7  (?),  8S-88.^  '        ^  .  ^ 
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Reichelt.  i^aul  4<..  and  Werley,  Harriet  H. 

SEX  KNOKLCBGE  (^TIONffflTRE 

^a^e  ircui-ever  had  serious  conversations  abc:  r  sex,  birth  control, 
pregn^acy .  o^'otr  sexuality  with:     (CIRCLE  YES  OR  iM.  FOR  EACH  PART 

OF  th£  QissTim:/  . 

Yes  No"'"'B3axir'  ^L^aram^'i?  *j 

Yes  No — i   tearwr-  or  scctoI  counselcr? 

Yes  No — t  clPTgTuan? 

Yes  No —     iacLJi'.  ? 

Yes  No — ^  miraa.?  ; 

Yes  No — a  nadife  friend? 

Yes  No — a  r?f!9Hale  frienc  ' 

Yes  No — omi?**-^'    rVrite  ir  .  .  


What  i-   th*  source        your  iuir .  ^t^on  abcir  birth  control, 

pregn^.V.  r^^"^3Bai:  se,  ir^^y?     (-^     ^  OKLY  CNE  ^SV  ^R.  ) 


'■X9 


"Lc^  .  -nags^tnes,  rweso^aper^.  nacres «  er: 
■^^44r>H€-  ^  «r-  school  -    'inseloi . 


The  foilmv  ^  ^  -ire  stsi^nsents  tisrcerniii:  hmna-  .^mality. 

For  , EACH        -  merz  answer  Zrue,     r-^lse,   rr  I Kmr^  by  circling 

-the  T  o:r  r  . .        in  front  ol  ths  sr^irement 

T  F  E     'I  a.:^^'    Know  as  irjch  as  I  xzuld  like  to  knov  Micut  birth  control. 
T  F  DK     ^;-^.*ini       a  highly  effective  method  of  birth  control. 

T  F  DK        i^irl  ran  get  pregnant  the  first  time  she  has  intercourse  (makes  Imre) 

T  F  DK    Oott^u*  after  intercourse  is  a  highly  effective  birth  control  mettend. 

I  F  DK    Smcs3»    an  live  in  the  l^ixe's  reproductive  systerr;,  for  about 
TITiwuis  (3  days)« 

T  F  DK    Q-al-Sfe-aital  sex  (moath-^serx  organ  contact)  is  a  common  practice. 

V 

T  F  DK    If  a  w"-nan  does  not  iav5E  an  orgasm  (climax)  during  intercourse,  she 
can'r  gget  pregnant. 

.T  F  DK  \i±&mr;  4al  (pulling  ov-  )  23  a  highly'  effective  method  of  birth  control. 
T  F  DK    S«l."-o^wing  sperm  can  ms^e  a  woman  pregnant. 


/ 


?  DK 
I  DK 
T  T  DK 
T  F  UK 
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VenerealL  Disease  (VII) 

Many  ca£»  of  TD  are  can^ht  by  contact  with  toilet  seats,  drinking 
fosontaiiis^  an£  swimm^m  ^lools,  • 

If  rhe  ^BnptotBBS  of  VD  ^£tjsappear  by  themselves,  no  treatHBent  is  needed*. 
Qsice  ymu"'ve  had  VD,  you  can't  get  i.t  again, 
VD  is  oot  really  dangeTcms  to  your  health. 


Minors  san  be  treated 
rheir  pwrenf«. 


VD  in  (name  o"'  state)  without  permission  from 


T  F  IK 


T  F  DK 


T  r  HE 
T  T  K 
T  F  DK 

T  F  DK 
T  F  DK 
T  F  DK 

T  F  DK 
y  F  DK 

T  F  DK 
T  F  DK 


Itopatr  ^uati:^!!  (laoTrthj-y  p^iod) 

^tenstrtaat^n  is  2  dsdirg  of  the  ui^^^cts  (womb)  to  prepare  again  for 
•poc^^ble  ipregaancy. 

worti^'i  fertile  time  (yiien  she  is^st.  likely  to  become  pragnant) 
*i:over    the  middle  of  tlae  interval  i«i^ti^n  her  menstrual  nerxods. 

Tteia^fth  Cmntrol  Till 

■^te  pill  must  bse  sropped  ^very  yeair  =r:rr  three  months. 
:The  pill  is  generally  diarwrous  to  raas. 

Xoie  piO  miay       taken  alocig  with  otaer  Tffpdl cations  withoin  decreasing 
:±t8  effectiven^css, 

Hhc  P-lll  may  be  taken  i>>?»  a  girl  who  uses  alcohol  and/or  drrags, 

mhe  pill  may  not  be  -t-^^^-^  if  the  woman  hs  a  history  of  cs-rtain  illness- 
es. 

T^e  |3Pil    IS  the  most  ^=Ll5ective  method  of  birth  control. 

'Chr  JMLasghragtt  * 

'^"^  ''ilaphrsikgm:  nust  be  %ra:n  at  all  times. 

A  diaphragm  should  be  used  only  after  having  been  fitted  for  it  by  a 
doctP^.  j 

The  effect IveTSPess  of  the  diaphragm  is  increased  when  used  with  a  cream 
or  jj^llr- 

The  diUamrsgm  cannot  be  felt  by  eith^'r  .the  jman;  or  woman  when  properly 
in  plac 


The 


Xdctibber) 


T  F  DK^  Using  s  r^ikter  can  help  .prevent  the /spread  of  venereal  disease. 


1, 
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T  F  DK    A  rubber  should  be  tested  before  use. 

r  <t'  . 

.  i  '  ^  -       .  ■  •  ^ 

T  F  DK    Rubbers  break  easily.  y  ' 

T  F  DK   The  rubber  3hduld.be  held  around  the  base  of  the  man's  penis  when 
withdrawn.  '  ..  ,  ' 

The  1.  U.  D.  (intrauterine ; device ,  such  as, the  loop  or  coil)' 

T  F  DK    The  I.  U.  D.  is  inserted  before  each  act  of  inter course (making  love). 

T  F  Dk    The  I.  U.  D.  cannot  be  felt  by  the  man  or  woman  during  intercourse. 

T  F  DK    The-I.  U.  D.  is  the  second  most  effective  method  of  birth  control. 

T  F  DK    The  I.  U.  D.  usually  works  b^-st  if  the  uterus  (womb)  has  been  stretched" 
by  a  previous  pregnancy.  , ^ 

Foams,  Creams,  h  Jellies  :  . 

T  F  DK    They  should  be  inserted  just  before  each  intercourse. 
T  F  DK    They  work  by  killing  sperm. 

T  F  DK    They  can  ba  bought  without  a  prescription 'in  any  drug  store. 

T  F  DK   Whei/^ed  with  a  rubber,  they  are  a  highly  effective  birth  control  meth- 
od* 

T  F  DK    Tiry  should  be  washed  out  with  a  douche  immediately  after  intercourse. 
Ayrtion 

T  F  DK   An  abortion  can  be  done  safely  and  easily  by  a  doctor  during  the 
first  12  weeks  of  pregnancy. 

T  F  DK    Ha-^;uig  an  abortion  will  make  the  woman  sterile  (unable  ,to.  have  children 
In  the  future).  r  ^       ..  .  ' 

'  T  F  DK    Anyone  can  tell  if  a  girl  has  had  an  abortion. 


\ 

\ 


loo 
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Client  Affective  Variables:  General 


Title:  LABOR  AND  DELIVERY  TOOL 

Author:  Agnisr,  Martha  6. 

Variables:  A  postpartum  patient's  perceptions 
of  her  labor  and  delivery  experience  and  her 
general  knowiedge  of  pregnancy,  labor,  and  de- 
livery are  the  variables  studied. 

Description: 

Nature  and  Content:  This  self-administered, 
41-item  instrument  is  divided  into  four  parts. 
Part  A  contains  two  items — one  concerning  the 
patient's  general  educational  background  and 
another  related  to  attendance  of  prenatal  clas- 
ses. Part  B  contains  five  open-ended  items.  Part 
C  contains  25  attitude  statements  related  to  the 
subject's  labor  and  delivery  experience,  and 
Part  D  contains  nine  multiple-choice  knowledge 
item.%  related  to  pregnancy,  labor,  and  delivery. 
Eight  of  the  items  have  four  answer  choices  and 
ohe  has  five  possible  choices. 

Administration  and  Scouring:  The  instrument 
requires  no  special  skills  or  provisions  for  ad- 
ministration. Directions  for  completion  of  each 
section  precede  that  section  of  the  instrument. 

The^  author  estimated  that  approximately  15 
nflnutes  were  required  for  completion  of  the  in- 
strument, though  no  time  limits' were  imposed. 

For  scoring  of  parts  C  and  D,  the. following 
information  was  provided: 

gach  item  is  scored  by  the  investigator  in  the  following 
way;  the  most , positive  answer  receives  5  points;  the 
next  most  positive  answer  receives  4  points;  the  next 
most  positvvre,  3  points,  and  down  to  1  point  for  the  least 
positive  answer.  An  emptjr  space  receives  a  zero.  For 
Part  D  a  positive  score  is  given  for  each  completely 
'   correct  answer  (Moore-Nun nally  and  Aguiar,  1974). 

No  otheriscoring  information  was  provided. 

Developmort:  ^ 

Rationale:  The  author  stated  that  the  instru- 
ment was  l^sed  upon'Greenwald's  (1968)  theory 
of  attitude  formation. 

Source  of  Items:  The  items  were  based  upon  a 
review  of  literature  and  discussions  with  nurs- 
ing staff  members,  graduate  nursing  students, 
graduate,  nursing  faculty  members,  and  a 
perinatal  nurse  specialist. 

Procedure  for  Development:  A  preliminary 
form  of  the. questionnaire, was  pretested  with 


five  patients  aind  sevem.  nrV  a^iuate  norsing  stu- 
dents.  Following  that  TjTr^:»tes;t,  r^Fvtssans  were 
made,  and,  pnor  to  its^H'^mistradoicu.  the  final 
imstrument  was  critiqanl  r'vy  a  permnsLsi  nurse 
specialist  and  an  assoc?iav  i^V'^fese^*!'  sociol- 

Reliability  a  d  Valia,  •  remnDility  data 

were  provided^ 

Content  vaiiatity  was  rsCTiflied  zo  by  having 
the  instrumenr  reviews  t  iaawie^inersons  iden- 
tified in  the  section,  Frr  ^r'^  ^foriievelopment. 
Some  evidence  of  ajmss  ,*>:t  wt^idiry  for  Part  C 
and  Part  D  is  provirieii  bjr^ouj*  viifferences  in 
the  scores  on  these  secti,<oinBs  of  two  groups  of 
subjects.  In  the  MiooTr  Nun?5ially  and  Aguiar 
(1974)  study,  mean  scciv.  ^225  women  who  had 
attended  prenatal  clas^s^  were  significantly 
higher^  (p  <  0.05)  thaxt  the  imean  scores  of  25 
women  who  had  not  attL-mdesif  f^^atal  classes. 
Prenatal  class  attendei-s  als:so  h»i  ii  significantly 
more  positive  overail  nj^fj^^v  He  t^^^^'wd  labor  and. 
delivery  (p  <  0.05)  t  men  who  had  not 

attended  prenatal  cla&t. 

Use  in.  Research:  Th^  prmenrt  and  use  of 

the  Instrunx^nt  is  der  n  M-«^>ore-Nunnally 

and  Aguiar's  (1974)  a  *^*atnents'  Evalua- 

tion of  Their  Prenatal  ^      O^vegry  Care''  and  . 
Aguiar's  (1974)  mas^^    t:iVtffs)»  r«&renced  be- 
low. 

Comments:  This  insL. .  .t  deyel6ped  by 
Aguiar  for  a  study  ned  to  "evaluate  pa- 

tients' responses  to  labor  and  delivery 

experience  based  upc^  ^  i  dance  or  nonattend- 
ance  at  prenatal  clas  ^  .d  lo  test  whether  or 
not  learnmg  took  plai  ^  tmng  the  patients  who 
attended  versus  thcsfc     \>ciidid  not. 

Work  to  establishU53r.  tialrility;  and  vajj^y  is 
needed  as  is  attenti»-  >*t:  '  other  facets  of  the  in- 
strumcint.  For  exauMpiLir,  ifbrmatiorf  is  needed 
on  the  aategorizatiiML  aain^^scoring -of  the 'open- 
ended  staetements;  iMiiig  " for  Part  C  needs  to  he 
refined — as  it  now  stanlii  Ait  would  appear  that 
no  one  would  be  assignti^^  a  score  of  2  for  an 
answer;  some  of  the  items  t>n  the  knowledge  test 
appear  t©  have  more  thaii  one  correct  answer. 
Each  of  tiie  items  shouldJi*«  critically  .tested  to 
determine  how  each  coEEsdates  with  the  total 
score.  Such  an  item  anaiysis  might  show  that 


«me  of  tfe  ii»2££  <!ould  be  eliminated.  The  in- 
5irumeirt%  <  TOTiirait  could  be  morp*  accurately 
identified dmnge  of  name,  e^.  Attitudes 
3owarf         Snowledgec.of  Pregnancy,  Labor 


Agnia^r,  A«ttha  B.  The  effect  of  prenaital  educa- 
tion iimfoi  ihe  knowledge  and  attitmdes  of  50 
mim?crtwni  women.  Unpublished  master's 
rsMBS^  l-nversity  of  Oregon,  1974. 

CrrrtTr-irkT  A.  Cognitive  learning,  coij^nitive  re- 
^  s^iiM  -  ^-yggsnasion  and  attitude  change.  In 
?  -^fgemo^^ioL  Foundation  of  Atii  :ude,  New 
\  ;ori:  Ar^aceimc  Press,  1968,  147-168. 


Moore,  D.,  and  Cook-Hubbard,  K.  Comparison  of 
methods  for  evaluating  patient  response  to 
nursing  care.  Suraing  Re^'^arch,  1975,  2U  Cv3), 
202-204.  - 

Mo-)re-Nunnal)y,  D.,  and  A^uiar,  Martha.  Pa- 
.:^erEts'  evaluation  of  their  -prenatal  and  de- 
!Tr^^  care,  \ur8ing  Research,  1974,  28 ^  (6), 
^t>H-474. 
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Dear  ^itether: 

I  ai  "Tnterested  /hfr.  — nding  out  what  you  know  and  how  you         about  your 
lalar  -emd  delivery.    Your  name  will  not  be  used  so  pleas      frank  in  you 
ariSNcrs.  '        '  ■ 


Fte^  A. 

T^ss  circle  the  l^t  vear  of  school  which  you  completed: 

arade  School  12  3  4     5     6     7  8 

High  School  9   "C  11  12 

College  13  15  16 

Graduate  17    "E  19 

PJjease  circle  the  r    ^ers  of  any  prenatal  classes  offered  at  the  clinic 
wfr^ch  you  attended 

Cites  I      Class  I"      Class  III      Class  IV      Class  V 
Part  B.    Open-Endad  Statements     '  . 

Directions:    Please  finish  the'  following  statements  with  the  first  thinf 
tfiat  comes  to  mind.' 

1.  My  labor  ajid  eeliver^  was        '  ,  

2.  During  labor  I  wish  I  had    •  _• 

3.  I  knew  I  was  in  labor  when  1^   ♦   .  ^ 


4.  The  prenatal  classes  offered  at  the  clipic  are  _ 

5.  My  mother  said  that  labor  and  delivery  wo°uld  be 


Part  C.  ■        .  „  .  . 

Directions:    Answer  each  item  in  terms  of  your  own  labor  and  delivery. 

Read  each  of  the  statements -below- and  rite  each  one  with  a 
•strong  yes' ,  :'yes'  ,  'no',  or  'strong  no.' 
Please  check  (X)  in  the  space  provided  which  reaction  comes 
"  closest  to  saying  how  you  feel  about  each  statement. 


^03 
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^ong 


1.    I  wish  I  had  been  asleep  during 
labor  and  delivery. 

2;  'The  doctor  was  always  there  when 
I  needed  him.  • .  ' 

*'3.    I  feel  badly  about  my  labor  and 
delivery. 

4.  My  husband  should  be  proud  of 
me. 

5.  'Nothing  s^ed  to  help  the 

pain.  ->  ^  ^ 

6.  I  am  not  afraid  to  have 

another -baby. 

.  .  » 

.  7.  I  was  not  sure  of  where  to  go. 
when  I  came  to  the  hospital  in 
labo|". 

8.    I  was  interested  in  reading 
the  pamphlets  given  to  me  in 
"^"^    the  clinic. 

"9.    The  pain  I  felt  was  not  un- 
bearable. 

10.    I  would  like  to  take  care  of 
iny  baby  while  in  the  hospital. 

'  11.  ,  The  delivery  room  frightened 
me.  • 

T2.    The  nurses  were  attentive. 

13.  I  asked  questions^  about  my 
progress  during  labor  and 
delivery. 

14.  I  was  well  prepared  for  my 
labor  and  delivery. 
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Strong  '  *  Strong 
Yes    -     Yes      No  No 


715.    :  wish  that  men  had  babies  to"so*> 
«.vyoinen  wQuld  not  have  to  go^ 
:^rough  labor  and  ^eli very.  . 

^  Tfc.  If 'Women  have  some  idea  of  what 
tabor  is  like,  they'll  ha^e  an 
"  easier  time. 

I  lost  control  of  myself  during 
laibor  and  delivery.  .  • 

18.    There  ir  really  nQjthirig  a  woman  . 
^      can  do  to  help  herself  duY-ing.,  ,  ^ 

labor  Bnd 'delivery.  » 

T9.    I  wish  I  had  practiced  my  y 
breathing  exercises  more  often,    ^  • 

2D.    No  matter  what  anyone  says, 
-      childbirth  is  a  very  p?iinful  • 
experience. 

■  ■  • 

^Z\.    If  I  become  piregnant  again,, 

I  will  go  to  pregnancy  classes.  ^ 

22.  No  one  t©W  me  anything  during. 

my  labor  and  delivery.  ^  / 

23.  The  doctors  and,  nurses  helped  o 
rfflTieve  my  discomfort., 

.  24.    r  wish  I  had  had  my.  baby  in 
a  private  hospital. 

25.    The  breathing  techniques 
r  'Were- a  waste  of  time.  ^ 

Part  D 


Direction:    The  following  items  or  incomplete  statements  concern  pregnancy 
labor  and  dfeiifivery.    Please  circle  the  word  or  words  that 
complete  the  statement  or  answer  the  questibn. 

1.    Your  ovary  releases  an  egg  days  before  a  menstrual  period. 


A. 

6 

B. 

10 

C. 

14 

D. 

18 

E. 

22 
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Warnina  signs  of  danger  during  pregna-ncy  are: 
J<.    vaginal  bleeding 

BV  occasiondTI  headaches  '  . 

C.  pain  in  lower  abdomen  '  .  " 

D.  blurred  vision  -       /  ,  * 

Good  dental  cjare  during  pregnancy  should  include:      ^         \  . 

A.  a  toothbrush  with  mediujn  to  soft  bristles 

B.  dental  flossing  between  teeth  before  brushing. 

C.  downward^stroke  on  upper,  te^th  ane!  upward  stroke  on  lower  teeth 
.D.    brushinig  once  each  day,  preferably  before  bed 

Good  body  mechanics:    '  , 

A.  "includes *using  your  legs  to  do  the  work  in  lifting- 

B.  includes  rising  from  becTto  one's  feet  in  on?  quick  motion 

C.  are  only  important  during  pregnancy 

D.  includes  using  your  back  to  do  the  work  in  lifting 

Breathing  techniques  used  in  early  labor  when  contractions  are  mild 
include: 

A.  tapping  out  a  song  with  the  fingertips  ' 

B.  shallow  rapid  breathing  • 

C.  -slow  deep  chest  breathing  ^ 

D.  breathing  in  through  tbe  mouth  and  out  through  the  nose 


Learning  to  relax  during  labor: 

A.,  is  only  important  for  people  planning  natural . childbirth 
6.  ^will-allow^your 'uterus  to  work  more  freely  and  efficiently 

C.  involves  practice  before  going  into  labor 

D,  is  something  that  comes  naturally  to  most  women 


Signs  of  true  labor  are: 

A.  ■  contractions  starting  in  front 

B.  contractions  regular  in  interval 

C.  contractions  stop„when  you  move  aroujid 

D.  „'- bloody  show  from  the  vagina 

It  is  important  to  use  Level  C  breathing  or  panting  in^  the  delivery 
room  because:  '  •    ,  , 

A.  uncontrolled  pushing  could  injure  the  baby  s  eyes 

B.  the  breathing  causes  the  medication  to  work  faster 

C.  the  breathing  prevents  dizziness 

D:    uncontrolled  pushing  could  cause  the  mother  to  tear. 


\ 
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i         9.  JVhesthetics  which  cause  a  loss  of  feeling  but  do  not  put  you  to  sleep 
during  labor  and  deljvery  include:  . 

A.  caudal        -  v 

B.  paracervical  . 

C.  inhalation  or  general  anesthesia 

D.  > morphine  , 


100 
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Title:  ANXIETY  DUE  TO  TERRITORY  AND 
-^ACE  INTRUSION  QUESTIONNAIRE 

Author:  AUekian,  Constance  I. 

Variable: 'The  variable  is  anxiety  which  results 
from  territorial  and  personal  space  intrusions*. 
The  author  defi'nes  these  terms  as  follows: 
Anxiety — an  experlsnce  which  can  be  de- 
scribed affectively,  such  as  ures^siness,  em- 
barrassment, or  annoyance.  - 
Territory — an  area  of  thg  hospital  room  which 
is  claime^by  the  patient. 
Personal  space — an  area  extending  outward 
to  a  distance  of  four  feet  from  the  person's 
body. 

 Intrusion — unsolicited  entrance  and  activity 

or  contact  (AUekian,  1973).  \ 

Description:  '  H 

Nature  and  Content:  This  is  a  27-item,  5-point, 
fully  anchored  rating  scale  divided  into  two 
partsTPart  I  contains  15  items  designed  to 
termine   patients'   feelings   about  territorial 
space  intrusions;  Part  11. contains  12  items  de-\ 
signed  to  determine  patients'  feelings  regarding  . 
personal  space  intrusions  by  health  care  per- 
sonnel. Each  item  refers  to  a  hypothetical  situa- 
tion, e.g.,  "Your  door  is  closed  and  a  nursing 
assistant  enters  without  knocking''  (item  1,  Part 
I);  "While  you  are  lying  in  bed,  the  nurse  leans 
"  over  you  and  you  feel  her  breath 'against  your 
—  face  as  she  talks"  (item  1,  Part  II).  For  Part  I, 
response  choices  are  (l)  pleased,  (2)  agreeable, 
(3)  indifferent,  (4)  annoyed,  anc^  (5)  very  an-' 
noyed;  for  Part  II,  response  choices  are  (1) 
pleased,  (2). agreeable,  (3)  indifferent,  (4)  uneasy, 

,  and  (5)  embarrassed.        ^  . 

Administration  and  Scoring:  The  instsftiment 
can  be  self-administered^  If  the  patient  is  unable 
to  read  or  write,  the  items  a^nd  response  choices 
may  be  read  to  the  patient  and  the  patient's 
verbal  responses  recorded  by  the  administrator. 
Administration  of  the  qu4esti6nnaire  requires 

.  approximately  20  minutes.  It  is  highly  desirable 
to  insure  that  individual  patient^s  responses, 
per  se,  do  not  become  known  to  the  health  care 
perisonnel.  \. 

The  possible  responses  to  each  item  are  given 
a  numeHcal  score  of  from  1  to  5  as  follows: 


Part  I 
Pleased — 1 
Agreeable— 2 
Indifferentr-3 
Annoyed-^ 
Very  annoyed- 


Part  JI 
Pleased — 1 
Agreeable— 2 
Indifferent— 3 
Uneasy^ — 4 
Embarrassed— 5 


According  to  the*  author,  reisponses  marked  1 
or  2  are  considered  favorable,  a  response  of^S^a 
considered  neutral  or  embodying  nb^eTnotiorial 
reaction,  and  a  response  pf  4  or  5  indicates  the  ^ 
presence  of  anxiety. 


Developm/?int: 

Rationale:  Following  Robert  Ardey's  theory  of 
territoriality,  it  is  proposed  that  an  individual's  • 
needs  for  security  and  identity  may  h€ 
threatened  by  intrusions.  Such  instrusions  may 
produce  annoyance  or  anxiety.  Similarly,  |ic-^ 
cording  to  recent  hypotheses  formulated  by 
Irene  Beland,  Kennet;j|i  Little,  and  others,  iniru-  ' 
sions  of  personal  space  (one's  body  and  im- 
mediate surroundings)  may  produce  unease  or 
embarrassment.  It  is  thought  that  patients' are 
likely  to  be  especially  affected  by  such  intru- 
sions, because  they  have  little  control  over  their 
hospital  situations  and  because  hospital  per- 
sonnel may  easily  intrude  upon  the  patient's 
territory  and  personal  spiace  in  the  course  of 
performing  routine' duties. 

Source  of  Items:  The  items  were  derived  from  * 
the  theories  of  territoriality  and  anxiety  found  ^ 
in  the.  published  literature  and  the  professional 
\  experience  of  the  author.  ,  ^ 

Procedure  for  Development:  No  information  J 
was  provided  other  than  that  the  response  al- 
ternatives for  each  item  were  carefully  selected 
on  the  basis  of  J.  R.  Davitz's  analysis  of  ter- 
minology used  to  describe  anxiety  (Allekian, 
1973). 

Reliability  and  Validity:  No  information  was 
provided.  ^  . 

Use  in  Research:  The  instrument  was  developed 
by  AUekian  for  her, study  "Intrusions  of  Terri- 
tory and  Piersonaj  Space". (1973).  The  purpose  of 
her  study  was  to  determine  whether  intrusions 
of  territory  and  personal  space  were  anxiety- 
producing  factors  for  the  hospitalized  person,  i 
Sevcntjr-six  adult  patients  in  four  metropoli- 
tan Chicago  hospitals  participated  in  the  study. 
Three  hospitals  'were  general  acute  care 
facilitiesr^the  fourth  was  an  extended  care  facil- 
ity for  long-term  patients  with  chronic  condi- 
tions. The  sample  population  for  the  study  was 
selected  according  to  the  availability  ofpatients 
who  were  lucid  and  respotisive^  not  critically  or 
sericwttply  ill;  confined  to  bed  or  room,  and  were 
willii^to  participate  in  the  study.* 

Cpmments:  Since  the  instrument  was  developed 
for  use  in  ^  particular  exploratory  studjr,  each 
researcher  who  contemplates  lising-it  should 
review  each  item  carefully  and  judge  its  quality 
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and  value  for  the  purposes  of  his(her)  prpject. 
Many  items  are  complex,  e.g.,  item  13,  Part  I, 
"The  cleaning  womaiTrearranges  your  personal 
beloBTgings.  on  the  bedside  stand  without  asking 
ypurhow  you  would  like  them  arranged";  if  the 
pauerit  responds, ./'Annoyed,"  it  could  be  an-, 
noyance  at  the  rearrangement  or  the  fact  that  it 
.was  done  without  asking.  Other  items  may  not 
be  applicable  to  all  patients,  e.g..  Hem  3,  Part  I, 
"You  prefer  to  have  your  door  closed  but  the 
nurse  always  leaves  it  open  when  she  leaves  the 
roorm";  some,  patients  may  not  prefer  to  have 
their  door  closed.  This  , problem  could  be  ad- 
dressed by  rewording  the  items  which  f^ll  into 
this  category  into  simple  declarative  sentences. 
Conceptually,  one  might' question  whether  an- 
noyance and  embarrassment  (the  response, 
choices)  can  be  equated  with  anxiety  (the  vari- 
able). 

The  reliability  and  validity  of  the  instrument 
should,  be  determined  for  any  proposed  study. 
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Alleklan,  Constance  I.  -      -  -  -  — 

ANXIETY  . DUE  TO  TERRITORY  AND  SPACE  INTRUSION  QUESTIONNAIRE  ^ 

This -questionnaire  was ^ developed  for  the  purpose  of  obtaining  Information 
as  to  how  hospitalized  people  feel  about  various  situations  that  normally  occur 
In  the  hospital.  '  ^ 

The  responses  to  the  questionnaire  will  be  confidential. 

Please  Indicate  your:  . 

age  sex       '  family  size 

.  '■  .  .  „  ■  0-  -  • 
country  of  national  origin  ■-  place  of  birth       ■  ■  

length  of  stay  In  the  hospital  

Directions;  - 

Read  each  of  the  situations  described  below.    In  the  list  of  possible 
responses  to  the  right  of  each  situation,  place  an  X  on  the  line  In  front  of 
the  word  which  best  describes  how  you  might  feel. 

Definitions:    nurse:    an  R.N.  or  an  L.P.N.  (Licensed  Practical  Nurse) 
nursing  assistant:    an  a 

Part  I 

1.    Your  door  Is  closed  and  a  nursing 
c  assistant  enters  without  knoclclng. 

.2.    While >you  are  sitting  In  your  chair, 
the  aide  sits  on  your  bed  while 
conversing  with  you. 
3.    You  prefer  to  have  your  door  closed 
but  the''  nurse  always  leaves  It  open 
when  she  leaves  your  room. 


Ide  or  orderly 


_1.  pleased  J'. 

2.  agreeable 

J3.  Indifferent 

.  annoyed 

5.  very  annoyed 


JL.  pleased 

_2.  agreeable 

*3.  Indifferent 

_4.,  annoyed 

_5.  very  annoyed 

_1.  pleased 

2.  agreeable 

"3.  Indifferent 

_4.  annoyed  . 

_5.  very  annoyed 
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4;  :The  nursing  assistant  talks  in  an 

unusually  loud  voice  while  working 

In  youi:  room. 
^.    Your  bedside  stand  is  moved  to  a  . 

position  where  it  cannot  be  easily 

reached  by  you. 
6#    The  nurse  removes  a  chair  from  your 

room  without  asking  whether  you  will 

be  using  it. 

7.  Whil^  you  ^re  lying  in  bed,  the  nurse 
bumps  the  bed  as. she  walks  by  it. 

8.  The  window  in  your  room  is  opened 

.  pr  closed  without  asking  your  ^ 
preference.  , 

9.  Without  asking  your  permission,  the 
nurse  looks  through. your  personal 
belongings  in  your  drawer, 

10*    The  window  shades  in  your  toom 

V  are  raised  or  lowered- without 

\    asking  your  preference. 
11.    The  nurse  „sits  on  your  bed  while 
talking  to  ypu. 

4  "... 

12..  An  orderly  opens  the  door  to  your 
.  room  and  enters,  without  knocking.  . 
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 _1. .  pleased 

2.  agreeable 

 ^3.  indifferent 

^  4 .  annoyed 

 ^5.  very  annoyed 

 ^1.  pleases' 

2 .  agreeable 

 ^3.;.  indifferent 

 4 .  annoyed 

 ^5.  very  annoyed 

 _1.  pleased 

 ^2,  agreeable 

 ^3.  indifferent 

 4.  annoyed 

 5*  very  annoyed 

^  1.  pleased 

2.  agreeable 
,:3.  indifferent 

 _4 .  annoyed 

 ^5 .  very  annoyed 

~~~~  r\  a 

 ^1.  pleased 

 2.  agreeable 

 ^3.  indifferent 

 4*  annoyed 

 ^5 .  very  annoyed 

 ^1.  pleased 

;  2.  agreeable 

 ^3.  indifferent 

4 •  annoyed " 

^  5  •  very  annoyed 

']  1.  pleased  ' 

 2.  agreeable 

3.  'indifferent'. 
 4\  annoyed 

 5.  very  annoyed 

1.  pleased 

 2.  agreeable 

 ^3.  indifferent 

 A.  annoyed 

■  5>  very  annoyed 

1.  .  pleaded 

2>  agreeable 

3>  indifferent 

4 .  annoyed 

'5 .  very  annoyed 
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13.  The  cleaKLng  wonan  rearranges  your 
personal  belongings  on  the  bedside 
.staid  without;^ asking  you  how  you 
would  like  them  ai^ranged^ 

14.  The  nursing  assistant  enters  your 
room  and  begins  to  move^  your  bed 
while  you  are  In  It. 

15.  The  nurse  speaks  In  an  unusually 
loud  voice  while  talking  with  you. 

.  '     -  .  • 

;  Part  II 

1.  While  you  are  lying  in  bed,  the 
nurse  leans  over  you  and  you  feel 
her  breath  against  your  face  as 
she  talks  ."^ 

2.  The  nursing  assistant  stands  close 
to  the  head  of  your  bed  when  talking* 
with  you  while  you  are  lying  down. 

3.  While  you  are  sitting  in  a  chair, 
.  the  nurse  comes  close  to  you  and 

puts  her  hand  on  your  shoulder 
while  she  talks  with  you. 

4.  tee  doctor  sits  close  to  you  on 
your  bed  whij.e  talking  to  you. 


J.,  pleased 

J!,  agreeable 

J3.  indifferent 

Ji^  annoyed 

5.  very  annoyed 


J.,  pleased 

_2.  agreeable 

J3.  indifferent 

k .  annoyed:  - 

_5.  very  annoyed 

J.,  pleased 

1 .  agreeable 

J.  indifferent 

k .  annoyed 

_5.  very  at|noyed 


JL.  pleased 

2«  agreeable 

J.  indifferent 

k%  uneasy 

5.  embarrassed 


J..  ]p  leased 

__2.  "  agreeable 

5.  indifferent 

^4.  uneasy 

^5 .  embarrassed 

J.,  pleased 

_2.  agreeable 

^3.  indifferent 

_4.  uneasy 

5.  embarrassed 


 ^1.  pleased 

 1 .  agreeable 

 ^3.  indifferent 

4.  uneasy 

5.  embarrassed 


5.    The  nursian  assistant  holds  your 


hand  for  a  few  minutes  after  ptiitti,ng 
a  thenncmeter . in  your  mouth,  . 


6,    After  asking  you  some  questions,  thi^ 
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doctor  begins  to  examine  you  by 

feeding  and  listening  to  different 

■    ■    ■     ^  •  / 

parts  of  your  body,    ^  .  V 

?•    The  nurse  administers  a  treatment 

to  a  more  personal  area  of  your  . 

body,  • 

8.  The  nurse,  holds  your  hand  while 
*    talking  with  you  about  your 

activities  for  ths  day. 

9.  Whil^  you  are  lying  in  bed,  the 
nursing  assistant  leans  over  you ^ 
in  the  process  of  making  your  bed.- 

10. v^  The  orderly  places  his  hand  on  your 
arm  while  talking  to  you . 


11,  The  doctor  takes  your  hand  in  his 
whfLe  you  are  telling  him  about  a 
pmfilesn. 

12.  The  aide  approarfies  3rnu  in  your  room 
and  puts  hex  arm  around  you  while 

V 

talking  with  you. 


1.  '  pleased 

2,  \  agreeable 
[3.  indifferent 
_4.  uneasy 

"5.  embarrassed 

1.  pleased 

agreeable 

J3.  indifferent 

"4v  uneasy 

5.  embarrassed 


1. 

pleased' 

2. 

agreeable 

3. 

indifferent  , 

4. 

uneasy 

 5. 

embarrassed 

1. 

pleased 

2. 

agreeable 

3. 

indifferent 

4. 

uneasy 

5.  . 

embarrassed 

1. 

pleased 

~~^2. 

agreeable 

3. 

indifferent 

4. 

uneasv 

 ^5-.; 

embarrassed 

1. 

pleased    ^  ^ 

2. 

agreeable 

3. 

indifferent 

.  4. 

irnedsy  . 

.  _5. 

embarrassed 

1. 

pleased 

2. 

agreeable 

3v 

indifferent  • 

4. 

uneasy 

 5. 

embarrassed 

1. 

pleased 

2. 

agreeable 

3. 

indifferent 

4. 

uneasy 

5.. 

embarrassed 

copyrighted  by  tho  American- Journ«a  of  Nurilng  Con,pany.  reprpduc.d  with  pe«l..lon  by^rt^ 
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Title:  ATTITUDES  TOWARD  CONTENT  AND 
TIMING  OF  .  SEX  EDUCATION  (SECT- 
Attitudes)  ATTITUDEIS  TOWARD  SEX  EDU- 
CATION IN  SCHOOLS  (SES-Attitudes)  Note: 
These  two  instruments  \vere  developed  to  be 
used  jointly. 

Author:  Bloch,  Doris .. 

'       ■  .  .  ■       ■  ■ 

Variables:  The  variables  measured  are  attitudes 
toward  two  partially  independent  facets  of  at- 
titudes toward  sex  education,  namely,  attitudes 
toward  the  content  and  timing  of  sex  education 
^said  attitudes  toward  sex  education  in  school. 

Description:  .  • 

Nature  and  Contentf  Esich  instrument  is  a  10- 
item,  seif-administered,  Likert-type  scale  which 
contains  attitudinal  statements  to  whiclVlhe  re- 
spondent indicates  '  whether  he(she) /agrees, 
disagrees,  or  is  undecided.  An  example  of  a 
"content*'  item  is  "Children  should  be  allowed  to 
.  see  their  pets  mate."  An  example  of  a  "timing" 
Item  is  "When  a  5-year  9ld  asks  how  babies  get 
out  of  the  mother,  Ke  should  be  told  he  Is  too 
youn^  to  know."  An  example  of  a  "school"  item 
is  "Schools  should "^ake  the  lead  in  teaching  the 
facts  of  life." 

.  '^dministratiopi  and  Scormg:  The  scales  were 
designed  to  be  self-administered;  however,  they 
can  be  read  to  the'respondent  if  the  respondent 
is"  unable  to  read.  The  respondent  circles  A  for 
agree,  D  for  disagcee,  and  U  for  undecided.  The; 
instruments  are  prescpred  (2  points  for  the  lib- 
eral or  favorable  an swerv  0  points  for  the  con- 

*  servative  or  unfavorable  answer,  and  1  point  for 
undecided);"  However,  these  numbers  should  be 

:  removed  from  the  instrumen,ts  prior  to  self- 
administration.  Each  instrument  is  scored  by  . 
-sumiTiing  the  scores-on  alHO  ?tems.-The  possible 
range  of  scores  is^rqm  0  (most. conservative  or 
.most  tinfavbrable)  to  20  (most  liberal  or  most 
favorable).  A  high  scdrei  on  the  SECT  scale  rep- 
resents "liberal  att^tud^"  and  a  low  score  rep- 
resents "conservative  attitudes."  A  high  score 
on  the  SES  .  scale  represents  "favorable  at- 
titudes" and  a  low  score  represents  "unfaVor- 
able  attitudes:"     •  '    '  .• 

The  two  instruments  may  be  adminigtered  as  ; 
one,  but  th^y  tnust  be  analyzed  separately,  since 
the   two   variables'  measured^although  "re- 
lated—are  -conceptually  and  empirically  dis- 
tinct.^ Administration  of  each  tool  requires  ap-^ 
proximately  5-10  minutes.  The  tools  were  found* 

\  suitable  for  use  with  .aduhs  of  the  whole,  spec- 

'  trum  of  socioeconomic  levels  (Bloch,  1970). 


Development: 

Rationale:  The  instruments  are  hot  based  on 
any  specific  theory.  They  are,  however,  based  on 
the  author's  hypothesis  that  the  two  compo- 
nents of  sex  education  attitudes  are  conceptu- 
ally and  empirically  distinct. 

Source  of  Items:  The  items  were  based  upon  a 
review  of  the  literature,  attitude  scales  de- 
veloped by  other  investigators,  interviews  with 
parents  with  different  beliefs  about  sex  educa- 
tion, and  interviews-with  professionals  in  health 
care  and  education. 

Procedure  for  Development:  A  set  of  160  Sex 
Education  Content  and  Timing- Attitude  state- 
merits  were  collected  to  cover  the  following  siib- 
categories:  general  statements,  statements  , 
about  male-female  anatomy,,  menstruation, 
seminal  emission,  pregnancy,  birth,  coitus,  con- 
traception, venereal  disease,  and  masturbation. 
A  ThurS|^ne-type  model  w^s  used,  but  was^npt 
considered  successful;,  however,  based  on  a 
broad  range  of  Q- values,  appropriateness  of  con- 
tent, 3implicity  of  wording,.a(nd  sound  sentence 
construction,  it  did  lead  to  the  selection  of  26 
items.         ,^  c 

To  develop  the  Sex  Education  in  Schools- 
Attitude  scale,  26  statements  were  collected  by 
adaptation  of  items  from  older  scales,  from 
•statements  in  the  popular  presVfrom  profes- 
sional journals,  and  from  interviews  with 
mothers.  ■     u  ^  ' 

The  52  items  for  the  2  components  -were  . then' 
intermingled,  pretested  with  mothers  in  a  small 
series  of  pilot  'studies,  changed,  li§^;needed,  and 
administered  to.  124  mother^^of  12^year-oldxgirls 
in  a  larger^tudy..The  data  for  .each~  component 
were.  then,  subjected  to  item^  a^  V. 

This  resulted  in  the  2  scales;^ite|t^ 
the  10  items  which  had  been  found'  to  correlate 
highest  wtlftheiiota^ 

Reliability  and  Validity:  NO:test-retest  relia- 
bility information  was  available  for  these 
instruments^  Split-half  correlations  for  the  two 
instruments  were  0,70  (SECT)  a?id  0.91  (SES), 
\  Approximately  half  of  the  respondents  had  a 
high  score  (15-20)  oh  both_  of  these  variables. 
Approximately  Iftand  20  percent,  respectively, 
had  low  scores  (0-8)  on  these  two  variables^. 
There  was  a  significant  positive  relationship  (p 
<  0.005)  between  these  two  vanables.  Howeveif, 
only  about  8  percent  of  the  variance  o^  oiie  was 
shared 'by  the  other  (r  =^p.28).' 

Use  in  Research:  The  developnient  and  use  of 
these  instrurnents  is  described  in  Bloch's  (19W) 
doctoral' dissertation  referenced  belbwl  BlocH's  .. 
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study  showed  that  the  two  components  of  sex 
.  education  attitudes  are  partially  independent:  a 
sizeable  proportion  of  mothers  with  lib^eraj  at- 
titudes toward  content  and  timing  held  unfav- 
orable attitudes  toward  sex  education  in  school, 
and  the  reverse  was  also  true.  Liberal  SECT- 
Attitudes  were  associated  with  relatively  ex- 
tensive^sex.education  practices. 

Gomments:  These  instruments  appear  to  have 
potential  for  obtaining  information  about  the 
variables  they  were  devieloped  to  measure.  They 
appear  to  he  simple,  straight-forward,  easily  ' 
administered,  and  applicable  to  a  wide  range  of 
socioeconomic  and  educational  levels.  However, 
any  potential  user  should  examine  each  instru- 
ment carefully  and  judge  its  suitability  for  . 
his(her)  study  population.  This  is  especially  im- 
portant as  far  as  words  and  terms  are  con- 
cerned. 

It  would  be  helpful  to  have  information  on  the 
•testrretest  char^acteristics  of  the  variables.  It 
would  also  be  helpful  to  have  information  re- 
tgarding  the  inter-item  characteristics  of  the 
52-item  version  of  the  instrument'.  Such  infor- 
mation could  indicate  the  presence  of  measures 
other  than  those  identified  by  the'  author,  as 
well  as  confirm  the  itefn  selection  made  by  the 
author.  - 

It  would  also  be  useful  to  haye. information 
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regarding  the  relationship  between  these  vari- 
ables and  subsequent  events  that  happened  to 
the  children  of  mothers  who  responded  to  this 
instrument.  It  would  be  useful  to  expand  this 
information  to  mother-son  and  father-son  situa- 
tions. 

Finallyi.  it  would  be  useful  to  have  results 
based  on  a  much  larger  sample -^f  parents  and 
children.  ' 

References:  . 
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in  the  sex  education  of  their  daughters.  Unpub- 
lished doctoral  dissertation,  University  of 
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Elocii,  Doris 

ATTITUDES  TOWARD  SEX  EDUCATION  - IN  SCHOOLS  (SES  ATTirJDES:) 
;  ATTITUDES  TOWARD  CONTENT  AND  TIMING  OF  SEX  EDUCJ/^ON  (SECT  ATTITUDES) 


In  order  to  learn  something  S-bout  the  opinions  s  hasre 

abqut  teaching  chlldreiv  the  facts  of  life,  we  h.  ade  up  20 

statements.    Each  one  ha,s  some  sort  of  an  opinl  i  it.  For 

each  statement  I  would  like  you  to  decide  whether  ou  agree* 
with  It' or  not,  or  whether  you  are  undecided.    So  you  have  three 

possible  answers:    li'  Agree,  2:    undecided  or  not  sute,  or  it 
dependSySnd  3:    Disagree.                 ,  " 

*  (IF  INDICATED)  .    :    -  ^ 

Read, each  statement  carefully  and  then  circle  A  for  agree,  U  for 
undfeciied,  and  D  for  disagree.  : 

•      .  .  . 

ft[F  INDICATED)    \ 

Would  you  like  me  to  read  thein  to  you  again? 

If  there  is  anything  that  is  not  clear  to  you,  be  sure  to  stop  . 
mBi  and  I  will  be  glad  to  read  it  again. 
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*       .  ATtlTDDES  TOWARD  SEX  EDUCATION  IN  SCHqOL 

»•         ''      .  :     ■         %  ....  ' 

,     ■  ^  ■    .     .  ,  ' 

^.  .    J  - — (SES  ATTITUDES) 


1. 

■  A  U  D' 
2  10 

Teaching  the  facts  of  life  in  school  is  as  important 
as  teatdrang  reading.,  writing,  and  arithmetic. 

'2. 

A  U 
2  1 

D 
0 

Children  should  learn  about  the  facts  of  life  as  part 
of  theiir jreguiar  work  in  school. 

3. 

A  U 
0  1 

D 

2  ' 

When  the  facts  of  life  are  taught  in  school*  children 
are  given  too  much  information  when  they  are  too  young. 

4. 

A  U 
2  1 

D 
0 

•    .      ..                     o       .      ■                 ^            '   _ 

When  children  . are  given  a  good  sex  education  in  schqpl, 
they  will  make  wiser  decisions  when  they  grow  up. 

5. 

A  U 
2  1 

D  - 
0 

The  facts  of  life  should  be  taught  in  school,  so  that 
children  get  the' proper  information,  ^  . 

6. 

A  U 
2  1 

D 
0 

Schools  should  take  the  lead  in  teaching  the /facts  of  • 

■  life.   ,                                                      ■'  ■  - 

■         ■  'p  .•  . 

7. 

A  U 

2.1 

D 
0 

-  xi^^To  ar%'A  o-fT-i«  ahniilrl  Vjp  tTioetheT*  "In  classes  where  the 
facts  of  life  are  taught.                                    „  • 

A  U 
0  1 

D 
2 

Teachers  are  too  overworked,  vto' teach  sex' education 
in  addition  . to  all  their  othex  duties.. 

9. 

A  U 
2  1 

D 
0 

'  If  the  facts  of  lijEe  are  tatight' in/school,  children 
learn  that  sex  is  a  normal  t^^rt  of  life. 

10. 

AT 
0.1 

D 
2 

-  Classroom  discussion  about  sex  will  stimulate  too  much 
interest  in  raw  sex.' 

,  A    »  Agree 

■  ■  J 

U    -  Undecided 


ATTITUBES  TOWARD  CONTENT  AND  TIMING  OF  5EX  EDUCATION  (SECT  ATTITUDES) 


1.  ;      '  A  U  D         Children  should  not  be  told"  about  Intercourse  until 

0  12         they  are  at  least  12  years  old. 

2,  A  up         If  a  child  of  6  asks  where  babies  come  from,  he  should 
0  i  2         be  told:    "From  God;  He  lets  a  little  seed  grow  binder 

^  mo therms  heart."  ■ 

3;  A  U  D  "-v   Children  should  be  taught  that  playing  with  themselves 

0  1 '2         is  a  bad  habit.  -  -  '  \ 

4,  .     :  A  U  D         Children  should  be  told  that  women  have  to  be  married 

'012         to  have  babies . 

'       ■  "  ^  ... 

5.  A  U  D         Children  should  be  allowed  to  see  their  pets  mate. 
•       •        2-10  , 

■  .  . 

6*.      /    A  U  D         Parents  should  teach  their  children  not  to- talk  jabout  ^ 

0  1-  2         the  fac  s  of  lif 6  with  other  children. 

:    .  ■    '  .  "    '  ^  *  '     r  .      .  . .  • 

7.  A  U  D         If  a  young  child  asks  how  the  baby  got  inside  the'mother, 

0  12.       it's  best  to  change  tfie' subject. 

.  8.  ;      'a  U  D  ^      Children  should  only  be  told  about,  the  facts,  of  life  . 
0  12         when  they  ask  questions.  " 

\    .  '        '  ■  f    ■  .      ,  '  ^  .  * 

9.'  •        A  U  D         A  chifd  who  wants  to  know  how  babies  get  out  of  the 

2  10         mother    should  be  told  the  truth,  no  matter  how  young 

\  .      he  ±s..   ^  \.        :  •        '       ■  ■■ . ■  ■  ; 

10.  *         A  U  D        'when  a  5-year-old  -asks  how  babies  get  out  of  the  motl^er, 
0.  1  2      ^  he  should  be  told  he'is  too  young  to  know.  J: 

A    =    Agree  ' 

U    =    Undecided  .  \ 

D    =    Disagree    '  /  * 


Copyrighted  by  Doris  Bloch;  reproduced  with  permission  by  the  Health  ResourcaiK  A^-mlnlatratlon. 
Fur theFlre prodiJCtit>n- prohibit ed_w^^  permission  of  copyri^t  holder.  \ 
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Title:  PARENTAL  SEX  EDUCATION  IRAC- 
TICES  INTERVIEW,  PARENTAL  SEX  EDU- 
CATION PRACTICES  CHECKLIST 

»  Author:  Blochr  Doris 

Variable:  The  Ifevel  of  sex  education  provided  by 
Eii^parent  to  a  child  is  the  variable  under  study. 

*  Level  of  sex  ediication  is  operationally  defined  by 
a  parent's  responses,  to  the  it*ems  in  the  semi- 
structured  interview  or  the  responses  to  the  ^ 
items  in  the  checkli-st,  Emphs^sis  is  cn  the  extent 

^^of-the-^]riB^tv^ teaching  rafr^  than  its  scien- 
tific accuracy.  v^^'^T'" — —  ji^  ^ 

'  Description:  , 

Nature  and  Content:  Both  the  interview  and 
the  14-item  checklist  address  three  components 
of  sex  education:  (1)  nrien'struation?  (2)  father's 
role  in  reproduction,  and  (3)  birth  control.  The 
'  interview  is  semistructured  with  specific  ques- 
tions and  probes  identified.  A  detfeiiled  scoring 
guide  for  the  interview  has  been  developed.  An 

"  example  of  an  interview  item  is:  "Have  the  two 
of  you  ever  talked  in  any  way  about  what  makes 
.  a  baby  start  growing,  about  the  father's  part  in 
having  a.  baby?"  The  accompanying  probers: 
"Have  you  ever  had  a  chance  to  talk  to  her 
about  the  sperm  or  the  seed  from  the  father?" 
On  the  checklist;  the  parent  indicates  whether 
each  subject  identified  on  the  checklist  has^  or 
has  not  yet  bee,n>discussed. 

' '  *  Ah  example  of  a  checklist  item  is:  "How  often 
women  have  a  period  and  how  long  it  lasts,"  for 
which  the  parernt  checks  either 'the  "talked 

*  about"  or  "not  yet  talked  about"  column. 

.  Administration  and  Scoring:  The  interview 
mii^t  be'condiicted  by  a  highly  skilled,  sensitive, 
jsxperienced  interviewer  in  a  quiet  place  where 
interruptions  aye  at  a  minimum.  The  interview 
waar  designedv  to  allow  tHe~  respondent  to  talk 

Jfreely;- however,  the  intervffewer  should  adhere 

*  closely  to  the"  questions  and  probes  prescribed. 
''  ^The  author  found  it  necessary  to  individualize 
.  each  interview  for  a^variety  of  reasons:  (1)  Some 

mothers  were  not  very  Verbal  ^^nd  needed  many 
prpbe§,  while  others  would  give,  a  great  deal  of 
information  in  an$wer  to  the  first  question,  ob- 
'  viatingthe  need  for  a  number  of  questions  ^nd 
—probes,  (2)  Some  mothers  were  very  uncomfort- 
able during  this  interview,  and  at  times  the  in- 
T^^rviewer^had  to.;^^         great  deal  of  tact  and 
sensitivity  into  playliTordei^to  keeiLia  mother ^ 
from  getting  too  iipset.  The  goal  at  all^imes  was- 
to  felicit  ^the  least  amount  of  information  neces- 
■  sari^  to  judge  a  mother's  i^ex  education  practices 
"'and  to  dofsbwith  a.minimal.amount  off  discom- 
fort to  the  mother: 


Since  the  interview  was  designed  to  approjd- 
mate  as?  closely  as  possible  a  Guttman  Scale,  any 
component  can  be  terminated  if  two  probes  in  a 
row  result  in  negative  answers.  Probing  further 
.  might  create  embarrassment  and  stress.  The 
'  length  of  the  interview  depends  a  great  deal  on 
the  talkativeness  of  the  respondent  and  may 
range  from  5-30  minutes.  The  interview  must  be 
practiced  before  accurate  data  can  *be  coHected. 
Extensive  notes  should  be  kept  during  the 
interview  and  should  be_  transcribed  im- 
mediately 'aftfer  the  interview.  The  author 
siiggested  that  audiotape  recording  would  be 
helpful  if  it  were  acceptable  to  the  parent  with-, 
'out-  creating  additional  discomfort.  Using  the 
three-part, scoring  guid^rovid^d  by  tfie  author, 
the  interview  content  should  then  be  scored  by 
one  or  mone  coders.  Tlie  score Jfor  eaclfTnompo- 
nent  coj:islsts  of  the  highest  leyel  reached  and 
ranges^ from  1  to  5,  with  1  indicating  a  low  level 
of  sex  education  having^  been  provided,  and  5  a 
high  level  of  sex  educf^tion  having  been  pro- 
vided. A  score  for  total  \sex  educatipn  jj^v^l  is 
obtained,  by  summing  the  three  component 
scores  and  subtracting  si  constant  of  2,  which 
results  ih  a  possible  range  of  scores  of  1  (very 
low)  to  13  (very  Jiigh).  \  1 

Coders  should  be  trained  by  practicing^n  pre- 
test data.  Coders  are  instructed  to:  ^ 

Place  a  respondent  in  the  highest  possible 
category;  for  examplej  if  it  is  clear  that  the 
parent  is  at  least  at  level^S,  but  if  there  is 
some  etvidenfi^^thafshe' has  touched  on  an 
item'^n  level)  4,  she  should  be  scored  4. 
Score  the  eMent  df  the  parent's,  teaching, 
rather  than  her  scientific  accuracy.  The 
emphasis  i;;  oh  level  of  communication 
about  sex. 

3.  Avoid  the  Wt^^        "insufficient*  data 
scpri^"  as  mucih  as  possible. 

Inl;he  study  for  which  the  tool  was  developed, 
'tHe^coderijsire  without  diffi- 

culty. No  major  scoring-probletns^eveloped,  and 
the  scoring  guide  appeared  to  be  adequate  to 
enable  the  three  coders  to  make  a  numeric 
judgment  of  the  ma|;her's  sex  education  prac- 
tices from  the  interview  data. 

The  checklist  can  be  self-administered  with- 
out difficulty  to  any  parent  able  to  read.  It  can 
also  be  administered  to  a  pa^rent  who  is  unable 
to  read  by  reading  it  t^rherChim).  ..^ 
__The  checklist  is  presfMed  iwith  M  ^ppresent- 
ing  ^^enstruatiorr  educaii^,''  F  representing 
"father's  part:education,^~4nd^^^ 
"birth  control  education/'/Eath  component_v^ 
designed  to  approach  9  GTtttman-type  scale; 


1. 


2. 


to. 
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therefore,  the  highest  item  in  each  component 
checked  "talked  about  already"  becomes  the 
score  for  that  component.  If  no  item  in  a  compo- 
nent is  checked  "talked  about  already,"  jthe 
score  for  that- component  is  1,  (The'  preceding 
symbols  should  be  removed  from  the  instrument 
prior  to  administration.) 

The  total  score  on  the  checklist  is  determined 
by  adding  the  final  score  for  each  or  the  three 
sets  of  items  contained  in  the  instrument,  and 
subtratting  2  from  the  Vesult^Ing'sum/  Since  the  . 
score  for  each  of  the  three  parts  can  range  from 
1  to  5,  the  total  score  may  range  from  1  (very 
lowf  to  13  (very  high).  \ 

Developmenjt: 

^Rationaie:  Tne  tools  were  designed  for  use 
with  mothers  of  "^1 2-year-old  giirls  largely  to  as- 
certain the  relationship  between  parentfal  at- 
titudes and  practices  in  sex  education.  Content 
was  based  upon  literature  on  sex  education  di- 
rected to  parents  and  written  by  acknowledged 
experts  in  the  field  and  on  the  author's  belief, 
regarding  what  represents  a  realistic,  achieva- 
ble level  of  sex  education  for  12-year-oId  girls. 
JThelfomponent  "menstruation"  was  chosen  be- 
cause: (1)  many  mothers  consider  it  a  vital  and 
relatively  easy  facet  of  the  sex  education  of. 
girls,  (2)  it  is  timely  for  mothers  of  12^ear-pld 
girls,  and  (3)  menstru^ition  education,  in  the  au- 
thor*s  yiej;^^,  should  definitely  be  comple'ted^  by 
age  12.  "Father's  role"  was  chosen  because 
many  parents -consider  it  the  most  difficult  as- 
pect of  sex  education.  "Birth  conti-ol"  was  cho- 
'sen- because  parental  leaching  of  birth  control 
by  age.  12  would  represent  a  considerable 
achievement  in  parental  sex  education. 

Source  of  Items:  Components  of  the  interview 
^nd  checklist  were  derived  from  the  author's 
preliminary  interviews  with  parents,  from  a  re- 
view of  the  literature,  and  from  the  author's 
professional  experience. 

Procedure/for  Developijient:  Interview:  An  ex- 
tensive: review  o{  the  literature  revealed  ^only 
one  instrument  for  the  measurement  of  the  sex 
education  practices  of  parents  (Witmer,  1929). 

The  author  felt  that  such  a  checklist-type  in- 
strument would  be  apt  to  elicit  invalid  responses 
In  that  mothers  would  be  likefy  to  over-report. 
Therefore,  the  author  decicjed  to  utilize  an 
open-ended  fntervi^w  to  elicit  information  from 
the  mother  about  her  sex  education  practices. 
.  The  interview  was  subjected  to  a  great  deal  of 
pretesting,  resulting  in  a  number  of  changes.  In 
.the  latter  part  of  the  pilot  study,  miriot  changes 
r'in  .vording  were  inadej'^but.improyement  in  datia 


collection  resulted  largely  from  the  inter- 
viewer's increasing  skill  and  from  the  use  of 
probes  where  appropriate.  ^  * 

Checklist:  In  the  latter  stages  of  pretesting  of 
the  interview,  it  was  decided  to  add  a  checklist- 
type  instrument  to  the  interview  schedule  to 
supplement  the  open-interView  method  of  ob-' 
taining  information  about  sex  education  prac- 
tices. A checklist  based  upon  the  interview 
scoring  guide  was  constructed  and  prescored  i^ 
order  to  allow  a  quick,  second  measure  of  judg- 
ing sex  education  practices.  The  mother  was 
asked  to  complete  the  checklist  immediately  fol- 
lowing the  conclusion  of  the  interview  about  her 

,  sex  education  practices.  The  response  cate- 
gories "talked  about  already"  and  "not  yet 
talked  about"  were  chosen  deliberately  Qver 
I'talked  about:  Yes— No"  in  the  hope  £hat  the. 
wording  'might,  be  less  threatening.  The 
checklist  was  not  pretested  before  it  was  used  in 
the  pilot  study;  however,  only  a  few  minor 
changes  were  made  before  it  was  used^in  final 
4ata-collection.  '  . 

The  instruments  were  designed  to  create  a 
minimum  of  distress  for  the  respondent.  ^ 

Reliability  and  Validity:  Interview:  No  data 
on  inter-interviewer  reliability  are  available. 
The  author  and  two  college  students  coded  all 
interviews   independently.^  Pearson  product- 

...  moment  correlation  coefficients  in teri-ater  re- 
liability ranged  from  0.76  to  0.^6.  Coders  agreed 
perfectly  or  differed  by  one  point  in  from  75  per- 
cent to  87  percent  of  the  cases. 

^  ,  Checklist:  No  reliability  coefficients \were  de- 
termined. 

Two  metjiods- of  measuring  the  sex  education 
practices  of  mothers  were  used  in  the  study— 
the  interview  miethod  and  the  checklist  method. . 
The  author  correctly  reports  that  the  manner  of 
administtatibnt  Glea^rly^.TT^^de  j^he^lw^vinstrur. 
ments  l^ss  than  independent  of  each  other. 
Mothers  were  asked  to  mark  the  checklist  im- 
mediaf  ely.after.  the  completion  of  the  sex  educa- 
tion practices  intervipwi.  This  clos^  association 
of  the  two  measurfes^ay  have  had  a  number  of 
consequences*  Some  mothers  probably  would 
not  want  to  contradict  in  the,  checklist  what 
they  had  said  in\the  interview;  their  checklist 
w;puld  presumably  parallel  very  closely  the;  data 
obtained  in  the  interview.  However,  other 

.  mothers,  already  tSincomfortable  after  the  prac- 
tices interview  which  had  in  many  cases  clfsarly 
elicited  inadequacies  in  their  sex  education 

•  practices^  m]ght  grasp  at  the  opportunity  of- 
fered by  tbe. checklist  to  improve  upon  the  pic- 
ture of  their  sex  education  practices  previotisly 
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presented  to  the  investigator.  This 'is  to  ^ay, 
then,  that  the  data  obtained  by  means  of  the 
checklist  were  undoubtedly  influenced  by  the^ 
preceding  interview. -R'esults' obtained  from  a' 
checklist  administered  without  a  prior  pra.ctice3 
interview  might  well  result  in  different  data. 
The  practice"  interview,  however,  was  ind^en-  , 
dent  from  the  checklist  and-fr^m  any  o^her  me»a; 
sures  included  in  the  study.  . 

Mothers  were  found  to  rate  themselves  gen- 
erally higher*on  the  jchecklist  than  the  coders 
rated  them  on  the  basis  of  the  interview  dat^. 
Over  40  percent^of  the  mothers  who  scored  **very 
low' (1-3),"  "low  (4-6),"  and.  "high  (7-9)"  on"  the 
interview,  moved  into.,the  next  highest  category 
when  scored  by  the  checklist  method. 

Having  conducted  all  the  interviews  on  a 
face-to-face  basis;  the  aiithor  felt  that  the  data ' 
obtained  by  the  interview  W|res0nfi'ewhat  more  , 
valid  th*kn  datai  obtained  by  the  cheoklist. 

Use  in  Research:  Bloch  (1970)  developed  "and 
used  this  instrument  along  with  three  others 
descftibed  elsewhere  in^S^is  compilation  (At- 
titudes  Toward  Content  and\Timingof  Sex  Edu- 
cation, Attitudes  'Toward  Sex  Education  in  . 
Schools,  and  Sex  Knowledge  Test)  for  ,  her  doc-  - 
toral  research  referenced  below: 

•    ■*    ■      •         ,     .  ' 
Comments:  These  instruments  appear,  to  have  . 

potential  for  providing.information  on  the  v.ari- 
able  they  were  designed  to  measure.  It  would  be 
helpful  to  have  information  on  the  test-retest 
characteristics  of  the  instruments.  It  would  also 
be  helpful  to  have  information  on  the  inter-item 
and  item,  variable  characteristics.  It  was. 
pointed  otit  by  the  author  that  the  items  have. 
Guttmari-type  characteristics.  This  may,  indeed, 
be  the  case,  but  it  would  be  helpful  to  have  in- 
form%|bion  that,  could  confirm  this,  and/or  that 
woula  lend  itself  to  the  development  of  alterna- 
tive procedures  for  scoring  responses. 
''It  would  be  helpful  to  have  more  information 
on  the  relationsiiijp  between  the  scores  and/or, 
.item  responsesi  on  the  checklist  as  compared 
with  those  cderived  from  the  structured  inter- 
view procedures.  The  author  indicated  that 
scores  on  the  checklist  were  higher  than  those 
derived  from  the  interview  schedule.  This  niay^  . 


be  due  to  a  number  of  pftssibilities,  including  the 
limittjd  nature  of  the  response  alternatives  used 
in^he'  checklist  as  well  as  to  differences  in  the 
/questions  asked  within  the  father  and  birth  con- 
;  ^trol  sets  of  questions.  The  author  assumed  that^ 
the  information  provided  by  the  checklist  was 
less  valid  thkn  that  obtained  from  a  structured 
interview.  It  would  Jbe  helpfu-l  to  have  more  in^ 
formation  rjegarding  the  relationship  between 
th^  vaziable  measured  by  the  checklist  and 
other  variables  •  before  such  a  conclusion  is 
reached.    '        •     '  . 

Finally,  it  would  be  helpful  to  have  additional 
infornjation  based  on  a. much  larger  sample  df 
^  respondents . selected  fr(H^,a  variety  of  com- 
munities. V  "  "  •  .  ,  - 
•  Any^potential  user  should  bxamiq^e  the  in- 
stYuments  carefuHy  to  be  certain  that  thfe  ter- 
ominology  Used  is  appropriate  for  hisCheh)  study 
population.'    T-    v:  ' 
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PARENTAL  SEX  EDUCATION  PRACTICES  CHECKLIST 


Just  to  get  a  qtjick  idea  of  what  you  and   have 

about  so  fari  I  wonder  whether  you  would  check  off  on  this  list 

tha^se  things  you  have  already  talked  about,  and  those  things  you 
haven't  .t<alked  iabout  yet.  i 

Check  "talkecj  about  already"  if  you  have  talked  ^bout  it  quite 
a  bit,  or  just  "somewhat." 

\ Check  "not  yet, talked  about"  if  you  have  not  talked  about  it  at 
all-  ^  ■ 

(ii  INDICATED) 

Would  you  prefer  if  I  read  them  to  you? 
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PARENTAL  SEX  EDUCATION  PRACTICES.  CHECKLIST 


Talked  About 


Already  ^ 

Not  Yet 

M2,    How  to  put  the  pad  and  the  belt  on  when 
'  you  i/iave  your  pcL  xoUf 

M2.  .  How  to  keep  yourself  clean  during  your 
per xou •  . 

M3.    How  often  women  have  a  period,  and  how 
±ong  XL  xasus • 

(    "  ' 

"  •  ■                                              *  ♦ 
M3*    Tha£_g±i;ls^  can.  get  pregnant  when  they 

start  menstruating. 

M4.    What  happens  inside  the  body  when  a-- 
woman  has  a  period. 

That  the  blood  feeds  the  baby  if  the 
woman  gets  pregnant,  instead  of  flowing 
out. 

F2,    That  you  need  a  man  and  a  woman  .to  have 
B  baby. 

-,F3*    that  you  need  a  sperm  (seed)  from  the 

father  and  an  egg  from  the  mother  to  have 
a  ^  Daoy • 

F4.    That  during  intercourse  the  man'  puts  his 
penis  in  the  vagina  of  the  woman. 

•   -  ■ 

F5.     How  people  feel  before  and  during  inter- 
course. " 

B2.     That  j^ople  can-do  something- to' keep  from 
getting  pregnant. 

^  / 

o 
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PARENTAL  SEX  EDUCATION  PRACTICES  CHECKLIST 


Talked  About 


.1-  ... 

..—  — — '  -   — 

Already 

Not  Yet 

B3*    That*' women  can  take  pflls  to  keep. from 
getting  pregnant. 

B4.    That  there  are  other  things  people  can  use 
besides  the  pill  to  keep  from  getting 
'  ^   ■  pregnant. 

B5..  How  some  of  .these  dther  birth  control  ^ 
methodsr.work/ 

Copyrighted  by  Doris  "Bloch;  reproduced  with  permission  by  Che  Health  Resources  Administration. 
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Bloch,  Doris- 

PARENTAL  SEX  EDUCATION  PRACTICES  INTERVIEW 
MENSTRUATION 

I  wonder  how  much  mothers^^d  daughters  talk  about  the  facts  of 

life  together:  ' 

whether  girls  ask  questions  about  these  things; 
what  kinds  of  questions  they  aski  and 
what  mothers  do  when  a  question  Is  asked. 

Let's  start  with  menstruation.^ 

.Would.yoU  :tell.me,  in.as  much  detail  as  you  can  remember,  about: 
your  own  experiences  with  c«*«y^  *  *  . 

.  I  / 

Let  me  ask  you  a  few  question)^  to  g6t  you  staVted:  ' 

Did  you  ever  talk  to  her  In  any  way  about  menstruation? 
Do  you  remember  her  eVer  asking  any  questions  about  It? 
What  did  you  do  when /she  asked?; 


MENSTRUATION  -  PROBES      /  ' 

a.  KOTEX 

At  some  time  or  another  over  the  years,,  she  has  probably  seen 
your  Kotex,  maybe  when  you  bought  It,  or  at  home.    Do  you 
remember  her  ever  asking  anything  about  that? 

/".     ■  ,  .  '  .        ,  ^  ■ 

b.  '  EQUIPMENT 

Have  you  ever  talked  to  her  about  how  to  use  the  pad  and  the 
belt,  and  how  to  keep  yourself  cljBan,  and  things  like  that? 

c.  CYCLE 

Has' anything "ever  come  up  about  how  often  women  have  a 
period,  how  many  days  It  lasts,  and  things  like  that? 

d.  PHYSIOLOGY 

Has  anything  ever  come  up  abput  what  happens  Inside  a  woman *s 
body  when  she  menstruat-ee:    where  the  blood  comes  from,  why 
the  blood  comes  out,  and  about  the  egg? 

e.  *  MENSTRUATION-PREGNANCY 

Have  you  ever  had  a  chance  to  explain  to  her  how  menstruation 
•    has  something  to  do  with  pregnancy? 
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FATHER'S  PART  • 

Now,  let's  get  Off  menstruation,  and  on  to  a  different  topic. 
Have  tlie  two  of  .  you  ever  talked  in  any  way  about  what  makes  a 
baby  start  growing-,  about  the  father's  part  in  having  a  baby? 


FATHER'  5  PART  -  PROBES 

'  a.    MAN  AND  WOMAN  NEEDED 

Has  anything  ever  come  up  about  the  fact  that  you  need  a 
father  and  a  mother  to^have  a  baby? 

b.    SPERMS  V  ■ 

Have  you  ever  had  a  chance  to  talk  to  her  about  the  sperm 
or  the  seed  from  the  father? 

^c.     SPERMS  -  PHYSIOLOGY 

.      .  Have  you  ever  mentioned  to  her  where  the-sp^rms  come  from 
and  htjw  they  come  out? 

"d.    SIMPLE  PACTS  ' 

Have -you  ever  , said  anytliing  to  her  about  how  the  sperms  get 
from  ^he  father  to  the  mother? 


e.  INTERCOURSE  "  . 
Have  the  two  of  you  ever  talked  about  how  people  have 
intercourse? 

f.  INTERCOURSE  -  .FEELINGS  ■ 

Have  you  ever  ^talked  about  what  petting  and  intercourse  is 
like,  and  how ';lt  makes  people  feel? 


g.  ILLEGITIMACY 
Has  anything  e 
married? 


ver  come  up  about  haviiig  babies  without  being 
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BIRTH  'gONTROL  . 

Does  she  know  anything  about  birth  control? 
Has  Bnythln'g  ever  come  up  about  that? 

BIRTH  CONTROL  -  PROBES 

a.  ACT  OF  INTERCOURSE    -  ^ 
Some  children  ask  whether  women  have  a  baby  each  time  they 
have  Intercourse,    Do  you  remember  whether  this  has  ever 

,   come  up  with  her?      <  i 

b.  PREVENTION  POSSIBLE 

Have  you  ever  mentioned  to  her  that  people  can  do  something 
-    to  keep  from  getting  pregnant? 

c.  '  PILL 

A  lot  of  the  girls  nowadays  hear  or  rejid  about  the  pill, 
0  Has  she  ever  said  anything  about  the  pill  to  you,  or  asked 
anything  about *lt? 

d.  CONTRACEPTIVES  ' 

Has  anything  ever  come  up  about  other  things  people  use  to 
keep  from  getting  pregnant? 
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.SCORING  GUIDE  FOR  , 
^  PARENTAL  SEX  EDUCATION  PRACTICES  INTERVIEW 


SCORING  GUID^  -  MENSTRUATION 


a*  No  coinmunication;  ,no  questions;,  questions  asked,  but  not 
answered, 

t     b.  Offers  to  answer  questions,  but  none  asked.  ,  -  ^ 

c.  Moralisms,  warnings,  admonitions,  unexplained  do's  and  don  ts.^ 

^.  Use  of  pads  and  belt ;  disposal  of  pads. 

2 '    b.  What  to  do  when  it  starts. 

c.  Menstrual  hygiene,  cleanliness,  exercise,  discomfort.  - 


a.   -Menstrual  cycle  manifestations:    frequency,  regularity, 
duration. 

3  t.    Use  of  tampons.  j  ^  4i 
c.    Relation  of  menstruation  to  pregnancy:    minimal,  no  detail. 

"You  are  a  young  lady  now,  you  can  have  a  baby. 

^ Reason  for  menstruation:    minimal,  just  touched  on. 

4  blood  is  waste;  no  menstruation  during  pregnancy; 
..  blood  is  cushion  for  baby. 

a.    Female  physiology  and  anatomy:    elaboration  of  A:  _ 
ovulation,  building  up  of ^uterine  lining,  breakdown  of 

5  'lining;  purpose  of  blood  is  to  nourish  baby,  if  pregnancy 

occurs.  ' 
h.    Relationship  of  menstruation  to  pregnancy:    more  detail. 
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SCORING  GUIDE  -  FATHER* S  RDLE^ 


 ^  .  .  ,  ^  

a.    No  coimnunlcatlon,  no  questions;  questions  asked,  but  not 
answered,  ' 
1      b.    Offers  to  answer  questions^  but  non^  asked. 

c.    Horaliisins,  warnings,  admonitions,  unexplained'  do*s  and  don'ts.« 


a*    Concept  that  a  male  is  heeded;  that  a  part  from  a  male  is  , 
needed. 

2      b.    Concept  of  unwed  motherhood:    no  detail. 


^a.    Simple  male  reproductive  anatomy:    penis,  scrotum, 
b.    Sperms:    what  they  are'^  where  they  are  made. 

3  c.    Concept  that  man  and  woman  "get  together":  -unexplained. 

d.  Concept  that  sperm  from  man  goe's  up  into  body  of  woman: 

mechanics  not  explained. 

e.  Elaboration  of  concept  of  unwed  motherhood. 

a.     Simple  fac^s  of  intercourse:    penis  enters  vagina,  sperms 
exit  from  penis. 

4  b.    Relation  of  intercourse  to  pregnancy. 


a.    More  detail  of  intercourse:    mechanics^  erection,  foreplay. 
5      b.     Sexual  feelings  before,  during,  after  intercourse, 
c.     Sexual  feelings  in  dating:    necking,  petting. 
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f  ■  «  • 

srOBTNG  GUIDE  -  BIRTH  CONTROL 


•  a.    No  conpsuttication,  no  questions;  questions  asked,  but  not 

answered. 

1     b.^  Offers  to  answer  questions,  but  none  asked.  j  j  i 

•  c.    Moralisms,  warnings,  admonitions,  non-explained  do  s  and  don  ts. 

a.  Concept  that  not  every  act  of  coitus  results  in  pregnancy.  ^ 
Z    rh..  Concept  that  people  can  do  something  to  prevent  pregnancy. 

3     a^    Concept 'of  the  pill  as  a  contraceptivfe:    no  detail. 

a.    More  detail  on  pill.  ,  - 

4b.    Reference  to  mother  using  or  not  using  pill. 

c.    Other  methods  of  birth  control  mentioned;    no  detail. 

a.    Other  methods  of  birth  control:    some  detail; 
5     b.    Reference  to  birth  control  (other  than,  pill)  used  by  mother. 


Copyrighted  by  DorH  Bloch;  reproduced  with  permission  by  the  Health  Rei.ourc°es  Administration. 
Further  reproductioh  prohibited  without  permission  of.  copyright  holder.  ■ 


130 


PSYCHOSOCIAL  INSTRUMENTS 

Title:  LONELINESS  RA.TING  SCALE  ^ 
Author:  Francis,  Gloria  M. 


123 


\ 


n 

X 


Variables:  This  scal^  is  designed  to  measure  two 
variables^  hurnan  secondary   loneliness   and  , 
.cathectic  investment.  Catheclic  investment  is/ 
seen  as  an  intervening  variable  in  the  mea^ 
sureme?it  of  loneliness  and  is  defined  conceptxi- 
ally  as  the  endowment  b^'^socfial  arfd'^pKysical  '*^' 
objects  (people  and  |hings)  with  meaning,  im^ 
port,  and  energy. 

(jathectic  investment  is  operationaliz^ed  as  fol- 
lows: 

U  A  person   seeking  .optimal  g;iratification 
finds  hi  myself  in  a  situation  which  incluctes  a . 
constellation  of  objects. 

2.  He  compares  the  objects. 

.3.  He  seeks  potential  gratification  in  certain 
of  those  objects. 
-  4.  He  ascribes  positive  significance  to  them. 

5.  Situations  in. which  he  finds  those  objects 
recur.  . . 

6.  Positive  significance  increases  and  it  be- 
comes an  emotional  investment. 

7.  He  can  verbalize  knowledge  of  his  invest- 
onents.    "        .  ^  ' 

Secondary  loneliness  is  operationalized  as  fol- 
lows: 

1.  One  has  cathectic  attachments  to  .persons 
and  things. 

2.  He  is  separated  from  them. 

3.  As  a  result,  certain  needs  go  relatively  un- 
met. ' 

4;  He  might  experience  a  vague  dysphoria;  he 
is  more  |or  less  lonely,  relative  to  the 
amount  orcathectic  investment.in  th'e  now 
separated  objects. 

5.  He  can  verbalize  awareness  of  his  subjec- 
tive dysphoria.       *  . 

Description: 

Nature  e  nd  Content:  The  i^ems  used  to  -mea- 
sure cathectic  investment  and  loneliness  are- 
part  of  a  i6-question  interview  form.  Items  1,  2, 
3,  5,  and  6  iare  indicators  of  cathectic  invest- 
menty  while  items  8,  9,  10,  11,  and  '3  are  indi- 
cators-of  loneliness.  Each  of  these  1.  items  is 
represented  by  a  five-choice  response  scale. 
Each  of  the  five  response  alternatives  is  specifi- 
cally defined.  The  specific  response  alternatives 
represent  an  ordinal  scale.  Item  2,  for  example, 
is  "About  how  much  time  would  you  say  you 
spent  there?"  This  item  provides  response  al- 
ternatives of:  (5)  practically  all  the  time,  (4)  most 
time  except  for,  (3)  hard  to  say — came  and  went, 
(2)  away  more  than  there,  and  (1)  very  little. 


This  type  of  scaling  has  the  advantage,  of 
minimizing  sill^ect  response  set,  as  it  requires  a 
response  to  spiecific  alternatives  rather  than 
only  rmmbers. 
[^r^-Adjmnistration^  and  Scoring:  The  Loneliness 
.  Ratfng  Scale  is  administered  as  an  interview 
with  only  the  subject  and  the  interviewer  pre- 
sent. It  can  be  administered  by  any  professional 
,^  health  worker,  behavioral  scientist,  or  properly 
."^  pire^j^red  student.  It  is  necessary.that  the  sub- 
ject be  -able  to  understand  the  questions  and 
respond  verbally.  The  only  problem  connected 
with  the  administration  of  the  ihstrument  was 
that  the  reflective  nature  of  the  questions" asked 
often  caused  the  subject  to  cry. 

Scores  are  computed  for  cathectic  investment 
by  simply  summing  the  responses  for  items  1,  2, 
3,  5,  and  6.  The  loneliness  score  is  computed  as 
c  the  sum  of  responses  to  items  8,  9, 10, 11,  and  13. 
Thp  numerical  range  for  each  score  is  between  5 
and  25.  :  ^ 
\ 

'  Development: 

Rationale:  The  development  of  this  instru- 
ment is  relatecf  to  the  following  conceptual 
scheme.  ■    /  . 

Individuals  have  endowed  certain  social  and 
.  physical  objects  with  meaning  and  energy.  In 
the  course  of  life  t^ey  are  separated  from  some, 
or  ail,  of  those  objects.  At  this  point  relative 
deprivation  or  {gratification  will  be  experienced 
to  the  same  intensity  with  which  the  now  sepa- 
rated objects  were  invested  with  meaning  and 
energy.  The  greater  the  investment,  the  greater 
the  deprivation  when  separated,  and  ,the 
greater  the  secondary  loneliness.  Conversely, 
the  less  the  investment,  the  greater  tb'e  gratifi- 
cation, and  the  less  loneliness  should  be  experi- 
enced. . 

The  instrument  wasdeveloped  for  the  purpose 
of  measuring  both  the  amount  of  cathectic  in- 
vestment and  loneliness. 

Scores  of^Items:  The  items  were  constructed 
based  on  information  found  in  the  work  of 
Townsend  (1957)  and  Tunstall  (1966),  and  earlier 
xesearch  by  the  instrument's  author. 

Procedure  for  Development:  The  items  as  con- 
structed by  the  author  were  included  in  trie 
questionnaire  form  along  with  open-ended 
items.  The  instrument  was.  then  used  in  a  study 
of  loneliness  amo fig  hospitalised  adults.  The  in- 
strument was  used  in  a  structured  interview 
situation  with  133  nonintensive'care  medical 
patients.  .  " 
,  Reliability  and  Validity:  Test-retest  reliabil-" 
ity  coefficients  were  computed  for  both  the 
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cathectic  investment  and  the  loneliness  scales 
on  the  basitf  of  the  scores  of  27  subjects  with  a 
^2-week,  interval  between  administrations.  Co- 
"^efficients  of  r  =U..OO  and  e  =  0.98  were  obtained 
for  the  cathectic  investment  and  loneliness 
scales,  respectively.  .  . 

The  instrument  has  content>validity  based 
upon  the  opinion  of  expert  judges.  The  author 
stated  that  the  instrunfent  has  construct  valid- 
ity based  upon  the  logical  definition  of  loneU- 
ness,  which  corresponds*  to  the  construct  the 
instrument  was  designed  to  me^ure.  Patients' 
self-ratings  of  loneliness  correlated  significantly 
(p  <'  0.02)  with  their  scores  on  the  instrument, 
which  is  additional  validity  evidence.  ^ 

Use.  in  Research:  The  development  and  use  of. 
the  instrument  are  described  in  the  author's 
doctoral  dissertation  (Francis,  1972)  and  an  in- ; 
press    article   ."Loneliness:    Measuring  th^ 
Abstract"  (Francis,  1976). 

Commeiits:  This  instrument  has  potential  for 
measuring  the  variables  it  purports  to  measure. 
Efforts  to  establish  additional  evidence  of  the 
reliability  and  validity  and  to  develop  norms  for 
the  instrument  are  underwa^by  the,  author. 
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Francis,  Gloria  M.         -    "  '  '  .    .  .  '  - 

LONELINESS  RATING  SCALE 

L  •    •  -     ■  ■  " 

Directions  to  Interviewer  r  ■  ' 

!•    Introduce  yourself.  . 

2.  State  that  the  purpose  of  the  study  is  to  determine  which  kind  pf' 
perjsdns  are  most  affected  by  separation  from'  loved  ones. 

3.  Indicate  that:  permission  from  the  .  •   ^  and  the 

•  -I  ■  have  been  .obtained. 

'  .  ■  '      J  ■    .  ^       ;   .         ■  ■    -  ' 

4.  State  that  all  information  is  confidential  and  th&t  interviewees 
are  anonymous  since  names  do  not  appear  on  forms. 

5.  Assure  the  person  that  he  does  not  h^ve  to  participate.    If  he 
cis  willing  to  participate  ask  him  to  sign  tlie  consent  form.  The 
Interview  takes  twenty  minutes.  ' 

1.    First,  about  where  you  lived  before  looming  here  .  .  .  was  it  sr:  (Circle 
number  and  enter  on  right.)  "  ^ 

House   Apartment  Room         Institution  Drift  . 

^    5      .    "  4  3.  ^  2  1   


(ci)  - 


2.    About  how  much' time  would  you  say  you  spent  there?  ^ 

Practically     Mosit  time       Hard  to  say;    Away  more  Very 
all  your  time  except  for     came  and  went  than  there  little 

 ^  ^ — — 3 — ^  2—  r- 


3.    Hoy  many  ^people  lived  with  you  in  your 


(ci) 


^More^-than  three    Three  Two   One  None 

5 '  4  3  2-  .  1 


•  (ci) 

4.    What  relations  were  they  to  you?    (  Place  number  in  space.  )  . 

Spouse      ■■  •    ^       In-laws        ;    Aunts /Uncles   ■ 

Children   Friends  \   Other  

Siblings    Grandparents      .  * 

^Hospital  Adaptation  "  . 
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This  may  be  difficult,  but  think,  with  how  many  persons,  generally, 
would- you  say  you  were  closely  attached  or  emotionally  close -When 
you  came  here?  . 

More  than  three  Three   -  Two  r    0°^  .  __No2e — _  . 


(ci) 


This  may  sound  odd,  but  did  you  have  any  special  things,  other  than 
people,  where  you  lived,  that  were  and  are  particularly  important  or 
meaningful  to  you?  - 

Many  A  few  Hard  to  say        Just  one  No  


(ci) 


What  are  the  things  or  objects  that  were  and  are  particularly 
important  to  you? 

Certain  foods  \  Recreation 

(active)  

pgtg^       ^   \  ■  New^/Phone/Mail   

Entertainment  Job/Work  _  

(passive)  ■      '  Other  _  


Now>the  questions  will  shift  to  the  hospital.    Some  people. miss  their 
homes  when  they  have  to  leave  them  .  .      do  you  miss  or  feel  particularly 
separated  from  where  you  lived  since  you  came  to  the  hospital? 

Very  Most  of  the  time;  Sort  of; 

much  so     not  always  hard  to  say    Occasionally  ^o  


(L) 


Do  you  miss  or  feel  separated  from  any  of  the  persons  you  said  you 
were  close  to  (mention  them)? 

Very  Most  of  the  time;  Sort  of; 

much  so     not  always  hard  to  say    Occasionally  No 


(L) 


Do  these  persons  visit  you  here?  ^ 

Never  '  Rarely  Sporadically  Every -other  dav  Every  day 
 5  4^  3  2  1^  _ 


(L) 


Po  you  particularly  miss  or  feel  separated  from  the  special  things 
you  mentioned  (name  them)? 

e 

Very.  Most  of  the  time;  Sort  of; 

much  so       not  always  hard  t&.  say  Occasionally      No  , 

~~r — '    t      '    3~     2  r- 


(L) 

/ 
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12.'   Now-  think  about  this  question  and  tell  me  in  your  own  words.    Try  ^o 
\-     describe  Vwhat.it  has  been  like  to  yqu  or  how' it  feels  to  you  to^tiei^   ■  . 
separated  from  the'  'people  and  things  you  were  and  are  Used  to  being>  - 
with?   -  •  •  •    •    "    /  J 


[l3. 


(If       misses  anyone  or  anything  ask)    Do  you  miss  the  people  (name** 
them')  and  things  (name  them)  worse  or  less-the  longer  you  are  here 
in  the  hospital?  !     S  * 


Much 
more 


More  except  Some  mqre;  Less  except^  Much 
for  •  •  •  soirie  Iffess      for  ,  .  ,  less 


(t^ 


14,     (If  13  rated  5  or  4. ask)    Can  you  say  why  you  miss  them  more  the  v 
longer  you  are  here,  i.e.,  why  it  gets 'worse?  . 


14A.     (If  13  rated  1  or  2  ask)    Can  you  say  why  you  uttss  them  less  the 
lojiger  you  are  here,  i.  e,,  why  it  gets  better?  . 


15,    When  will  you  be  discharged' 
Gives  a  date   \. 


It  depends  on  •  •  • 
No  idea 


16,    Would  you  say  you  experienced  "loneliness"  while  you  have  been  here  in 
the  hospital?  ^  '  « 

Very          Yes  but  it  was       Unable  to  say; 
.j-  much  so      broken  up  by  « « «    ambivalent  A  little   No 
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Kow<a  few  facjbd  a;:>out  yourself. 

17.    Are  jrou    (circle)  ^     ^  .  ^  " 

\  .-•.*.  ' 

18..  What  is  your  usual'  occupation?   


.Circle:    «      UNS  SEMI  SK  BUS/PROF 

19.    iihat  was  the  "highest  grade  of  school  or  college  yea  completed? 


,20.-    Do  you  have  a  religious  preference? 

'Circle:  T  C         .       J  Other 

21.  '   Noi^  I  will  show    you  a  card  with  income  groups  on  it.    Consider  all 

•      sources  of -family  income  for  the  year  just  past,  such  as  wages,  .social 
\-    -security,  interest,  etc.,  and  tell  me  by  number  in  which  group  your 
.•fanily  belongs.     (Check)  -  -  . 

...    "(1)    Under  $  5,00a  (4)    $  15,000  to  $  19 ,-999  _ 

<2)  °$  5,000  to  $  9,999   (5)    $.  Over  $  20,000   _ 

(3)  •  %.  10,000  to  14,999    .  .' 

•  That  waa  the  last  question.    Thank  you  very  much  for  helping  me. 

Obtain -from  hospital,  ch^rt:  ^     ,        -  ^  . 

22.  Age:  

23. '    Sex:    M        F  -  .  «  . 

*  « 

24.  Racial  group:  E  ^  W  '  ■  ^ 
g5.    Number  of  occupied  beds  in  patient's  room:     ■  ^ 


....  ■  \ 


ly 


-Copyrighted  by.  Pergamon  Pres^i  reproduced  with  permission  by  the  Health  Resources  Administration. 
Furthex}  reprdductlori  prohibited  without  permission  of  copyright  holder. 


0 


\ 


PSYCHOSOCIAL  INSTRUMENTS 


129 


Title:  gOCIAL  PSYCHOLOGICAL  DETER- 
MINANTS OF  .PATIENTS'  PERFORMANCE 
IN  STROKE  REHABILITATION 

^Author:  Hyinari,  l^Iartin  D. 

Variables:  The  instrument  was'  developed  to  as- 
"  sess  three  categories  6f  social  psychological  var- 
iables: (IX  Self'Cbncept  in  terms' of  feelings  of 
stigma  associated  with  an  illr^ss  and  low  self- 
esteem',  ^2)  Attitudes  toward  the  premorbid  life 
situation  in  terms  of  •dissatisfaction  with  a  pa- 
tient's social  roles  and  feelings  of  social  isola- 
.tion,  and  (S)  Attitudes  toward  illness  in  terms  of 
dependence  on  hospital  staff,  belief  in  super- 
-  natural  cause  of  illness,  and  derivation  of  sec- 
ondary gain  from  illness. 


Description: 

Nature  and  Content:  The  questionnaire  of  a 
total  of  29  items  contained  in  8  scales.  Eight  of 
the  nine  are  Guttman  scales  or  Guttman  quasi- 
scales,  and  most  require  the  patient  to  indicate 
his  agreement  or  disagreement  with  each  item. 

1.  Feelings  of  Stigma  related  to  illness  are  as- 
sessed by  a  3-item  scale.  For  example,  "People 
often  don't  feel  comfortable  being  with  someone 
with  an  illness  like  ftiine."  . 

2.  Self-esteem  is  measured  6y  a  4-item  seal 
adapted  from  Rosenberg's  measure  of  self- 
esteem.  A  typical  item  is  "On  the  whole  you  are 
satisfied  with  yourself."  (agree  or  disagree) 

■  3.  Satisfaction  ivith^  Occupational  Role,  mea- 
sured by  three  items  with  yarying  response  al- 
ternatives. For  instance,  "How  much  do  you  get 
a  feeling  of  accomplishment  from  the  work  you 
have.been  doing?  Wouldyou  say  it  gave.you  a  lot 
of  this  feeling,"a  little  of  this  feeling,  or  none  of 
this  feeling^"     .  ^  . 

4.  Satisfaction  with  Family  Role  consists  of 
five  items  adapted  from  the  Minnesota  Survey 
of  Opinion,  requiring  the  patient  to  indicate  his 
agreement  or  disagreement  with  statements 
such  as  "It's  hard  for  me  to  be  Ijappy  at  home." 
(agre.e  or  disagree) 

5.  Feelings  of  Social  Isolation  are  assessed  by 
two  measures,  according  to  a. published  paper, 
but  only  one  part  is  included  in  the  tool  submit- 
ted.It  is  a  4-item  Guttman  quasi-scale  modified 
froQix Dean's  measure ^of  alienation  with  items 
such  as  "I  don't  get  invited  out  by  my  friends  as 
often  as  I'd  like,"  (agree  or.  disagree) 

6.  Dependency,  oh' hospital  staff  is  measured 
by  a  number  of  items,  including  both  a  question 
and  ty/o  statements.  For  instance,  "Nurses  and 
other  staff  here  sometimes  think  I'm  capable  of 


doing  more  thin'gs  for  mysplf  than  I  really  can." 
(agree  ^or  disagree) 

7.  Belief  in  supernatural  cause  of  illness  is  a 
4-item  Guttman  quasi-scale.  The  patient  is 
asked  to  agree  or  disagree  with  statements  like 
"We  get  sick  because  we  wer^  meant  to  suffer." 

8.  Secondary  gain  in  illness  is  ia  3-item 
Guttman  scale  with  items  such  as  "When  you're 
sick  you  don't  have  to  do  some  of  the  things  you 
didn't  like  to  do  when  you  were  well."  (agree  or 
disagree) 

Administration  and  Scoring:  The  instrument 
is  used  as  an  interview  schedule  administered  to 
patients  shortly  after  hospital  admission.  Pa- 
tients must  be  able  to  understartd  the  ques- 
tions and  respond  appropriately. 

Response  to  the  two  items  related  to  Social 
Isolation  which  are  not  Guttman  scaled  are. 
combined  to  form  an  index  of  social  integration 
and  interdependence.  All  other  scales  are  scored 
by  adding  up  the  number  of  res^.onses  indicative 
of  the  trait  in  questipn.  For  instance,  agreement 
with  the .  statetnent,  "My  home  is  the  most 
pleasant  place  in  the  world,"  and  disagreement 
with  the  statement  "It's  hard  for  me  to  be  happy 
at  home,"  both  add  to  the  patient's  score  on  the 
Satisfaction  with  Family  Role  scale. 

Development:  1 
>\  Rationale:  It  is  now  widely  recognized  that 
social,  and  psychological  factors,  because  of  the 
way  in  which  they  shape  ,the,patient's  motiva- 
tion, influence  the  course  and^  outcome  of  re- 
habilitation. The  literature  siiggests  a  number 
of  social  psychological  variables  that^  may  be  re- 
lated to  rehabilitation  outcomes.  For  example,  if 
the  patient  feels  stigmatised  by  his  disability, 
the  concomitant  social  withdrawal  may  pose  an 
obstacle  to  the  translation  of  rehabilitation 
gains  into  increased  functioning  and  social  par- 
ticipation (Hyman,  1972). 

Source  of  Items:  The  Self-Esteem  scale  was 
adapted  from  Rosenberg's  Index  of  Self-Esteem^ 
the  Satisfaction  v.dth  Family  Role  scale  was 
adapted  from  the' Minnesota  Survey  of  Opinion; 
and  part  of  the  Feelings  of  Social  Isolation  scale 
consists  of  modified  items  from  Dean's  Measure 
of  Alienatioa(Hy^han,  1972), 

Procedure  for  Development:  No  details  were 
provided. 

Reliability  av^.  Validity:  Although  the  scales, 
are'  claimed  to  be  Guttman  scales,  or  iquas^i* 
scales,  they  d(j  not  meet  the  stringent  criteria 
which  Guttma'n  has  set.  The  scale  reproducibil- 
ity is  margins^!,  and  nothing  is  stated  about  iteln 
reproducibility.  More  important,  the  number  of- 
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items  is  far  fewer  iHian  the  10  which  Guttman 
regards,  as  minimally  acceptable.  Nothing  is 
stated  about  the  item  marginal  frequencies 
which  tend  to  rnake  the  coefficient  of  reproduci: 
•bility  spuriWsiy  high.  The  available  evidence 
only  shoWthat  the  coefficient  is  significantly 
different' from  zero. 

WHnregard  to  validity,  it  was  shown  that  pa- 
tmrirs  feeling  of  stigma  was  significantly  re- 
lated to  relatives'  judgments,  and  that  feelings 
of  social  isolation  was  significantly  related  to  a 
measure  of  objective  social  isolation  as  man- 
ifested in  the  patient's  living  arrangements  be- 
fore hospitalization  (Hyman,  1972).  There  is, 
hov/ever,  no  quantitative  evidence  of  validity, 
nor  is  any  information  available  on  reliability. 

Use  in  Research:  The  instrument  was  used  by 
Hyman  (1972a)  in  an  investigation  of  patients' 
self-conceptions,  attitudes  toward  premorbid 
life  situations,  and  attitudes  toward  illness  on 
motivation  and  functional  improvement  man- 
ifested during  a  program  of  rehabilitation  for 
stroke.  Functional  improvement  was  assessed 
using  the  Kenny  Self-Care  Evaluation  Scale, 
and 'motivation  Was  measured  tvidce,  with  a 
4- week  interval,  by  a  5-item  rating  scale  com- 
pleted by  the  patient's  physical  therapist.  The 
social  psychological  variables  under  considera- 
tion demonstrated  substantial  predictive  power 
both  individually  and  jointly. 

Other  aspects  of  the  study  are  discussed  in 
greater  detail  in  two  other  publications  (Hyman, 
1971;  Hyman,  1972). 

-The  author  recommends  that  the  tool  be  used 
as  a  screening  instrument  that  would  permit 
both  the  early  identification  .of  patients  likely  to 
do  poorly  in  rehabilitation  because  of  social 
'  psychological  barriers  and  the  delineation  of  the 
precise  obstacles  at  issue  in  each  case. 

Comments:  Although  the  instrument  was  origi- 
nally designed  to  measure  the  determinants  of 


patients'  performance  in_stroke  rehabilitation, 
it  may  apply  to  tjie  study  of  recovery  from  other 
types  of  illnes^as  Well.  While  the  scales  that 
constitute  the  main  part  of  the  instrun.ant  are 
sarid  to  be  Gyttman  Scales  and  Guttman  quasi- 
scales,  inspection  of- the  scales  does  not  gener- 
ally lead  to  that  conclusion,  and  further  testing 
is  indicated.  Results  of  an  initial  study  indicate 
that  scale  scores  are  related  to  independent  var- 
iables (motivation  and  performance)  in  the 
manner  suggested  by  theory,  but  quantitative 
evidence  of  reliability  and  validity  is  needed. 

The  instrument  might  be  improved  by  refin- 
ing the  items  for  more  consistency  in  wording. 
For  example,  the  ite^ms  under  "Feelings  of^ 
Stigma"  use  the  pronouns  me,  mine,  and  my;  the 
items  under  the  section  **Self-Esteem,''.  which 
follows,  uses  the  pronoun  you,  yet  both  groups  of 
items  ask  the  respondent  if  he(she)  agrees  or 
disagrees  with  each  statement. 

References: 

Hyman,  M.  D.  The  stigma  of  stroke:  Its  effedts 
on  performance  during  and  after  rehabilita- 
tion. Geriatrics,  1971,^5,  132-141. 

 Social  psychological  determinants,  of  pa- 
tients' performance  in  stroke  rehabilitation. 
Archives  of  Physical  Medicine  and  Rehabilita- 
tion, 1972,  5;?,  217-226.         '    /  ^ 

Source  of  Information: 
Dr.  Martin  D.  Hyman 
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Rockefeller  University  ^ 
York  Avenue  and  66th  Street 
New  York,  N.Y.  10021 
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Hyman,  Martin. D.  ^ 

SOCIAL  PSYCHOLOGICAL  DETERMINANTS,  OF  PATIENT'S  PERFORMANCE  IN 
STROKE  REHABILITATION  , 

-^'■W  ■     ,  I    *  /:.  '  ■  ■    '  ■   .  ■    •  ■ 

icings  lof  ?Stigma  (Agree  or  Disagree)  ..u 

 .1)   I People  often  don't  feel  comfortable  being  with  someone  with 

an  Illness- like  mine.  \<r 

2)  'Some  people  probably  look  down  on  me  because  of  my  illness. 

3)  /  Many  people  would  rather  nof  be  seen  in  the . company  of  someone 
who  has  an  illness  like  miiie. 

Self-Esteei  (Adopted  from  Morris  Rosenberg,  Society  and  the  Adolescent 

Self  Image.    Pr  nceton,  Pfinceton  University  Press,  1965)    (Agree  or  Disagree) 

1)  On  the  whole  you  are  satisfied  with  yourself . 

2)  You  are  able  to  do  things  as  well  as  most  other  people. 

3)  You  certainly  feel  useless  a:t  times. 

4)  You  feei;that  you're"  a  person  of  worth,  at  least  on  an  equal  place 
with  others.  . 


Satisfaction  with  Occupational  Role  r  u 

 1)    How  much  (do)  (did)  you  get  a  feeling  of  accomplishment  from  the 

work  (you've  been  doing)  (you  did)?    Would  you  say  it  gave  you  a  lot  of 
this  feeling,  a  little  of  this  feeling,  hone  of  this  feeling? 

2)  If  you  had  your  lif 2  to  live  again,  would  you  want  to  do  the  same 
kind  of  work  you  (are  doing)  (you  did)?    (Yes  or  No)  '  ,  a\ 

3)  Was  the  amount  of  money  (you)  (for  women:    your  spouse)  earnQed) 
higher,  the  same  or  letfs  than  what  most  other  (name  occupation)  get? 

Satisfaction  with  Family  Role  (Adopted  from  Minnesota  Survey  of  Opinions 
in  Delbert  C.  Miller,  Handbook  of  Research  Design  and  Social  Measurement, 
Sew  York:    David  McKay  Company  Inc. ,  1964,  pp.  160-172)    (Agree  or  Disagree) 

1)  It's  hard  for  me  to  be  happy  at  home. 

2)  My  home  is  the  most  pleasant  place  in  the  world. 

3)  °  It's  easy  for  me  to  become  nervous  at  home.  \ 

4)  The  joys  or  pleasures  of  home  life  are  not  as  great  as  some  pe^le 
think  they  are.  ,  ^  \ 

5)  I  am  most  satisfied  when  I  am  at  home.  \ 

Loneliness  (Adapted  from  Dwight  Dean,'  "Meaning  and  Measurement  of  Alienation," 
American  Sociological  Review.  Vol.  26  (October  1961),, pp.  753-758)    (Agree  or 
Disagree) 

1)  Many  people  are  lonely  these  days. 

2)  A  person  can  always  find  friends  if  he  himself  is  friendly. 

3)  Often  I  feel  all  alone  in^the  world.  ^  . 

4)  I  don't  get  invited  out  by  friends  as  often  as  Id  like. 
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Dependency 

1)  Do  staff  members  here  do  all  the  things  to  take  care  of  you  that 
you'd  like  them  to  do?    (Yes  or  no)?    If  no:    whait  don't  they  do  that  you'd 
like  them  to  do?    (Answers  alluding  to  Insufficient  attention  and  comfort 
were  categorized  as  Indicative  of  dependency.    All  other  answers,  and  those 
answering  "yes"  to  the  original  question,  are  scored  as  not  dependent  on 
thlB-ltcm.) 

2)  Nurses  and  other  staff  here  sometimes  think  I^m  capable  of  doing 
more  things  for  myself  than  I  really  can  (Agree,  or  Disagree) 

3)  (Adapted  from  6.  Kassebaum  and  B.  Baumanh,  "Dimensions  of:  the  Sick 
Role  in  Chronic  Illness,"  Journal  of  Health  and  Human  Behavior,  6  (Spring, 
1965),  pp.  16-27*    In  general  people  expect  too  much  from  a  person  who  Is 
sick  (Agree  or  Disagree). 

Belief  liv  Supernatural  Cause  o^  Illness  (Agree  or  Disagree) 

1)  We  are  sick  because  we  were  meant  to  suffer. 

2)  Man  deserves  the  Illness  he  gets  because  he  was  born  evil • 

3)  Illness  Is  what  God  sends  us  so  we  should  accept  It . 

4)  Sometimes  Illness  Is  God's  punishment  for  doing  wrong. 

Secondary  Gain  (Agree  or  Disagree) 

1)  When  you're  sick  you  don't  have  to  do  some  of  the  things  you  don^t 
like  to  do  when  you  were  well. 

2)  When  you're  sick  you  have  time  to  get  away  from  the  commotion  of 

life. 

3)  Often  the  only  real  rest  a  person;  gets  Is  /hen  he  Is  slck« 


Copyrighted  by  Pergamon  Press;  reproduced  with  permission  by  the  Health  Resources  Administration. 
Further  reproduction  prohibited  without  permission  of  copyright  holder.  \ 
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Title:  PSYCHOSOCIAL  PROBtEMS  INVEN- 
TORY 

Author:  Jacox,  Ada,  and  Stewart,  Mary 

.  Variables:  The  variables  measured  by  this  in- 
strument are  psychosocial  problems  that  are  as- 
sociated with  piain  .and  illness.  A  psychosocial 
pfo'blem  is  conceptualized  as  ''something  that  is 
a  sourcie  of  distress  to  a  person/' 

Descn^iotf:  .  '"^ 
_^,^B/dtwre  and  Content:  This  instrument  is  a  24- 
item  inventory.  Six  types  of  psychosocial  prob- 
.  lems  are  measured.  They  are  described  as 
problems  related  to:  feelings  of  loneliness,  fear 
of  pain,  depression,  dependency,  family,  and  vo- 
cation (Jacox  and  Stewart,  1973).  Each  of  the  six 
problem  types  is  operationalized  by  a  subset  of 
four  items.  The  items  are  in  the  form  of  state- 
merits  about  feelings  such  as  "Would  like  more 
contact  with  others."  The  subject  responds  to 
each  statement  by  choosing  one  of  three  re- 
sponse alternatives:  yes,  occasionally,  and  no. 
The  subject  is  aske^  to  choose  "yes"  if  the 
statement  describes  how  his(her)  pain  or  illness 
usually  makes  him(her)  feel,  "no"  if  it  does  not, 
and  "occasionally"  if  this  feeling  occurs  part  of 
the  time. 

Administration  and  Scoring:  The  instrument 
is  splf-administered.  For  each  item,  the  subject 
simply  circles  the  best  response  alternative. 

For  each  of  the  24  items,  a  "Yes"  is  scored  a 
value  of  2,  "Occasionally"  a  value  of  1,  and  "No" 
a  value  of  0,  The  sum' of  $ill  response  scores  pro- 
vidies  a  total  score  ranging  from  0  to  48.  Sub- 
scores  for  each  problem  type  can  be  computed 
using  the  same  method. 

Development: 

Rationale:  The  underlying  rationale  for  the 
development  of  this  instrument  lies  in  the  con-  ^ 
cept  of  pain  and  illness  being  viewed  as  a  bio- 
psychosocial  phenomenon..  Pain  and  illness  are 
considered  as  being  associated  with  ^  variety  of 
psychosocial  problems,  some  of  which  are.mea- 
sured  by  this  instrument. 

Source  of  Items:  The  authors  do  not  explicitly 
identiify  the  source  of  the  items.  However^  they 
did  mention  that  this  inventory  was  patterned 
after  one  developed  by  Wright  and  Remmers 
(1960).  .  \ 

Procedure  for  Development:  No  specific  de- 
velopmental procedure  was  reported  by  the  au- 
thors. 


^  Reliability  and  Validity:  A  split-half  reliabil- 
ity of  0.84  was  computed  for  the  Problems  In- 
ventory.-The  sample  consisted  of  H)2  hospital 
patients  (31  short-term  pain  patients,  31  long- 
term,  pain  patients,  and  40  progressive  pain  pa-  - 
tients). 

Concurrent  validity  was  tested  by  correlating  . 
the  inventory  scores  with  scores  from  other  in- 
dices. The  inventory  correlated  positively  with 
the  Neuroticism  Scale  of  the  Eysenck  Personal- 
ity Inventory  (r  =  9.43,  p  <  0.01,  n  =  97).  It  is 
also  correlated  negatively  with  a  Health  Self-^ 
Concept  Scale  (r  =  0.41,'p  <  0.01,  n  =  97). 

The  authors  reported  that  face  validity  was 
considered  good  as  judged  by  a  panel  of  three 
instructors  in  psychiatric  and  medical-sutgical 
nursing. 

Use  in  Research:  The  Problems  Inventory  was* 
developed  and  used  in  the.  study  'entitled 
"Psychosocial  Contingencies  of  the  Pain  Ex- 
perience" (Jacox  and  Stewart, ►  1973).  Other  in- 
struments used  in  the  study  included  the 
Eysenck  Personality  Inventory,  the  Modified 
Cornell  Medical  Index-J  Index,  and  the  Modified 
'Melzack  Pain  Description.  The  study  was  aimed 
at  exploring  the  psychosocial  correlates  of  pain 
and  illness. 

Comments:  The  Problems  Inventory  appears  to 
be  ieasy  to  administer  and  score.  It  might  well  be 
a  useful  tool  for  the  assessment  of  a  patient's 
psychosocial  problems  as  those  problems  relate . 
to  the  pain  and  illness  experience. 

WWle  reliability  and  validity  have  been  tested 
to  some  degree  by  the  authors,  further  explora- 
tions  into  these  areas  should  be, made.  . 

References: 

Jacox,  Ada,  and  Stewart,  Mary.  Psychosocial 
contingencies  of  the  pain  experience.  Iowa 
City,  Iowa:  University  of  Iowa,  1973. 

Wright,  G.  N.,  and  Remmers,  H.  H.  Manual  for 
the  handicap's  problem  inventory.  New  York: 
Purdue  Research  Foundation,  1960. 

Source  of  Information: 
Ada  Jacox,  R.N.,  Ph.D. 
School  of  Nursing  \ 
University;  of  Colorado  ; 
Denver,  Cblp.  80220  J 

Instrument  Copyright: 

University  of  Iowa 
Iowa  City,  Iowa  52240  ' 


ERLC 


134  .  "  •  VOLUME  1  \ 

Jacox,  Ada,  and  Stewart,  Mary  \ 

■        •.        '  .  ■ 

PSYCHOSOCIAL  PROBLEMS  INVENTORY  "  / 

WE  KNOWyTHAT  ILLNESS  AND  PAIN  MAKE  NEW  PROBLEMS  AND  ADD  TO  OLD  PROBLEMS.    HERE  IS 
A  LIST^F  DIFFICULTIES  REPORTED  BY  PEOPLE  AS  BEING  CONNECTED  WITH  THEIR  ILLNESS. 
SOME  OF  THESE"  PROBLEMS  ARE  STATED  BY  ALMOST  EVERYONE  AS  PART  OF  BEING  ILL  AND  IN 
pAlN'  OTHER 'PROBLEMS  ARE  EXPERIENCED  BY  ONLY  A  FEW."  BY  LEARNING  MORE  ABOUT  HOW 
PEOPLE'S  ILLNESS  AND  PAIN  BOTHER  THEM HOSPITAL  PERSONNEL  WILL  BE  BETTER  ABLE  TO 
HELP." 

INSTRUCTIONS;      FOR  EACH  OF  THE  FOLLOWING  STATEMENTS,  PLEASE  CIRCLE  "YES"  IF  IT 
DESCRIBES  HOW  YOUR  PAIN  AND  ILLNESS  USUALLY  MAKE  YOU  FEEL  AND  "NO"  IF  IT  DOES  - 
NOT.     IF  YOUR  PAIN  AND  ILLNESS  MAKE  YOU  FEEL  THIS  WAY  OCCASIONALLY,  CIRCLE 
"OCCAS'Y". 


1. 

WOULD  LIKE  MORE  CONTACT  WITH  OTHERS. 

YES 

OCC AS  Y 

2. 

WORRY  ABOUT  DUTIES  AND  BURDENS  AT  HOME. 

YES 

OCCAS  Y 

NU 

3. 

FEEL  DISCOURAGED  MORE  EASILY. 

YES 

OCCAS  Y 

NO 

4. 

HAVE  TO  LEAN  ON  OTHERS  TOO  MUCH. 

YES 

OCCAS  Y 

NO 

5. 

FEEL  INSECURE  ABOUT  EARNING  A  GOOD  INCOME. 

YES 

OCCAS  Y 

MA 

NO 

•6. 

FEAR  MAY  NOT  BE  ABLE  TO  GET  RELIEF  FROM  PAIN, 

YES 

OCCAS  Y 

MA 

NO 

7. 

FEEL  LONESOME. 

YES 

OCCAS  Y 

MA 
NO 

8. 

FEEL  UNSURE  ABOUT  FUTURE  HOME  LIFE. 

YES 

OCCAS' Y\ 

NO 

9. 

SEEM  TO  HAVE  GIVEN  UP. 

YES 

OCCAS 'Y 

\  NO 

10. 

FEEL  BADLY  WHEN  OTHERS  HAVE  TO  DO  SO  WH  FOR 

YES 

OCCAS 'Y  ' 

NO 

ME.'x','  . 

11. 

LOSE  CONFIDENCE  IN  WORK  ABILITY. 

YES  ■ 

OCCAS 'Y 

NO 

12. 

FEAR  HAVING  MORE  PAIN  LATER. 

YES 

OCCAS' Y 

NO 

13. 

■•a 

FEEL  ISOLATED  FROM  OTHERS.  ^ 

YES 

OCCAS 'Y 

NO 

14. 

FEEL  AM  NOT  ABLE  TO  DO  ENOUGH  -FOR  FAMILY. 

YES 

OCCAS 'Y 

NO 

15. 

FEEL  THERE  IS  NO  HOPE. 

YES 

OCCAS 'Y 

NO 

16. 

WOULD  LIKE  TO  BE  MORE  INDEPENDENT. 

YES 

OCCAS 'Y 

NO  • 

li.- 

FEAR  NOT  BEING  ABLE  TO  CONTINUE  WITH  USUAL 

YES 

OCCAS 'Y 

NO 

JOB.                                      '.  ■ 

18. 

FEAR  PAIN  MAY  AFFECT  MIND. 

YES 

OCCAS 'Y 

NO 

PSYCHOSOCIAL  INSTRUMENTS 

19.  SPEND  TOO  MUCH  TIME  ALONE.  "  YES 

20.  WORRY  about' HOW  WELL  FAMILY  IS  GETTING  ALONG.  YES 

21.  FIND  IT  HARDER  TO  FACE  LIFE.  YES 

22.  FEEL  BADLT  ATjOUT  ASKING  FOR  HELP  WHEN  NEEDED.  YES 

23.  CANNOT  BE* SURE  ABOUT  FUTURE  WORK  CHANCES.      .  YES 

24.  FEAR  MAY  NOT,  HAVE  ENOUGH  COURAGE  TO  STAND  YES 
PAIN. 
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OCCAS'Y  NO 

OCCAS'Y  NO 

OCCAS'Y  NO 

OCCAS'Y  NO 

OCCAS'Y  NO 

OCCAS'Y  NO 


\ 
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Title:    SEMANTIC    DIFFERENTIAL  FOR 
HEALTH  (SDH) 

Author:  Jenkins,  C.  David 

Variable:  The  instrument  measures  a  subject's 
beliefs  and  feelings  about  disease(s).  Beliefs  and 
feelings  about  diseases  afe  operationalized  by 
the  respondent's  perceptions  of: 

Rajte  of  attack  of  the  disease 

Association  of  the  disease  with  certain  ages 

Amount  of  pain  associated  with  the  disease 

Degree  of  recovery  possible 

Respondent's  chance  of  contracting  the  dis- 
ease ' 

Chance  of  dying  frojn  the  disease 
\      Social  acceptability  of  the  disease— clean  vs. 

dirty  y  ' 
Preventability  of  the  disease 
Speed  of  progression  of  the  disease 
Severity  of  the  disease 

Man's  understanding  and  mastery  of  the  dis- 
ease • 
Frequency  of  the  respondent's  thoughts  about 

the. disease 

Kind  oiF  people  who  contact  the  disease 
Valiie  of  a  voidance 

Frequency  of  public  discussion  about  the  dis- 
ease 

Social  acceptability  of  the  disease-confidence 
vs,  disgrace 

Descriptibn; 

Nature  und  Content:  This  is  an  application  of 
the  .semantic  differential  technique  developed 
by  Snider  and  Osgoo(4<]^969)^^ 
liefs  about  diseases.  The  interview-admin- 
istered instrument  consists  of  a  set  of  16  scales; 
each  scale  represeTits  a  continuum  between  de- 
scriptive words  or  phrases  which  elicit  percep- 
tions of  the  various  dimensions  of  a  disease 
identified  above  under  Variable. 

Administration  and  Scoring:  This  instrument 
is  to  be  administered  by  an  interviewer  familit»r 
with  the  instrument  and  its  administration.  / 
Aiter  establishing  rapport  with  the  respondent 
and  eliciting  demographic  data,  the  interviewer 
introduces  the  SDH  by^a  ijimple  example  and 
then  supervises  the  respondent  in  marking 
some  practice  scales,  to  be  certain  the  respon- 
dent comprehends  the  task.  Each  scale  is  then 
read  to  the  respondent  and  his(her)  response 
elicited  in  the  following  mtiinner:  "This  line  says: 
v^any  people  get  it.  Some  people  get  it.  A  few 
people  get^  it.  Almodt  nobody  gets  it.  Where  on 
this  line  would  you  put  (interviewer  uses  name 
of  disease  under  study)?"  The  respondent  marks 


his(her)  reply  by  pliacing  a  check  ^t  whatever 
position  on  the  continuum  he(she)  feels^best 
represents  his(her)  view. 

The  author  converted  the  responses  to  each 
scale  to  a^cuinulative  frequency  distribution  for 
each  disease.  Using  the  Kplmogorov-Smirnoff 
two-sample  test  for  frequency  distributions,  he 
then  tested. the  significance  of  the  differences 
between  distributions,  i.e.,  the  likelihood  that 
the  observed  distribution  of  perceptions  might 
be  random  samples  of  some  larger  hypotheticial 
set  of  perceptions  about  the  same  or  equivalent 
conditions  (Jenkins,  1966b). 

•  Development: 

Rationale:  The  content  of  the  instrument  was 
derived  from  theories  of  the .  dynamics  of 
health-related  behavior  (Jenkins,  1966b). 

Source  of 'Items:  The  items  were  based  upon  a 
review  of  the  literature  and  the  author's  profes- 
sional experience. 

Procedure  for  Development:  No  information 
was  provided. 

Reliability  and  Validity:  The  reliability  and 
validity  of  .the  SDH  scales  are  discussed  exten- 
sively by  Jenkins  (1964).  In  brief,  the  test-retest 
reliability  of  the  individual  items  depends  both 
on  the  jtem  and  the  disease  to  which  it  ia  being 
applied.  In  Jenkin's  (1964)  study,  the  SDH  scales 
applying  to  poliomyelitis  arid  mental  illness 
were  administered  twice  to  one  sample,  first  in 
January  and  agitin  in  May  1962.  The  raw  scores 
of  the  January  responses  were,  converted  to 
t-scores;'^hese  were-correlated  person-to-person 
with  the^'Ma^^responses  which  were  also  con- 
verted to  t-scpres.  The  reliability  coefficients 
ranged  from  0^23  to  0.56. 

Statisticians  argue,  however,  that  for  this 
type  of  test,  a  more  appropriate  approach  to  re- 
liability is  to  iise  the  squarje  root  of  the  com- 
munality  estimate  in  a  factor  analysis  as  the 
estimated  lower  limit  of  reliability,  Using  this 
approach,  the  item  reliability  coefficients  for  the 
mental  illness  ^and  poliomyelitis  scales  scores 
ranged  from  0.1^  to  0.69  with  19  of  th6  32  being 
.  in  the  0.50s  and^]0.60s.  V 

To  demonstrate  the  validity  of  an  instrument  purpprt- 
.  ing  to  meiEiBure  beliefs  arid  feelinj^  .about  a  disease  is  a 
perplexing  problem ....  Direct  proolTs  of  validity  cannot 

'  be\ offered.  The  most  conclusive  answer  to  the  question 
of  validity  will  be  Whether  present  and  future  inferences 
from  the  SDH  data  can  lead  to' new  insights  into  the 
nature  of  human  beliefs  and  feelings  and  whethier  this, 
in  turn,  can  be  translated  into  more  effective  health 

.    planning  (Jenkins;  1964).  ^ 

Use  in  Research:  This  instrument  itself,  and 
adaptations  of  it,  have  been  widely  used -in 


^  PSYCHOSOCI/ 

health-related  research.  The  author  used  the 
.  instrument  to  investigate  the  beliefs  of  436  resi- 
dentgy;vaged  20  to  39  yeara.  of  age,  of  a  large 
urbinj^c  concerning  tuber- 

cul6siS;  poliomyelitis,  cancer,  and  mental  illness 
(Jenkins,  1966b). 

Antonov^ky  (1972)  used  an  adaptation  of  the 
SDH  to  study  the  images  of  cancer,  heart  dis- 
ease, mental  illness,  and  cholera  held  by  the 
urban  Jewish  population  of  Israel. 

Comments:  This  instrument  offers  a  useful,  al- 
ternative approach  to  the  usual  survey-type 
information-gathering  techniques.  As  thet  au- 
thor-pointed out: 

The  semantic  differential  and  the  SDH  do  not.  assume 
that  the  verbal  labels  have  the  same  meaning  or  impli- 
r^^.ations  for  all  respondents.  The  SDH,  like  most  semantic 
differential  research,  does  not  assign  an  a  . priori  defini- 
tion to  words  but  rather  defines  them  a  posteriori  in 
terms  of  the  way  persons  respond  to  them  (Jenkins, 
.  1966b). 

Anyone  considering  using  this  instrument 
should  consult  the  author's  references  listed  be- 
low, as  well  as  Osgood  et  al.,  (1957)  and  Snider 
*  and  Osgood  (1969). 
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Division  of  Psychiatry 

Department  of  Behavioral  Epidemiology 

School  of  Medicine 

Boston  University 

Boston,  Mass.  02215 

Instrument  Copyright:  None. 
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Jenkins,  C.^ David 

SEMANTIC  DIFFERENTIAl  FOR  HEALTH  (SDH) 


NAME: 


SUBJECT  NUMBER: 


INTERVIEWERf 


A.    MANY  PEOPLE 

GET' IT  - 


SOME  PEOPLE 
GET  IT 


DATE: 


INTERVIEW:  PRE 


POST 


A  FEW  PEOPLE 
GET  IT 


ALMOST  NOBODY 
GETS  IT 


t       ■       t       1   1^_J  1  L 


'       J       J       *  i—i  1  1  -«- 


B.    THIS  IS  USUALLY  A  DISEASE  OF, 
/BABIES     -CHILDREN  TEENAGERS 


YOUNG 
ADULTS 


MIDDLE 

*  ,  AGE 


VERY  OLD 
■  PEOPLE 


I       ■  I    "  I  _L 


'      '       I  L 


J  _l  L 


J  L__L 


IS  EXTREMELY 
PAINFUL 


CAUSES 
MUCH  PAIN 


\  r  I  I — I— I — L 


D.    PEOPLE. RECOVER 
-■'FULLY 


CAUSES  SOME  CAUSES. LITTLE  ■  CAUSES  VERY 
PAIN  PAIN  BUT  JS    LITTLE  DISCOMFORT 

UNCOMFORTABLE 


I       I  L 


J_ 


J—J. 


J. 


p¥0PLE  RECOVER 
BUT  ARE  WEAKER 

/ 


'      «      I      I  L 


I      I  U 


PEOPLE  HAVE  PEOPLE  HAVE  OB- 

PEFMANENT  VIOUS  PEBMANENT 

MINOR  BODY  DISABILITY 

DAMAGE  .                     ,4,.  . 

■      '     I    'I  L — I  11 


E.  USUALLY 

CAUSES  DEATH 


OFTEN  \ 
CAUSES  DEATH 


SOMETIMES  RARELY 
CAUSES  DEATH  CAUSES  DEATH 
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F.  CLEAN 


SORT  OF 
CLEAN 


SORT  OF 
DIRTY 


DIRTY 


-■.•.■.•:-\     ■  -i:.  . 

I  -I  1— L 


'III  I  L 


I      11      I      »  I  I  L__J  L_l 


G.    NOTHING  CAN 
■    PREVENT  IT 


HARD  TO 
PREVENT 


CAN  BE  PREVENTED  EASILY 
WITH  A  LITTLE  EFFORT  PREVENTED 


■         '       lit  I       I       I  1  1  1  L 


X  L  l_l  \  1— L 


H.    A  FAST-MOVING  DISEASE 


■       '  l—J  L 


.    A  "POWERFUL"  DISEASE 


J  L 


J.  A  laspRY 


A  SLOW-MOVING  DISEASE 


■      I  I      I  I  I  L^_i  L 


J  I 


A  "MILD"  DISEASE 


J  I       >  L 


t       »  I  J  » 


SOMETHING  IS  KNOWN 
ABOUT  IT 


WELL. 
UNDERSTOOD 


1  '  "  '  ^  «       ■  L  L—J  L 


t       I       11  I  1  L  J  1  L 


Ki     I  THINK  ABOUT 
IT  OFTEN  \ 


I  THINK  ABOUT 
IT  SOMETIMES 


I  THINK  ABOUT 
IT  OCCASIONALLY 


I  NEVER  THINK 
ABOUT  IT 


J  L 


I     \' — r     I  1_|  1  L 


'     I     «      '  I  L 


L.    ATTACKS  MOSTLY 
GOOD  PEOPLE 


ATTACKS  MOSTLY 
BAD  PEOPLE  ■     '  ' 
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M.    TO  GET  HID  OP  IT,  I'D  GIVE! 


A  DAY'S  PAY 


A  WEEK' S  PAY 


A  MONTH'S  PAY         A  YEAt'S  PAY 


I       ill      I      I      I  J  I  I  1 —  1  L— J  ^ 


J  L_I 


N.    OFTEN  TALKED  ABOUT 


SOMETIMES  TALKED 
ABOUT 


OCCASIONALLY  .  ALMOST  NEVER 
TALKED  ABOUT         TALKED  ABOUT 


i       1       t       11       i       I  I  J_  »  J  1  1  1  1  1 — -I  -J  J— — 1 

Ik"  .  ■  '  ■  ' 

t  ■  .  .  ■  \ 

0.    PRbUD  ACCEPTABLE  EMBARRASSED  DISGRACED 

■        .      t      I      I  I  L  I  I  >       1     J      I  1  1  J  l—L  1  L_  » 


4 


\ 


o 

ERIC 


^48 
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Title:  PATIENT'S  PERCEPTION  SCALE 
Author:  Palmier,  Irene  S. 

Variable:  The  Patient's  Perception  Scale  mea- 
sures ah  adult  patient's  perceptions  of  impend- 
ing general  surgery.  , 

Dttcriptioii: 

:  Nature  and  Content:  This  sell^-report  rating 
scale  contains  .46  statements.  The  items  are 
groupied  into  13  c&tegories.  The  ciategories  and 
the  number  of  items  in  each  are  as  follow*:  (1) 
confidence  in  the  abifity  of  the  jfamily  to  main- 
tain itself— 4  items,  (2)  faith  in  God— 3  items,  (3) 
skill  and  competence  of  physician,  hospital,  and 
staff— 7^  items,  (4)  bbdy  integrity— 3  items,  (5) 
acceptance  of  the  need  for  surgery — 4  items,  (6) 
financial  security— 1  item,  (7)  understanding, 
acceptailce,  and  support  of  others — 4  items,  (8) 
dependency-independency  relationships — 7 
items,  (9)  postoperative  living  patterns— 3 
items,  (10)  expectations  about  surgery— 2  items, 
(ll)^elf-awareness— 1  item,  (12)  anesthesia— 2 
items,  and  (13)  painful  procedures— 5  items. 

Responses  are  on  a  Likert-type  scale  with 
choices  of:  strongly  agree,  agree,' undecfdeji^ 
disagree,  and  strongly  disagree.  ' 

Admifiistration  and  Scoring:  No  special  ar- 
rangements are  necessary  for  administration  of 
the  scale  other  than  it  te  planned  for  a  time 
when  there  are  minimal  interruptions  for  the 
"patient.  Directions  precede  the  first  item  on  the 
form  as  do  explanations  of  the  answer  choices. 
Respondents  are  urged  to  check  all  statement- 
It  takes  approximately  15  minutes  to  complete 
'the  scale,  though  no  time  limits  are  imposed. 

;Scores  are  assigned  to  answers  as  follows: 
strongly  agree  =  S  points,  agree  =  4  ppints,  un- 
decided'=  3  poin^ts,  disagree  =  2  points,  strongly 
disagree  =  1  point.  Scores  are  summed  to  pro- 
vide a  total  score  for  each  respondent.  The 
range  of  possible  scores  is  46  to  23i)  with  a  score 
of  230  indicating  strongly  favorable  perceptions 
toward  impending  surges  and  a  score  of  46  to 
^91  indicating  strongly  unfavorable  perceptions 
tpwjard  the  surgepy.  Between  those  extremes, 
scores  ranging  between  184  and  229  are  inter- 
preted as  indicative  of  "favorable  perceptions 
tbward  surgery/ -  those  between  138  and  183  as 
^'undecided/'  and  those  between  92  and  li37  as 
"unfavorable  perceptions  toward  surgery." 

Development:  : 

Rationale:  The  instrument  was  not  based' on 
any  specific  theory. 
.Sourci  of  ltemar  Td  assure  their  representa- 
'^tir^ness,  items  for  possible  incorporation  were 


solicited  from  many  available  sources,^ These  in- 
eluded:  (1)  personal  observation  and  experience 
of  subject-matter  experts,  (2)  appropriate  litera- 
ture, (3)  peers  who  could  provide  rielevant  con- 
tent input,  (4)  students  in  undergraduate  and 
.  graduate  classes  at  a  locakuniversity,  (5)  nurs- 
ing students  in  a  diploma  school  of  nursing,  (6) 
nursing  personnel  in  hospitals,  and  (7)  the  gen- 
eral^public, 

Procedureybr  Develop^ient:  From  the  sources 
identified  above,  3,000  sugge^ons  for  'items 
were  obtained  and  categorized.  Four  broad  gen- 
eral categories  of  items"  were  identified: 
psychological;  sociological,  bidphysiological,  and 
transcendental.  Statenlents  in  these  brosyi  gen- 
eral categories  were  reviewed,  the  categories*, 

"were  refined  to  adhere  more^closely  to  the  basic 
ideas  in  the  statements,  and  the  13  categories 
identified  above  under  Nature,  and  Content 
were  developed.  Simple,  clear,  concise  sj^ate- 

"ments  which  expressed  the  basic  ideas  of  the 
suggested  items  were  prepared.  These  state- 
ments were  edite^d  t(>  assure  a  positive  tone  in 
order  to  avoid  generating  stress  and  to  refine 
them  so  that  none  contained  more*  than,  one 
thought.;  Each  item  was  also  stated  in  such, a 
'  '  way  that  it  could  be  endorsed  o^  rejected  b^  the^ 
respondent  in  accoMance  with  the  respondent's 
agreement  or  disagreement  with  the  concept. 

Reliability  aftdyalidiiy:  A  7l-item^e^sian.of 
the  scale  was  administered  to  50  hospitalized 
adult  p'atients  who  were  scheduled  for  general . 
surgery.'  ...  »  * 

Using  the  Kuder-Richardson  split-half  ^eth« 
od,  a  reliability  coefficient  of  4-0.884  was  ob- 
tained. Using  the  Spearman-Brown  prophecy 
formula,  a  reliability  coefficier^t  of  4-0.939  was 
obtained.  - 
To  establish  c'ohtent  validity,  the  scale  wa? 
.  submitted  to  a  panel  of  three  judges  who  held 
earned  doctorates  and  were  considered  experts 
in    their    respective  fields — medical-surgical 
-   nursing,  psychiatric  nursing,  and  nursing  re- 
search. Only  those  items  on  which  there  was 
100-percent  agreement  of  judges  wei'e  retained. 

Following  administration  bf  ,the  71-item  scale 
to  50  patients,  jtem-test  homogeneity  values 
were  calculated  using  a  formula  for  quintiserial 

^  correlations.  Forty-six  of  the  original  71  items 
hadt  values  which  equaled  or  exceeded  the^.0()l 
level  of  significance.  These  statements  were 
selected  for  inclusion  in  the  instrument. 

Use  in  Research:  Palmer  (1963)  developed  and 
used  the  instrument  in  her  study  referenced  ber 
low.  Silva  (1976)  adapted  the  instrum^t  for  her 
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siudy,  "The  Effect  of  Orientation  Information 
on  Spouses'  Anxiety  and  Attitrade  Toward  Hos- 
pitalization and  Major  General  Surgery/' 

Comments:  The  scale  is  .constructed  in  sihiple, 
meamngful  language  and  is' easy  and  simple  to 
administer.  The  category  to  which  each  ltem\be- 
longs  is  indicated  on  the  scale.  The  systematic, 
methodblogicfilly  sound  steps  by  which  it  was 
developed  are  impressive  and  all  too  rajre.  How- 
ever, since  the  items  are  stated  in  a  pogitive^ 
manner,  there  is  some  hazard  of  response  set  on 
the  part  of  the  respondent.  Anothfer  problem  is 
that  there  are  very  few  items  in  many  of  the 
cate5<ories.  For  exampfe,  categories  VI,  XI,  and 
XII  contain  only  one  item  each. 

As  should  be  done,  Silva  (1976)  entabHshed  thie 
validity  and  reliability  of  the  adapted  instra- 
inent  for  her  setting  and  sample  before  proceed- 
ing with. her  study.  ^ 

References: 
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Palmer,  Irene  S.  \  . 

PATIENT'S  PERCEPTION  SCALE 

Dirt ct ions s 

The  following  pagei  contain  some  sCatemcnts  indicating  how  paciencs  feci 
.  atouc  being  operated  upon.    There  are  no  righc  or  wrong  answers  co  chtse  sCaCe- 
acnc's.    Lec  your  own  personal •  feelings  decermine  your  lanswers.    Please  answer 
every  staCctn^nt*    Please  check  whether  ydu  strongly  agree,  agree,  are. undediced, 
disagree/  or  strongly  disagree  with  each  sCaCemenC, 

Checking  a  statement  strbnglv  agree  means  that  yov  definitely  and  emphatically 
agree  with  the  statement,    You  are  really  sure  of  your  agreement  .with  it. 

---V  If  you  definitely  disagree  and  have  no  doubt  about  your  disagreement  with  the 
Statcacii^.  check  strongly  disagree. 

If  you  are  not  really  sure  about  how  you  feel  about  a  statement,  check 
undecided.  •  ^ 

If  you  agree  with  the  statement  generally,  but  are  not  completely  .emphatic 
and  very  sure  about  it',  check  agree. 

If  you  disagree  with  the  statement,  but  are  not  really  emphatic  in  your 
disagreement,  check  disagree.  ^ 

EXAMPLE:  -       /                           .  . 
Surgical  operations  have  Impro.ved  so  much  in  the  past  several  years. 
Strongly  agree  ,  Agree  ,  Undecided  ,  Disagree  ,  Strongly  disagree  . 

Checking  this  statement  strongjv  agree  means  that  YOU  are  very  sure  that 
surgical  operations  have,  improved  a  great  deal  in  the  past  si^veral  years.*    If  you 
definitely  and  emphatically  believe  that  surgical  operations  had  not  improved 
€>'      -.much  in  the  past  several  years,  you  would  have  checked  strongly  disagree. 


IX     I4      Soon  I  am  going  to  be  able  to  do  all  the  things     used  to  do. 

Strongly  agree        Agree      /  Undecided        Disagree        S^iron^ly  disagree_^,^ 

I.     2. '  *  ^he  people  who.  are  closest  to  me  in  my  family  can  take'  this  in  their  stride. 

Strongly 'a'gree^  ,  Agree  .  Undecided        Disagree        Strongly  disagree^^_^ 

VIII  3.      I  cxn  be  up  and  doing  things  for  myself  in  a  few  days. 

Strongly  agree  .  Agree        Undecided'     .  Disagree        Strongly  disagree__ 

V      4.      Surgery  is  a  quick  way  to  get  well;', 

^  Strongly  agree  .  Agree        Undecided      .  Disagree        Strongly  diss gree^^^ 

ill    5,     Surgery  is  much  safer  today  than  it  was"  in] my  parents'  time.   

\  Strongly  agree  ,  Agree^  ,  Undecided .    .  Disagree^^.  Strongly,  disagree^^ 

Xin  6,     The  staff  help  make  people  comfortable  when  they  have  pajLn. 

Strongly  agree  ,  Agree        Undecided        Disagree.        St?:ongly  disagree 

IV  '  7.     The  thought  of  having  an  incision  does  not  upset  me. 

Strongly  agree  ^   »  Agree.    ,  Undecided      «  Disagree      .  Stronlly  disagree_ 
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I 

8. 

III 

9. 

XII 

10. 

X 

11.. 

VI 

12. 

nil 

13. 

I 

14. 

VIII 

15. 

II 

16. 

III 

177 

V 

18. 

VIII 

19. 

V 

20. 

VII^ 

21. 

XII, 

22. 

III 

23. 

V 

24. 

VIII 

25. 
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My  Iffltttdiatt  family  know*  how  to  manage  while  I  am  in  the  hospital. 
Strongly  agrae  ,  Agr2«  »  Undecided_^,  Disagree  ,  Stronj^ly  disagree  

Hospitals  are  the  best  place  to  be  when  you  are  sick.  ' 

Strongly  agree  ,  Agree^,  Undecided  ,  Disagree  ,  Strongly  disagree  

With  Cod's  help,  this  operation  is  going  to  restore  my  good  health. 
Strongly  agree  ,  Agree  c    ,  Undecided_^  Disagree  ,  Strongly  disagree  

I  know  what  is  going  to  happen  to  me.  , 

Strongly  agree  /Agree  /Undecided  ,  Disagree  ,  Strongly  disagree  

Money  is  of  little  importance  at  a  time  like  this.  . 

Strongly  agree  ,  Agre«  ,  Undecided  ,  Disagree  ,  Strongly  disagree  

The  pain  after  the  operation  is  not'  going  to  amount  to  much. 

Strongly  agree  ,  Agree  ,  Undecided  ,  Disagree  ,  Strongly  disagree^ 

My  Innediate  family  are  able  ta  take,  care  of  themselves  while  I  am  in  the 
hospital.                                                            r           ^  '.^ 
-  Strongly  agree  ,  Agree  ,  Undecided_,  Disagree  ^,  Strongly  disagree  

Even  though  I  am  being  operated  upon,  there  are  some  things  I  am  able  to  do 

for' myself;  ^  , 

Strongly  agree  ,  Agree  ,  Undecided  ,  Disagree  ,  Strongly  disagree — 

If  you  have  lots  of  faith  in  God,  being  operated  on  need,  not  worry  you. 
Strongly  agree  ,  Agree  ,  Undecided__,  Disagree  ,  Strongly  disagree_ 

*                /  ' 
^Meaiert:-^cience  takes  the  chance  out  of  an  operation  today. 
Strongly  agree  ,  Agree  ,  Undecided  ;  Disagree  ,  Strongly  disagree^ 

iSurgery  is  necessary  to  my  future  health  and  well-being. 

Strongly  agree  ,  Agree  ,  Undecided  ,  Disagree  ,  Strongly  disagree_ 

I  am  doing  everything  the  way  the  doctors  and  nurses  wan?. 

Strongly  agree  ^  Agree_,  Undecided  , -Disagree  ,  Strongly  disagree^ 

Now  is  the  best  Possible  time  for  this  surgery. 

Strongly  agree_.  Agree  Undecided  ,  Disagree  ,  Strongly  disagree^ 

The  people  closest  to  me  understand  how  I  feel  about  having  this  operation. 
Strongly  agree  \  Agree__,  Undecided  ,  Disagree  ,  Strongly  disagree^ 

What  I  might  way  coming  lout  of  the  anesthesia,  does  not  concern  me. 
Strongly  agree  ,  Agre^  ,  Undecided  ,  Disagree  ,  Stronjjly  disagree^ 

I  am  receiving  the  best  care  possible.  ^ 
Strongly  agree_,  .i^gree  ,  Undecided^,  Disagree  ,  Strongly  disagree^ 

-This  operation  is  going  to  remove  my  source  of  discomfort. 
Strongly  agree  ,  A^ree^,  Undecided  ,  Disagree__,  Strongly  disagree^ 

It  is  a  relief  to  me  Wat  the/ entire  situation  is  out  of  my  hands. 
Strongly  agree  ,  Agi^te  ,/undecided  ,  Disagree  ,  Strongly  disagree^ 

/  ■  ■  — .  ■ 
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VIX  26. 
IV  27. 

VIII  28. 
XI  29'| 
III  .  30. 

VII  31. 

III  3:. 

nil  33. 

XIII  34. 

IX  35. 

X  36, 

VIII  37. 

IV  38. 

I  39. 

II  40. 
XIII  41. 

III  42. 

VIII  43. 


The  people  who  are  taking  care  of  me  are  a  great  source  of  strength  to  me.  - 
Strongly  agree  ,  Agree        Undecided        Disagree         Strongly  dlsagree^^. 


Incisions  are  not  very  noticeable  these  days. 
Strongly  agree  Agree  ^,  Undeclded^_,  Disagree^ 


^,  Strongly  dlsagi'ee^ 


At  times  like  this  I  am  glad  to  depend  on  other  people. 
^  Strongly  agree  ,  Agree         Undecided         Disagree  ,  Strongly  dl8agree__. 

This  experience  Is  like  an  adventure  to  me. 
;  Strongly  agree  ,  Agree         Undecided      .  Disagree  ,  Strongly  disagree 

I  have  confidence  In  the  skill  of  the  hospital  staff. 

Strongly  agree  ,  Agree         Undecided         Disagree  ,  Strongly  disagree  . 

The  people  who  are  caring  for  me  give  me  great  courage. 

Strongly  agree  ,  AgreeJ  ,  Undecided  .  .  Disagree         Strongly  disagree 

There  Is  no  need  to  worry  about  being  operated  upon. 

Strongly  agree         Agree  ,  Undecided  ,  Disagree         Strongly  disagree  . 

,?aln  can  be  overcome  In  a  situation  like  this. 

Strongly  agree  ^    ,  Agree         Undecided  ,  Disagree         Strongly  disagree  . 

Modern  drugs  make  people  comfortable. 

Strongly  agree         Agree  ,  Undecided  ,  Disagrfe*^,  Strongly  disagree 


Soon  I  can  take  up  where  I  left  off. 

Strongly  agree  ,  Agree  ,  Undecided  ,  Disagree^ 


Strongly  disagree 


Most  of  my  questions  about  the  operation  have  been  answered. 

Strongly  agree  ,  Agree_  ,  Undecided  ,  Disagree         Strongly  disagree 

I  am  being  as  little  trouble  as  possible  for  the  people' who  are  taking  care 
of  me. 

Strongly  agree  ,  Agree  ,  Undecided  ,  Disagree         Strongly  disasree__. 

\  ■ 
A  scar\  on  the  abdomen  does  not  matter.  ^ 

Strongly  agree  ,  Agree  ,  Undecided  ,  Disagree         Strongly  disagree  . 

This  operation  creates  no  problem  for' the  people  closest  to  me.' 

Strongly  agree  Agree  ,  Undecided         Disagree^_  \,  Strongly  disagree^^. 

With  faith  in  God,  everything  turns  out  veil.  . 

Strongly  agree  ^,  Agree  y    .  Undecided  \.  Disagree         Strongly  disagree  

I  can  take  what  goes  on  before  and  after  the^  operation. 

Strongly  agree      ,  Agree  ,  Undecided__;.  Disagree  .  Strongly  disagree^ 

We  get  wonderful  care  ..In  our  hospitals  today. 

Strongly  agree  ,  Agree  ,  Undecided  ,  Disagree         Strongly  disagree  . 

It  is  a  relief  that  I  have  no  more  decisions  to  makev 

Strongly  agree  Agree  ,  Undecided         Disagree    \  Strongly  disagree  , 


14t 


.  VOLUME  1 

VXl  Tht  ptoplt  who  «re  taking  cire  of  me  know  how  1  feel  ibout  h«vlng  this 

g?^Mir«gret     ,  Agree  ,  Undecided  ,  Di»«gree_,  Strongly  disagree  . 

M     45.    With  prayers,  all  turns  out  well.  «  , 

Strongly  agree  ,  Agree  ,  Undecided  ,  Disagree  ,  Strongly  disagree  

*£X     4C.    I  c#n  lead  my  usual  life  after  I  am  over  this  of>eration. 

Strongly  agree  ,  Agree  ,  Undecided  ,  Disiigree  ,  Strongly  disagree  


Coryrighted  by  Irene  S.  Palmer;  reproduced  with  permission  by  the  Health  Resources 
Adininistrat'ion.    Further  reproduction  prohibited  wi*     vit  permission  of  cppyright  holder 
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Title:  HEALTH-ILLNESS  (POWERLESS- 
NESS)  QUESTIONNAIRE 

Author:  Roy,  Callista 

Variable:  A  natient's  perception  of  powerless- 
ness  in>4llness  is  the  variable.  iPowerlessness  is 
^  defined  as  the  expectancy  or  probability  held  by 
the.  individual  that  his(her)  own  behavior  can- 
not determine  the  occurrence  of  the  outcomes  or 
reinforcements  he(she)  seeks  (Seeman  and 
Evans,  1962). 

Description:  , 

Nature  and  Content:  This  is  a  self- 
administered,  eight-item,  forced-choice  ques- 
tionnaire. The  items  elicit  a  patient'^s  perception 
of  his(her)  'control  over  illness,  physicians, 
nurses,  and  hospitals.  Responses  are  selected 
from  a  four-choice  Likert-type  scale:  I  strongly 
agree,  I  agree,  I  disagree,  and  I  strongly  dis- 
agree. 

Administration  and  Scoring:  No  special  provi- 
sions are  necessary  for  administration,  and  di- 
rections precede  the  first  item. 

The  instrument  is  scored  by  assigning  weights 
of  0,  1,  2,  and  3  to  responses.  A  patient's  ^core  is 
the  sum  of  the  individual  responses  and  may 
range  from  0  to  24;  the  higher  .the  total  score, 
the  higher  the  patient's  perception  of  power- 
lessness. 

Development: 

Rationale:  The  instrument  is  based  upon 
Seeman's  concept  of  powerlessness  (Seeman  and 
Evans,  19t2).  . 

Source  of  Items:  The  items  were  based'upori  a 
review  of  the  literature,  other  available  re- 
search instruments,  and  the  author's  profes- 
sional experience. 

Procedure  for  Development:  The  author  began 
with  Seeman  and  Evans's  (1962)  Powerlessness 
Scale,  Grubb's  (1968)  Powerlessness  Among 
Mothers  of  Chroriically-IU  Children  Scale,  and 
Boire's  (1976)  Powerlessness  Scale.  She  revised 
some  items  froni  these  scales  and  added  others 
to  develop  a  12 -item  instrument.  Items  were 
.selected  that  the  author  felt  would  express  a 
high  or  loxV  expectancy  on  the  part  of  the  patient 
that  his(her)  own  input  would  make  a, difference 
in  relation  to  control  emanating' from  other- 
sources.  Following  a  pretest,  the  six  most  dis- 
criminating items  were  retained  and  two  items 
added  which  resulted  in  the  present  instrument. 

Reliability  and  Validity:  The  original  12-item 
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instrument  was  administered  in  a  pretest  to  46 
a.dult  medical-surgical  patients.  Using  the 
Spearman-Brown  split-half  reliability  formula, 
a  reliability  coefficient  of  0.47  was  obtained.  Re- 
liability of  the  revised  instrument  has  not  been 
determined. 

Content  validity  was  established  by  the  steps 
followed,  in  the  development  of  the. instrument. 

Use  in  Research:  This  instrument  was  developed 
^  by  the  author  and  is  being  used  in  conjunction 
.  with  a  Hospitalized  Patient  Decision-Making  in- 
strument, Zuckerman's  .  Affect  Adjective 
Che  cklist,  a  distress  rating  scale,  and  other  re- 
search instruments  to  collect  data  for  her  dis- 
sertation. . 

Comments:  The  instrument  appears  to  have  po- 
tential to  measure  what  it  purports  to  measure. 
A  thorough  assessment  of  the  instrument  will 
have  to  await  the  author's  conclusion  of  her 
study. 

Data  elicited  by  this  instrument  and  the  au- 
thor's Hospitalized  Patient  Decision-Making  in- 
strument may  show  that  these  two  instruments 
measure  variables  more  similar  than  dissimilar. 
Conceptually,  the'  variable  of  this  instrument' is 
very  similar  to  the  concept  of  internal-external 
locus  of  control.  \ 
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Roy».  Canista 

HEALTH-ILLNESS  (POWERLESSNESS)  QUESTIONNAIRE 

Below  are  some  comments  about  health,  illness  and  the  hospital  - 
I  am  interested  in  knowing  how  you  feel  about  these  statements. 
There  are  no  right  or  wrong  answers.    Please  check  the  response 
that  most  nearly  agrees  with  how  you  feel.    Check  only  one  answer 
in  each  set .  ^ 

For  example:        The  sun  will  rise  tomorrow. 

X     I  strongly  agree 
•      ^  I  agree 

^  disagree  ^ 

'  I  strongly  disagree 


1.  Getting  well  in  the  hospital  is  a  matter  of  the  efforts  of 
all  of  us{  luck  has  little  or  nothitig  to  do  with  it. 

  I  strongly  agree 

  I  agree 

,  ^  I  disagree 

..  I  strongly  disagree 

2.  It  doesn't  seem  to  matter  what  I  say  to  the  doctors  and  nurses, 
they  go  about  their  business  in  their  own  way  . 

  I  strongly  agree  - 

_____  I  agree 

  I  disagree 

■  I  strongly  disagree 

3.  I  don't  feel  there  is  anything  I  can  do  to  better  my  condition. 

'  I  strongly  agree 

  Iragree 

•  I  disagree 
  I  strongly  disagree 

4.  In  the  hospital  t  can  be  pretty  sure  that  the  nurses  will  listen 
to  me  instead  of  acting  just  out  of  routine. 

.  -  -  *     •  ■  ■  " 

 ;   I  strongly  agree 

 -I  ag^ee 

_j   I  .disagree  ^  ^ 

'   I  strongly  disagree 

5.  Getting  well  depends  a  lot  on  what  I  dp. 

  I  strongly  agree 

  I  agree 

'       I  disagree  - 
I  strongly  disagree 

 "  i56 
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6*    Getting  released  from  the  hospital  depends  on  how  lucky 
you  are.. 

•    •  I  strongly  agree 

  I  agree 

  I  disagree 

  I  strongly  disagree 

7.  I  really  don't  expect  to  have  much  control  over/what 
happens  to  me  In  the  hospital. 

  I  strongly  agree 

  I  agree 

"        I  disagree 
  I  strongly  disagree 

y 

8.  I  now  feel  that  I  can  do  a  great  deal  to  keep  myself 
well  In  the  future. 

  I  strongly  agree 

'  I  agree 
  I  disagree  . 

  I  strongly  disagree  / 


\ 
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•THle:  HOSPITALIZED  PATIENT  DECISION- 
MAKING 

Author:  Roy,  CalMsta 

Variables:  A  patient's  perceptions  of  the  deci- 
sions he(she)  makes  while  in  a  hospital  is  one 
variable  asses^sed;  the  second  variable  is  the  de- 
cisions the  patient  would  prefer  to.  make  in  the 
hospital.  . 

Description: 

Nature  and  Content^  This  is  a  self- 
administered,  forced-choice,  15-item  instru- 
ment, ^ach  item  is  made  up  of  two  statements, 
and  td^  respondent  checks  each  statement  in 
the  space  provided  under  a  column  headed  "As 
it  is'' or  "As  I  prefer." 

Administration  and  Scoring:  The  instrument 
is  self-administered;  the  authxfi^r  has  noted  that 
older  patients  and  some  patients  of  lower 
socioeconomic  background  need  help  in  inter- 
preting the  directions. 

The  instrument  is  scored  by  giving  a  score  of  1 
poii::  for  each  time  the  choice  involved  the  pa- 
tient's making  a  decision  or  receiving  informa- 
tion. A  score  of  0  is  given  for  marking  the  other 
-alternative,  hence,  high  scores  equal  percep- 
tions of  a  high  degree  of  decisionmaking  power. 
The  preference  items  are  scored  similarly.  Low 
scores  and  high  scores  are  determined  by  break- 
ing at  the  median  score  (Roy,  1976). 

Development: 

Rationale:  The  instrument  was  based  upon 
Glaser  and  Straus's  (1967)  grounded  theory  ap- 
proach to  the  study  of  behavior. 

Source  of  Items:  The  items  were  basedAipon  a 
review  of  the  literature,  the  professional  experi- 
ence of  the  author,  and  controlled  clinical  obser- 
vations by  the  author. 

Procedure  for  Development:  Based  upon  her 
review  of  the  literature,  her  professional  ex- 
perience, and  the  controlled  clinical  observa- 
tions, the  author  developed  25  forced-choice 
items  which  related  to  specific""  decisions  pa;:_ 
tients  could  make  in  relation  to  their  daily  care, 
^he  hospital  environment,  their  treatment,  and 
a  general  category  of  information  about  theii^ 


condition.  The  instrument  was  pretested  with  45 
adult  medical-sui^gical  hospitalized  patients. 
Following  th^ .pretest,  the  format  was  simplified 
and  the  15  most\  discriminating  items  were 
selected  for  inclusion  in  the  revised  form. 

Reliability  and\  Validity:  Using  the 
Spearman-Brown  split-half  reliability  formula, 
a  reliability  coefficient  of  0.84  was  obtained. 

The  instrument  has  face  validity.  Additional 
validity  is  evidericed\by  results  of  a  pretest  in 
two  hospitals.  In  the  hospital  designated  as  one 
»in  which  the  patients^  had  a  high  degree  of  de- 
cisionmaking, 65  percent  of  the  patients'  scores 
placed  them  in  the  high  decisionmaking  cate- 
gory (n  =  23).  In  the  hospital  designated  as  one 
in  which  the  patients  had  a  low  degree  of 
decisionmaking,  45  percent  of  the  patients' 
scores  placed  them  in  the  high  decisionmaking  . 
categoiy  (n  =  13).  \^ 

Use  in  Research:  The  instrument  was  developed 
by  the  author,  and  is  beting  used  along  with  a 
Health-Illness  Questionnaire  Scale,  Zucker- 
man's  Affect  Adjective'Checklist,  a  distress  rat- 
ing scale,  and  other  research  instruments  to 
collect  data  for  her  dissertation  (Roy,  1976). 

Comments:  The  instrument  appears  to  have  po- 
tential for  determining  patients'  perceptions  of 
their  role  in  decisionmaking  in  a  health  care 
setting.  A  thorough  assess'pient.  of  the  instru- 
ment will  have  to  await  the '^author's  conclusion 
of  her  study. 
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Roy,  Calltsta 

HOSPITALIZED  PATIENT  DECISION-MAKING 


In  this  part  of  the  study  I  have  some  statements  about  decisions  that  are  made 
in  the  hospital,    i  am  interested  in  how  you^  see  these  situations  in  this  a 
hospital  and  In  how'-you  would  Aprefer  things  to  be.    There  are  no  right  or  wrong  • 
answers »  only  opinions  about  these  things.    Each  of  the  items  below  is" made  up 
of  a  pair  of  statements.    You  will  be  marking  each  pair  two  times  each.    The  . 
first  time^ choose  the  one  statement  from  the  pair  (and  only  one)  which  is  ^ 
closest  to  what  you  believe  to  be  the  case,    Mark  this  choice  with  an  ^  under 
"As  vit  is,"    Next  select  the  one  of  the  pair  you  would  want  to  be  true,  that 
is,  how  you  prefer  the  stituation  to  be,    Mark  this  choice  with  an  X  under  "As  , 
I  prefer," 


For  example: 


1,  I  am  sick  now, 

I  am  well  now,  | 

2,  I  am  going  to  be  here  a 
while  longer, 

^  I  am  going  home  soon. 


As  it  Xs 
X 


As  I  prefer 


1,  I^haye  found  in  the  hospital  that  I  often  can  decide  what 
time  to  get  up, 

'I  usually  have  no  freedom  about  the  time  to  get  up  in  the 
morning, 

2,  My  recreational  activity  is  under  the  control  of  the  staff 
iand  the  routine  here,  ^ 

I  plan  my  own  recreational  activity,  such  as  reading  or 
TV  based  on  what-  I  feei  able ^ to  do, 

3,  My  level  of  activity  is  regulated  by  the  staff  without 
discussion  with  me. 

My  input  is  important  in  deciding    how  much  activity  I 
can  have, 

4,  If  .1  needed  surgery,  I  would  make  the  decision  about 
whether. and  when  to  have  it. 

*  '  ■    rf.     ■  ' 

My  doctor  would  make  any  decision  about  surgery, ^ 


As  it  is  As  I  prefer 


15$ 
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As  it  is-  As  I  prefer 


5..  ^Most  of  the  tine  the  staff  in  the  hospital  explains 
'  '  everything  that  is  done  to  me. 

Most  of  the  time  I  don' t  know  what  to  expect  next  in  the 
hospital.        ,      '  , 

6.    I've  observed  that  doctors  and  nurses  don't  realize  that 
patients  need  a  lot  of  information  about  their  condition. 


Most  of"the"tiii^.,dpctor8  an<i  nurses  realize  how  much 
information  patients  need  to  know  about  their  condition. 

7.  In  the  hospital  I  have  a  say  in  planning  my  diet  based ^on 
my  own  health  needs  and  my  own  habits. 

My  individual  needs  and  concerns  about  my  diet  cannot  be  . 
taken  into  account  around  here. 

8.  There  are  some  medications  that  I  can  decide  when  I  should 
have  them. 

All  decisions  about  medications  are  made  by  the  doctors 
and  nurses. 

9.  ^  What  kind  of  bath  I  have  (tub,  shower,  bed;  assisted  or 

unassisted)  is  up  to  me  and  my  needs. 

Hospit&l  routine  usually  dictates  what  kind  of  bath  I  get. 

10.  The  staff  avoid  my  questions  about  my  condition  and  do  not 
explain  very  much  about  it. 

In  my  case,  I  have  found  that  usually  I  cafi  depend  on  the 

staff  to  answer  my  questions  about  my  condition. 

11.  I'm  usually  the  last  to  find  out  about  any  changes  in  my 
treatment  program. 

The  staff  talk  with  me  ahead  of  time  about  any  changes 
in  my  treatment  program. 

12.  Since  l' have  been  in  the  hospital,  I  usually  have  to\  take 
my  bath  at  a  specific  time  whether  I  want  to  or  not. 

I  can  usually  take  my  bath  at  a  time  I  want  to. 

13.  I  can  have  something  to  say  about  when  I  am  able  to  use 
the  bathroom.  ^ 

The  doctors  and  nurses  do  not  consult  me  about  my  needs 
or  ability  to  use  the  bathroom. 
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«  As  It; Is  As  I  prefer 

14#    If  I  smoked,  I  could  have  the  control  over  my  smoking    

habits  here.  . 

Staff  have  more  to  say  then  I  do  -bout  whether  or  not  I   ^   

smoke. 

15.    Hospital  policy  is  very  strict  about  where  I  may  go.  

I  am  free  to  go  most  anywhere  in  the  hospital.  .  • 
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Title:  HEALTH  LOCUS  OF  CONTROL  SCALE 
(HLO 

Author:  Wallston,  Barbara  S.,  Wallston,  Ken- 
neth  A.,  Kaplan,  Gordon  D.,  and  Maides,  phirley 
■  A.  •       •       .         •   •  ■       .  I 

Variable:  The  variable  assessed  is  the  kind  and 
exient  of''control  a  person  thinks  he(she)  has 
over  histner)  own  state  of  health.  : 

Description:  !  ' 

'  N^ure  and  Content:  This  self-administered 
instmment  is  made  up  of  11  statements  that  are 
designed  to  elicit  information  about  persons' 
health-related  beliefs.  | 

A  six-point  Likert-type  scale  is  usedj  for  re- 
sponses. The  six  response  categories  are: 
strongly  disagree,  moderately  disagree,  slightly 
disagree,  slightly  agree,  moderately  agree,  and 
strongly,  agree.  | 

Administration  and  Scoring:  Ko  special  provi- 
sions ar^  necessary  for  administration!  of  the 
"instrument. 

A  numerical  tode  of  from  1  to  6  is  assigned  to 
the  six  res^nse  categories.  The  responses  to 
questions  1,  2,  8,  10,  and  11  must  be  reversed 
(subtracted  from  7)  before  being  addedj  to  the 
responses  to  theremaining  questions.  The  total 
score  for  the  instrument  may  range  from  11  to 
66;  a  high  score  denotes  belief  in  a  high  degree  of 
external  health  locus  of  control,  and  a  low  score 
denotes  belief  in  a  high  degree  of  internal  locus 
of  control. 

Development: 

Rationale:  This  instrument  was  developed  to 
provide  specific  information  about  the  relation- 
ship between  an  individual's  health  behaviors 
and  that  person's  belief  about  the  Ibcus  of 
health  control.  The  authors  indicated  that  pre- 
vious information  available  about  this  relation- 
ship was  inadequate,  because  it  had  been 
derived  from  instruments  whose  measures  were 
very  general. 

Source  of  Items:  The  items  were  based  upon  a 
review.of  the  literature  and  the  professional  ex- 
"  perience  of  the  authors.  . 

Procedure  for.  Development:  An  original  ver- 
sion containing  34  items  was  administered  to  98 
^  college  students  located  at  a  small  southern 
'  university.  The  students  also  completed  Rx)t- 
ter's  I-E  Scale  (Rotter,  1966),  the  Marlowe- 
Crowne  Social  Desirability  Scale  (Crawne  and 
Marlowe,  1964),  and  a  demographic  form.  AH 
students  received  psychology  credit  in  return 
for  .  their-^participation  ip  this  project.  The 
authors  irtdicated  that  items  were  retained  for 


inclusion  in  this  instrument  if  (1)  a  wide  distri- 
bution of  responses  was  observed,  (2)  the  item 
mean  was  close  to  the  midpoint  (3.5)  of  the  scale, 
(3)  the  item  cprrelated  significantly  (r  <  0.20) 
with  the  total  scale  score,  and  (4)  this  item  had  a 
low  correlation  with  the  Social  Desirability 
score  (Wallston  et  al.,  1976).  . 

The  revised  instrument  was  administered  to 
three  samples  of  about  100  college  students  and 
one  sample  of  about  100  persons  from  the  com- 
munity in  order  to  provide  information  on  the 
reliability  characteristics  of  the  items.  It  was 
also  administered  to  40  hospital  outpatients  yvho 
were  known  to  be  hypertensive,  to  two  groups  of 
100  college  students  who  participated^^in  ex- 
perimental studies  on  hypertension,  and  to  a 
group  of  34  overweight  women  who  were  stu- 
dents or  staff  members  at  two  small  private 
southern  colleges.  Except  for  the  latter  group  of 
respondents  an-^  the  hypertensive  outpatients, 
all  groups  wfere  approximately  evenly  repre- 
sented by  men  and  women. 

Reliability  and  Validity :  Information  on  the 
test-retest  characteristics  of  the  variable  (HLC) 
measured  by  the  instrument  is  based  on  a  sam- 
ple of  22  women  who  were  involved  in  a  weight 
reduction  program  over  an  8-week  interval.  The 
correlation  between  the  test-retest  HLC  scores 
for  these  women  was  0.71.  Information  on  the 
internal  consistency  (reliability)  characteristics 
of  the  insti:ument  was  derived  from  four  college 
student  groups  from  one  community  sample. 
Each  group  had  approximately  100  respondents. 
Coefficients  alpha  for  these  samples  varied  froiA 
^.40  to  0,72, 

/  The  correlation  between  HLC  and  the  more 
/general  locus  of  control  measure  derived  from 
Rotter's  instrument  varied  from  0.25  (N  =  85)  to 
0,46"(N  =  34). 

The  distribution  characteristics  of^  HLC  are 
essentially  the  same  for  three  groups  of  college 
—students  and  the  single  sampk  of  respondents 
drawn  from  the  community,  i.eVhe  mean  scoi-e 
on  HLC  was  typically  about  34.0\and  the  stan- 
dard deviation  was  usually  6.00.  However,  the 
'  small  sample  of  hypertensive  outpatients  had  a 
significantly  highef  (p  <  0.01)  HLC  sco-e  than 
did  these  other  groups  of  respondents. 

Information  regarding  the  relatio;iship  be- 
tween HLC  scx)res.  Rotter's  I-E  classification, 
and  health  information  ,  seeking  .behavior  i? 
available  for  two  sets  of  college  students. 
(Health  information  seeking  behavior  was 
operationalized  by  having  subjects  choose  from 
among  a  list  of  16  pamphlet  titles  after  having 
read  a  threatening  mespge  about  hypertension 
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and  after  having  taken  a  difficult  knowledge 
test  about  the  same  subject.  The  greater  the 
number  of  titles  selected  to  be  read  by  a  subject, 
the  greater  the  amount  of  information  seeking 
attributed  to  that  subject.)  In  both  of  the  college 
student  studies,  the  results  indicated  that  per- 
sons who  valued  their  own  health  arid  had  low 
HLC  scores  were  more  likely  (p  <  0.01)  to  seek 
additional  health  information  than  was  anjr 
other  group  of  respondents.  No  such  relation- 
ship was  noted  between  the  more  general  mea- 
sure  of  locus  of  control  (Rotter,  1966)  and  the 
jseeking  of  additional  health  information  in 
either  set  of  data. 

With  regard  to  the  persons  in  the  weight  re- 
duction progran>,  approximately  one-third 
dropped  out  of  the  study  prior  to  its  termination. 
The  results  indicated  that  of  those  who  re- 
mained, persons  assigned  to  a  program  group 
presumed  to  be  congruent  with,  their  beliefs 
were  more  satisfied  with  the  weight  reduction 
program  than  were  those  who  had  been  as- 
signed to  a  program  incongruent  with  their  be- 
liefs. This  provides  additional  evidence  of  the 
instrument's  validity.  However,  no  significant 
differences  were  observed  with  regard  to  actual 
weight  lost  during  the  8-week  period  of  the 
study. 

Use  in  Research:  Except  for  the  testing  of  the 
instrument  described  abov6,  its  .use  has  not  yet 
been  reported  in  any  published  research.  How- 
ever, a  number  of  other  investiga  are  using 
the^  HLC  scale,  and  further  data  will  be  avail- 
.  able  (Wallston,  personal  communication,  1976). 

Comments:  Initial  information  •  regarding  the 
test-retest  characteristics  of  the  variable  (HLC) 
ineasnred  by  this  instrument  is  in  line  v/ith  that 
/available  for  similar  ty  pes  of  tests.  However,  the 
sample  size  was  quite  small  and  was  involved  in 
a  study  that  would  have  had  some  effect,  upon 
the  results.  Therefore,  it  tvould  be  helpful  to 
have  test-retest  data  for  a  much  larger  sample 
of  persons  not  involved  in  a  particular  study.  V 

The  inter-item  characteristics  of  this  instru- 
ment appiear  t^o  be  marginal.  That  is,  ^  the 
average  inter'-item  correlations  appear  to  be 
consistently  low  enough  to  suggest  that  some  of 
the  items  are  minimally  contributing  to  the 
total  score.  Consequently,  it  would  be  helpful  to 
have  specific  information  on  the  inter-item  cor- 
relation characteristic  of  this  instrument.  Such 
information  would  make  it  ptJSsible  to  increase 


the  homggeneity  of  the  measure  and  thus  re- 
duce the  number  of  scores  that  would  fall  near 
the  middle  of  the  possible  scale  simply  because 
the  Items  of  the  test  were  answered  in  an  incon- 
s  istent  fashion. 

The  response  scale  suggests  a  potential  source 
of  ambiguity  for  .respondents.  That  is,  a  re- 
sponse of  "moderately  disagree"  has  the  saipe 
connotatiori  as  '^slightly  agree."  This  could  be 
lone  so'.^Tce  of  person-item  response  inconsis- 
tency. It  would  be,  helpful,  therefore7*to  have 
information  which  would  indicate  th^  relative 
power  of  a  measure  of  HLC  when  obtained  on  a 
5-point  rather  than  a  6-point  response  scale. 

The  results^support  the  author's  assumption 
that  the  more  specific  the  measure,  the  more 
likely  it  will  provide  information  relevant  to  a 
particular  problem.  However,  the  items  con 
tained  in  this  instrument  do  not  appear  to  be  as 
statistically  independent  of  a  dependent  vari- 
able such  as  "seeking  additional  health  infor- 
mation" as  they  might  be.  That  is,  "seeking  ad- 
ditional health  information"  should,  perhaps, 
not  be  used  as  part  of  the  measure  of  HLC  in  the 
first  place.  Therefore,  it  would  be  helpful  to  have 
additional  information  more  like  that  available 
from  the  weight  reduction  study. 
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Wallston,  Barbara  S..  Wallston,  Kenneth  A.,  Kaplan,  Gordon  D.,  and  Maldes, 

SnlrieyA. 

HEALTH  LOCUS  OF  CONTROL  SCALE  (HLC) 

This  is  a  questionnaire  to  determine  the  way  ^n  which  different  people  view 
certain  important  health-related  issues.    Each  ±tev^B  a  belief  statement  with 
which  you- may  airee  or  disagree.      Beside  each  state^t  is  a  scale  which  ranges 
from  strongly  disagree  (1)  to  strongly' agree  (6).    Fo^ach  item  you  are  to  cir- 
cle the  number  that  represents  the  extent  to  which  you  disagree  or  agree  iwl  th 
the  statement.    The  more  strongly  you  agree  with  a  statelnent,  then  the  higher 
will  be  th6  number  you  circle.    The  more  strongly  you  disagree  with  a  statement, 
the  lower  will  be  the .number  you  circle.    Please  circle  only  one  number./  This 
is  a  nieasure  of  your  personal  beliefs;  obviously  there"  are  ?io  right  or  yrong 
answers.  .     "  '  ,  .  / 

Please  answer  these  items  carefully  but  do  hot  spend  too  much  time;:on  any 
one  Item-.    Be  sure  to  answer  every  item.    Also,  try  to  respond  to  each/ item  in- 
dependent ly  when  making  your  choice;  do  not  be  influenced 'by  your  previous 
choices.    It  is  important  that  you  repond  according  to  your  actual  beliefs  and. 
not  according  to  how  you  feel  you  should  believe.  / 
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1. 


If  I  tkke  care  of  myself,  I  can  avoid  illness\         1       2       3  V    4  5 


2.    Whenever  I  get  sick  it  is  because  of  something 
I've  done  or  not  done.  ' 


1       2      ^3       4       5  6 


3.  Good  health  is  largely  a  matter  of  good  fortune. 

"  I 

4.  No  matter  what  I  do,,  if  I  am  going  to  get  sick    ,    1  4  5,6 

I  will  get  sick.        ,  '  .  ^  ^ 

Most  people  do  not  riealizo.  th6  extent  to  which         i       2       3       4       5  6 

their  illnesses  are  controlled  by^^accidental 

happenings. 

6.  I  can  only  do  what  my  doctor  tells  me  to  do. 

7.  There  are  so  many  strange  diseases  around,  thrat 
you  can  never  know  how  or  when  you  might  pick 
one  up.  '  ^, 


1  2  3  4  5  6 
1       2       3  4^56 
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.  8.    When  I  f^el  ill,  I  know  it  is  because  I  have  not 
beetf  getting,  the  proper  es&e^lse  or  ea1:ing  right. 
\        '  ^   '      ^   .  -  ■     .■  .  ' 

9.    People  who  never  get  sick  are  just  plain  lucky. 

10,    People's  ill  health  results  from  their  own 
carelessness*  '  -  ^ 

Hj./^  I       directly  responsible  for  my  hfalth. 
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KEY: 

Items  3,  4,  5,6,  7,  and  9  are  worded  in  the  external  direction  and  are  scored 
from  1  -  ,6  as  they  are  circled  b}**  the  subject. 

Items  1,  2,  8,  10,  and  11  are  worded  in  the  internal  direction  and  ara  reversed 
scored  (by  subtracting  the  circled  response  from  the  Number  7). 

c  —  

Total  HLC  score  Is  the  stun  of  all  11  Items  after  reversing  the  scores  for  the 

Internal  items.    The  higher  the  total  score,  the  more  external  the  beliefs. 

•    ■  ■       ■  .  \  ' 
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ONS  QUESTION- 


lltle:  HEALTH  PERCEPT 
NAIRE  (HPQ) 

Author:' Ware,  John  E.,  Jr^ 

Variables:  This  instrument  _ 
tion  on  six  variables  called  c^rren*  health,  pn^r 
health,  health  outlook,  health  worry  Iconcerrir 
reaiatance'Quaceptibility  and  rejection  of  aic  c 
role.  Current  health  is  definejd  to  mean  "...  the 
extent  to  which  the  respondent  presently  sees 
himself  as  being  healthy  or  jill."  Prior  health  is 
defined  to  mean  "...  v^^het^ef  the  respondent 
perceives  a  favorable  (healthy)  or  an  unfavor- 
able ^unhealthy)  prior  health  history."  Health 
outlook  is  defined  to  mean  "  I . .  the  respondent's 
prediction  of  things  to  come."  Health  worry  I 
concern  is  defined  to  meani "...  the  extent  to 
which  the  respondent  is  worried  or  concerned 
about'  his  state  of  heialth."  Resistance- 
susceptibility  is  defined  to  mean  "...  the  extent 
to  which  the  respondent  perceives  that  he  is 
able  to  resist  illness."  Rejection  of  sick  role  is 
'  defined  to  mearn  "...  the  i^espondent's  charac- 
teristic reaction  to  illness  in  terms  of  the  extent 
to  which  he  accepts  the  sick  role"  (Ware,  1976). 


although  the  items  can  be  orally  administered  if 
necessary.  It  takefjs  7  minutes  to  respond  to  the 
test  questions.  The  respondent  is  provided  an 
instruction  sheet  that  indicates  how  responses 
provides  informa-       are  to  be  marked  on  the  qi»<jsuonriaii^e. 

Scores  on  the  six  variables  are  computed  by 
adding  up  the  responses  to  the  ite^fns  used  to 
measure  that  variable.  Current  health  is  made 
up  of  response?  to  items  1,  4,  9,  .12,  yl7,  23,  26, 30, 
and  32.  The  responses  to  items  '9  arid  12  must  be 
subtracted  from  6  before  being  added  to  the  sum 
for  this  variable.  Prior  health  is  /made  up  of  re- 
sponses to  items  11, 19,  and  28.  {tern-l-l-must  be 
suibtracted  from  6  before^  beirig  added  to  the 
owier  scores  for  this  variable.;ifea/*/i  ote^^/oofc  is 
made  up  of  responses  to  items  5, 10,  18,  and  23. 
Responses  to  items  5  and  18  must  be  subtracted 
from  6  before  being  added  to  the  score  for  this 


This    is    a  self- 


Description: 

Nature  and  Content: 
administered  instrument  of  32  questions  that 
are  designed  to  provide  iniprmation  about  per- 
sons^ beliefs  regarding  various  aspects  of  their 
health  status.  Cun-ent  health  is  operationally 
defined  by  responses  to  nine  questions  such  as 
"I  feel  better  now  than  l{  ever  have  before." 
Prior 7ieait/i  is  operationalized  by  responses  to 
three  questions  such  as  "i  was  so  sick  once  I 
thought  I  might  die."  Health  outlook  is  opera- 
tionally  defined  by  responses  to  four  questions 
such  as  "I  Will  probably  be  sick  a  lot  in  the  fu-, 
ture"  Health  worry  jconcem^  was  made  up  of  re- 
sponses to  four  questions  such  as  "I  never  worry 
about  Wy  \\e^\th:' Resistance-susceptibility  was 
operationalized  by  responses  to  four  questions 
such  as  "I  seem  to  getsickla  little  easier  than 
other  ]}eople."  Rejection  of\sick  role  is  opera- 
tionallir  defined  by  response^  to  eight  questions 
such  as  "I  don't  like  to  go  toithe  doctor." 

A  5-point  response  scale  isl  used  to  gather  re- 
sponses to  the  questions  contained  in  this  in- 
strument. The  five  response  categories  are 
given  a  numerical- code  of  from  1  to  5  and  are 
defined,  respectively,  as  definitely  false,  mostly 
false,  don't'  know,  mostly  true,  and  definitely 

true."'"'      ...  /  .    ■  ' 

'AdminiSiration  and  Scoring^:  This  instrument 
is  designed  to  'He  completed  by  the  respoijdent. 


/Variable.  Health  worry  Iconcem  is  made  up  of  re- 
sponses to  items  6, 13,  20,  arid  24.  The  responses 
to  items  6  and  13  must  be  subtracted  from  6 
before  being  added  to  the  scor^  for  this  variable. 
Resistance-susceptibility  is  computed  by  adding 
together  the  responses  to/questions  3,  7, 15,  arid 
29.  The  responses  to  items  3  and  29  must  be 
subtracted  from  6  prior /to  being  added  to  the 
score  for  this  variable.  Rejection  of  sick  role  is 
made  up  of  responses  to/items  2,  8, 14, 16,  21,  25, 
^27,  and  31.  The  responses  to  items  8, 14,  25,  and 
31  must  be  subtracted  from  6  prior  to  being 
added  to  the  score  for  this  variable. 


Developinent:  ^ 

RaMjnale:  The  implicit  rationale  for  the  de- 
vice is  for  use  in  research  studies  comparing 
groups.  It  does  not /appear  to  be  intended  for 
iridividual  diagnosis. 

— Source  of  Items:  /No  information  is  provided 
regarding  the  source  of  the  items  or  the  content 
framework  upon  wiiich  they  are  based. 
Procedure  for  development:  Original  instru- 
ftents  were  tried  out  on  over  2,000  respondents 
5  different  field  tests  located  in' 5  different 
locations  in  various  parts  of  the  United  States. 
Their  field  tests jproyide?lnformation  useful  in 
the  revision  of  the  instruments.  Items  which  did 
noi  correlate  wit!h  the  prespecified  subscales  of 
which  they  were  a  fiort  were  deleted  from-the_ 
insttumerit.  Items  which  had  skewed  distribu- 
tions were  either  rewritten  to  make  the  distri- 
butions more  symmetiic  or  were  deleted  from 
the  instrument. 

Reltability  and  Validity :  Reliabilities  of  the 
individual  items  were  estimated  by.test-retest 
correlations  on  two  of  the  original  field  test 
populations.  These  single jtem  test-retest  corre- 
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lat-ions  ranged  from\Kl9  to  0.77  with  most  of  the 
correlations  felling  between  0.4  and  0.6.  Relia- 
bility of  the  eight  subsc^les  and  of  three  global 
scales  were  estimated  by  internal  consistency 
reliability  coeffieients.  These  internal  consis- 
tency coefficients  ranged  from  0.45  to  0.92  for 
the  subscales  and  from  0.70  to  0.92  for  the  global 
scales.  Test-retest  reliabilities  for  the  eight  sub- 
scales  were  also  obtained  and  ranged  from  0.41 
to  0.86.  Two-year  stability  coefficients  for  the 
current  health  ^  subscale,  the  resistance- 
susceptibility  subscale  and  the  prior  health  sub- 
scale  were  also  obtained  and  ranged  from  0.45  to 
0.62.  The  2-year  stability  "coefficient  for  the  gen- 
eral health  total,  which  consisted  of  the  sum  of 
those  three. scales,  was  found  to  be  0.63. 

There  is  some  evidence  that  the  instruments 
are  validly  measuring  what  they  intend  to  mea- 
sure. Factor  analytic  techniques  tended  to  sup- 
port a  prior  hypothesis  about  interrelationships 
between  the  subscales,  providing  some  measure 
of  construct  validity  to  the  instruments.  Addi: 
tionally,  a  number  of  health  related  variables 
not  measured  by  the  instrument  generally  tend 
to  correlate  in  hypothesized  directions  with  the 
various  subscales  in  the  instrumients.  It  is  rec- 
ommended that  anyone  intending  to  use  the  in- 
strument determine  its  validity  for  his  own 
purposes  either  empirically  or  by  examining  the 
correlational  data  available  from  the  author  of 
the  testl 

Use  in  Research:  This  instrument  is  presently 
being  used  in  other  research  studies,  one  of 
-which-is-being-conducted  by  the  Rand  Corpora- 
tion^for  the  Department  of  Health,  Education, 
and  Welfare.  \ 

Comments:  This  instrument  appears  to  have  a 
potential  for  providing  useful  information  in 


certain  research  studies.  It  appears  that  the*in- . 
strumenjt  is  sufficiently  reliable  for  detecting 
differences  between  groups  on  at  least  sOme  of 
the  variables  measured  by  the  eight  subscales. 
It  is  also  clear  from  evidence  provided  with  the 
instruments  that  the  various  subscales  are 
measuring  different  variables.  It  does  not  ap- 
pear that  the  instrument  is  intended  to  be  used 
for  making  individual  diagnoses  or  for  dis- 
criminating between  individuals,  and  there  is  no 
evidence  that,  in  fact,  it  would  be  useful  for  this 
purpose.  It  is  recommended  that  anyone  using 
the  instrument  obtain  the  extensive  informa- 
tion availiable  from  the  developer  concerning 
the  scales,  the  subscales,  their  intercorrelations 
and  their  correlations  with  external  variables. 
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Wsrel  John  E. ,  Jr. 

HEALTH  PERCEPTIONS  QUESTIONNAIRE  (HPQ) 


^PLEASE  READ  EACH  OF  THE  FOLLOWIN(? .  STATEMENTS,  AND  THEN 
CIRCLE  ONE  OF  THE  NUMBERS  ON  B%CH  UN£  TO  INDICATE 
WHETHER  THE  STATEMENT  IS  TRUE  OR  FALSE  FOR  YOU. 

THERE  ARE  NO  RIGHT  OR  WRONG  ANSWERS. 

If  s  sUlement  is  definitely  true  (or  you,  circle  5. 

If  II  is  mostly  true  for  you.  circle  4. 

If  you  don't  know  whether  ii  is  true  or  false,  circle  3. 

If  It  is  mostly  false  for  you.  circle  2.  '  .] 

M  U  Is  definitely  false  tor  you,  circte  1.  < 

SOME  OF  THE  STATE?.!ENTS  MAY  LOOK  OR  SEEM  LIKE  OTHERS. 
BUT  EACH  STATEMENT  IS  DIFFERENT,  AND  SHOULD  OE  RATED  BY 
ITSELF. 


A.  According  to  the  doctors  I've 
seen,  my  health  Is  now 
txcellent 

tru« 

Mostly  1  Com  { 
true  1  vnow  1 

'.to$;»y 

5 

4  3 

2 

B.  1  try  fo  avoid  letting  illness 
interfere  with  my  tile 

5 

4  3 

2 

1 

C.  1  \ccm  4o  get  sick  a  tittte 
easier  than  other  people 

5 

4  3 

2 

1 

D.  t  fee)  better  npw  than  t  ever 
have  before 

5 

4  3 

2 

1 

E.  t  wilt  probably  be  sick  a  lot 
In  the  future 

5 

4  3 

2 

F.  1  never  worry'  about  my  health 

5 

4  3 

2 

G,  Most  people  get  sick  a  Utile 
easier  than  i  do 

4  3 

2 

H.  1  don't  like  to  go  to  the  doctor 

5 

4  3 

2 

L'  1  am  somewhat  ill 

S 

4  3 

2 

J.  In  the  future.  ^1  expect  lo 
have  bciitfr  health  than 
other  people  1  know   

•  5 

4  3 

2 

1 

K.  1  was  to  sick  once  t  thought 
I  might  die 

5 

4  3 

2 

1 

L.  Tm  not  as  healthy  now 
as  1  used  to  be 

5 

4  3 

2 

1 

M.  I  worry  about  my  health  more 
than  other  people  worry 
about  their  health 

5 

4''-  .3 

2 

1 

^68 
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Deliniteiy 
true 

Mostly 
true 

Oon't 

Mostly 
ti\sn 

Oetiniteiy 
false 

H.  When  Vm  tick,  1  try  to  |ust 
keep  going  as  usual 

5  4 

3 

2 

1 

0.  My  body  seems  to  resist 
Ulness  very  well 

5  4 

•a  ' 
o 

2 

-1. 

P.  Getting  sick  once  in  a  v/hlle 
Is  a  part  of  my  life 

-5  4' 

3 

2 

1  .  , 

Q.  I'm  as  healthy  as  anybody  1  know 

4 

3 

2   /  I 

f>     1    4StnW    mv  haslth   will  bO 
n*  1  inmiv  my   neann  will  w 

worse  in  the  future 
than  It  is  now 

s       .  ^ 

3 

2 

'  1 

s>a  1  ve  never  i^aa  an  luncsa 
lasted  a  long  period  of  ttrne 

3 

2 

1 

T»  winers  seem  more  conc-^m^w 
about  their  health  than 
1  am  about  mine 

5  4 

2 

1 

U.  When  Tm  sick,  1  try  to  keep 
It  to  myself 

5  4 

3 

1 

Y.  My  health  is  excellent  ' 

5  4 

3 

2 

1 

W.  1  expect  to  have  a  very 
healthy  life 

5  4 

■3' 

2 

1 

X.  My  health  Is  a  concern  In 
my  life 

5      •  4 

4 

.  0 

2 

1 

Y.  1  accept  that  sometimes  I'm 
just  going  to  be  sick 

5  4 

M 

2 

1 

Z.  1  have  been  feeling  ban  l^iteiy 

5  4 

3 

2 

1 

AA<  It  doesn't  bother  me  to  go 
ip  a  doctor 

5  4 

5 

;  2 

1 

BB.  1  have  never  been  seriously  ill 

5  4 

3 

2 

1 

CC.  V;hen  Jhcre  is  something  going  ^ 
around,  1  usually  eaten  it 

;5  4 

3 

2 

1 

DD.  Doctors  say  that  t  am  now 
in  poor  health 

5  -4 

3 

2 

1  . 

EE.  When  t  think  1  am  getting 
sick.  1  fight  it 

5  4 

3 

2 

1 

FF.  1  lee!  about  as  good  now  as 
1  ever  have 

5  4 

3 

2 

1 

Client  Affective  Variables:  Anxiety,  Depression 


Title:  THE  BECK  DEPRESSION  INVENTORY 
_iBDI) 

Author:  Beck,  Aaron  T. 

Variable:  The  variable  being  measured  is 
depression.  Depression  is  operationally  defined 
by  the  following  attributes: 

1.  A  specific  alteration  in  mood; 

2.  A  negative  sejf-concept  associated  with 
self-reproaches  and  self-blame; 

3.  Regressive  and  self-punitive  wishes; 

4.  Vegetative  changes;  and 
5*  Change  in  activity  level. 

Description: 

Nature  and  Content:  The  BDI  is  available  in 
bpth  long-  and  short-form  questionnaires.  The 
long  form  consists  of  21  items,  while  the  shor- 
tened version  consists  of  13  items.  The  i*esponse 
alternatives  for  each  item  ai:e  defined  by  a 
4-point  (0-3)  ordered  scale.  Each  of  the  possible 
responses  is  unique^  defined  by  a  statement 
describing  the  respondent  with  respect  to  the 
item.  The  items  each  correspond  to  a  specific 
.  manifestation  of  depression.  For  instance,  Item 
A  (Sadness)  has  the  following  response  alterna- 
•tives: 

0 —  I  do  not  feel  sad. 

1 —  I  feel  sad  or  blue. 

2. — I  am  blue  or  sad  all  the  time  and  I  can't 
snap  out  of  it. 

3 — I  am  so  unhapipy  that  I  can't  stand  it. 

Administration  and  Scoring:  The  BDI  is  self- 
.  administered  and  the  subject  should  possess  a 
high  school  reading  level.  The  BDI  can  also  be 
administered  orally.  The  complete  BDI  takes 
approximately  10  to  15  minutes  to  complete, 
while  the  short  form  takes  approximately  5 
minutes  to  complete.  The  BDI  is  scored  by 
summing  the  individual  responses.  Thus  for  the 
long  form,  the  total  score  has  a  range  of,  0-63. 
The  total  score  on  the  short  form  can  be  ad- 
justed in  or^er  to  be  compatible  with  the  long 
form. 

Development: 

Rationale:  No  specific  theory  is  used  as  a  ra- 
tionale. The  motivation  for  developing  this  in- 
strument lies  in' the  need  for  a  standardized 
means  of  assessing  depression.  The  author  rec- 


ognizes the  value  of  clinical  judgments  of 
depression  while  simultaneously  J^cknowledging 
the  disadvantages  of  the  clinical  approach.  An 
instrument  such  as  the  BDI  provides  a  stan-  ^ 
dardized  consistent  measure  that  does  not  rely 
on  the  theoretical  orientation  of  the  inter- 
viewer. The  BDI  is  also  more  economical  than 
the  psychiatric*  interview,  arid  it  provides  a 
numerical  score  which  can  be  used  for  compari- 
son purposes. 

,  Source  of  Items:  The  items  in  the  BDI  were 
primarily  clinically  derived.  Systematic  obser- 
vations and  records  were  made  regarding  the 
characteristic  attitudes  and  symptoms  of 
depressed  patients.  Those  attitudes  '  and 
symptoms  which  appeared  to  be  specific  for  de- 
pression, and  those  that  were  "consistent  with 
descriptions  in  the  psychiatric  literature  were 

^selected.  S^-^''*^'^''*^^^^^^"^^ 

Procedure  for  Development:  On  the  basis  of 
the  above  selection  process,  21  categories  of 
symptoms  and  attitudes  were  seleci;ed.'  The 
items  and  the  alternatives  within  each  item 
were  chosen  on  the  basis  of  their  relationship  to 
the  overt  manifestations  of  depression. 

Consensus  on  the  appropriateness  of  response 
alternatives  was  accomplished  by  having  a 
panel  of  psychiatrists  judge  different  psychiat- 
ric patients  with  respect  to  severity  on  the  dif- 
ferent categories.  <  . 

The  samples  which  were  used  in  the  develop- 
ment and  testing  of  the  BDI  were  taken  from  a 
populatiori  of  598  patients  in  the  psychiatric  and 
outpatient  services  of  the  Philadelphia  General 
Hospital. 

Reliability  and  Validity:'  Internal  consistency 
was  evaluiated  by  comparing  item  scores  and 
total  scores  for  each  patient  (N  =  200).  Using  the 
Kruskal- Wallis  Non-Parametric  Analysis  of 
Variance  by  Ranks,  all  items  were  found  to  have* 
a  significant  correlation  with  the  total  score. 

Split-half  reliability  was  computed  (N -=  97) 
and  the  Spearman-Brown  reliability  coefficient 
of  0.93  was  obtained. 

The  stability  of  the  instrument  was  tested  by 
administering  the  BDI  twice,  at  an  interval  of  4 
weeks,  to  a  group  of  38  patienttk  Clinical  judg- 
ments of  the  patients'  depth  of  depression  were 
concurrently  made.  Changes  in  BDI  scores  were 
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fojand  to  parallel  changes  in  clinical  ratings. 

Concurrent  validity  was  tested  by  correlating 
BDI  scores  with  other  measures  of  depression. 
Within  a  wide  range  of  studies,  the  BI>I  was 
found  to  correlate  0.65  with  clinicians  ratings, 
6.75  with  the  MMPI-D  scale  and  0.75\  with 
Hamilton's  Ratirfg  Scale  for  Depression.  Other 
correlations  repoijted  include:  0.55  with  the 
depression-anxiety  scaley  0.66  with  the  depres- 
sion scale  of  ,the  Multiple  Affect  Adjective 
Checklist,  and  0.76  with  the  Zung  Self-Rating 
Depression  Scale. 

Construct  validity  was  examined  by  compar- 
ing outcomes  of  the  BDI  with  scores  on  other 
measures  considered  to  be  indicators  of  depres- 
sion. Significant  relationships  are  reported  in 
the  literature  with  "negative  self-concept," 
"identification  with  the  loser,"  "pessimism," 
and  a  "hostility-inward"  scale. 

Use  in  Research:  The  BDI  (also  referred  to  as 
DI)  has  been  used  in  more  than  100  published 
research  studiesrFor  a  more  detailed  descrip- 
tion of  the  tool's  development  and  a  list  of  refer- 
ences to  other  studies,  the  reader  should  see 
"Assessment  of  Depression:  The  Depression  In- 
ventory" (Beck  and  Beamesderfer,  1974). 


The  inventory  can  be  completed  by  the  subject 
in  as  short  a  time  as  5  minutes  for  the  short^ 
form.  It,  therefore,  has  an  excellent  potential  as 
"a  quick  and  easy  aid  in  detecting  the  individual 
suffering  from  depression  in  cases  where  an 
evaluation  might  otherwise  have  not  been 
made. 
References: 

Beck,  A.  T.  Depression:  Causes  and  treatments. 
Philadelphia:  University  of  Pennsylvania 
Press,  1972. 

Beck,  A.  T.,  and  Beamesderfer,  A.  Assessment  of 

depression:     The     depression  inventory. 

Psychological  Measurements  in  Psychophar- 

macology,  1974,  7,  151-169. 
Beck,  A.  T.,  and  Beck,  R.  W.  Screening  depressed 

patients  in  family  practice:  A  rapid  technique. 

Postgraduate  Medicine,  1972,  52  81-85. 

Source  of  Information: 
Dr.  Aaron  T.  Beck 

Professor,  Department  of  Psychiatry 
University  of  Pennsylvania  Medical  School 
Philadelphia,  Pa.  19104 
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Beck,  Aaron  T. 

. .  '  '       ■     .  "  •  '■  .  ■       "  .    "     "  • 

THE  BECK  DEPRESSION  INVENTORY  (BDI) 

.  On  this  questionnaire  are  groups  of  «tatement8.    Please  read  each  group 
of  statements  carefully.    Then  pick  out  the  one  statement  in  each  group  which 
best  desctibes  the  way  you  haVe  beeu  feeling  the  PAST  WEEK,  INCLUDING  TODAY! 
Circle  the  number  beside  the  statement  you  picked;    If  several  statements  in 
the  group  seem  ta  apply  equally  well,  circle  each  one.    Be  sure  to  read-  all 
pthe  statements  in  each  group  before  making  your  choice. 


Case  Number:  Name  

'  ^  5_  Date 

1  2  3  4  5  6 

7  (    >     A.     :  \^ 

0    i  dp  not  feel  saih 

II  feel  sad.  . c 

2  I  am  sad  all  the  time  and  I  can't  snap  out  of  it.- 

3  I  am  so  sad  or  unhappy  that;  I  can't  stand  it.         ;  ' 

f-  . 

8  (    )  B. 

0-  I  am  not  particularly  discouraged  about  the  future. 
.11  feel  discouraged  about  the  future. 

2  1  feel  i  have  nothing  to  look  forward  to. 

3  I  feel  that  the  future  is  hopeless  and  that  things 

cannot  improve. 

<•         •  ^  ■ 

9  (    )  C. 

0  I  do  not  feel  like  a  failure. 

1  I  feel  I  have  failed  more  than  the  average  person. 

2  As  I  look  back  on  my  life,  *all  I  can  see  is  a    lot  of 
failures . 

3  1  feel  I  am  a  complete  f ailure  ,as  a  person. 

.10    (    )  D. 

-       0  I  get  as  much  satisfaction  out  of  things  as  I  used  to. 

1  I  don't  enjoy  things  the  way  I  used  to. 

^  2  1  don't  get  real  satisfaction  out  of  anything  anymore. 

3  I  am  dissatisfied  or  bored  with  everything. 

11  (    )  E. 

0  1  don't^feel  particularly  guilty. 

1  I  feel  guilty  a  good. part  of  the  time. 
\          2  I  feel  quitie  guilty  most  of  the  time. 

3  1  feel  guilty  all  of  the  timie.  . 

12  (    )  F. 

0  .1  don't  feel  I  am  being  punished. 

1  I  feel  I  may^be  punished. 

2  1  expect  to  be^ punished. 

3  1  feel  I  am  being  punished. 
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13  (    )  G. 

d  I  don't  feel  disappointed  in  myself. 

1  I  am  disappointed  in  myself. 

2  I  aia  disgusted  with  myself. 

3  I  hate  myself. * 

14  (    )      H.  \ 

0  I  don't  feel  I  am  any  worse  than  anybody  else.  ■ 

1  I  am  critical  of  myself  for  my  weaknesses  or  mistakes. 

2  . I  blame  myself  all  the  time  for  my  faults. 

3  I_blame  myself  for  everything  bad  that  happens. 

15  (    )  I. 

0  I  don't  have  any  thoughts  of  killing  myself. 

1  I  have  thoughts  of  killing  myself,  but  I  would  not  cai^ry 
them  out.  ' 

2  1  would  like  to  kill  myself. 

3.1  would  kill  myself  if  I  had  the  chance. 

16  (    )  J. 

0  I  don't  cry  anymore  than  usual.  ' 

1  I  cry  more  now  than  I  used  to. 

2  1  cry  all  the  time  now. 

3  1  used  to  be  able  to  cry,  but  now  I  can't  cry  even  though 
I  want  to. 

17  (    )  K. 

0  I  am  no  more  irritated  now  than  I  ever  am. 

1  I  get  anijoyed  or  irritated  more  easily  than  I  used  to. 

2  I  feel  irritated  all  the  time  now.  ^ 

3  I  don't  get  irritated  at  all  by  the  things  that  used  to 
irritate  me^. 

18  ('  )      L.  e 

0  1  have  not  lost  interest  in  other  people. 

1  I  am  less  interested  °in  other  people  than  I  used  to  be. 

2  I  have  lost  most  of  my  interest*  in  other  people. 

3  1  have  lost  all  of  my  interest  in  other  people. 

19  (    )  M. 

0  1  make  decisions  about  as  well  as  I  ever  could. 

1  I  put  off  making  decisions  more  than  1  used  to. 

2  i  have  greater  difficulty  in  making  decisions  than  before.  ^ 

3  I  can't  make  decisions  at  all  anymore. 

20  (  y  \N.. 

0  I  don't  feel  I, look  any  worse  than  I  used  to. 

1  I  am  worried. that  I  am  looking  old  or  unattractive; 

2  1  feel  that  there* are  permanent  changes  in  my  appearance  that 
make  me  look  unattractive. 

3  1  believe  that  I  look  ugly. 
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0  I  can  work  about  as  well  as  before • 

1  It  takes  an  extra  effort  to  get  started  at  doing  something, 

2  I  have  to  push  tayself  very  hard  to  do  anything. 
'31  can't  do  any"* work  at  all. 

'22    (    )      P.  •  " 

0    1  can  sleep  as  well  as'^asual.  t 
1.  I  don't  sleep  as  well  as  I  useJ  to. 

2  1  wake  up  1-2  hours  earlier  than  usual  and  find  it  hard  to 
get  back  to  sleep. 

3  1  wake  up  several  hours  earlier  than  I  used  to  and  cannot 
get  back  to  sleep. 

23  (    )  Q. 

0  1  don't  get  more  tired  than  usual. 

1  i  get  tired  more  ieasily  than  I  used  to. 

2  I  get  tired  from  doing /almost  anything. 
5    J,  am  too  tired  to  do  anything. 

24  (  )    R.  .       V  : 

.   0  My  appetite  is  ;io  worse  than  usual. 

1  My  appetite  is  not  as  good  ar  it  used  to  be. 

2  My  appetite  is  mncp,  worjse  now.  ^ 

3  1  have  no  appetite  at  all  anymore. 

25  (    )  S. 

0  I  haven't  lost  much  weight,  if  any,  lately. 

1  i  have  lost  more  than  5  pounds • 

2  I  have  l^Bt  more  than  10  pounds.  . 
.31  have  Iv.  .    mote  thai*  15  pounds. 

*  I  iim  purposely  trying  to  lost:  weight  by  eating  lesa.    Yes  Np__ 

26  (    )  T. 

0    I  am  no  mbre  worried  about  my  health  than  usual. 
'  1    1  am  worried  about  physical  problems  such  as  aches  and  pains; 

or  upset  stomach;  or  constipation. 
2    I  am  very  worried  about  physical  problems  and  it's.hard  td 
thihk*of  much  else. 
'  ^  3    I  am  so  worried  about  my  physical  problems,  that  I  cannot 

think  about  anything  else. 

27:  (  V    U.  .  .  . 

0  1  have  nor  noticed  any  recent  change  in  my  interest  in  sex. 

1  I  am  less  interested  in  sex  than  I  used  to  be., 

2  I  am  much  less  interested  in  sex  now. 

,   3    I  have  lost  interest  in  sex  completely. 


Time  elapsed  since 
cnLlnlcal  interview. 


Copyrighted  by  Aaron  T.  Beck;  reproduced  with  permission  by.  the^Health  '^^^^^Jy^^^  ,  ,  .^^ 
Administration.    Further  reproduction  prohibited  without  permission  of  copyright  holdsr. 
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Title:  EVALUATION  OF  EMOTIOiSTAL  TEN- 
'SION  ON  ADMISSION  IN  LABOR 

Author:  Crawford,  Mary  I.  ^ 

Variable:  The  instrument  evaluates  the  emo- 
tional tension  of  a  woman  in  la-bor  at  the  time  of 
hospital  admission. 

Description: 

Nature"^  and  Content:  This  is  ja'  4:item, 
observer-completed  rating  scale.  Symptoms  of 
anxiety  are  evaluated  by  the  nurse's  observa- 
tion of  four  "signs"  between  the  patient's  labor 
contractions^  i.e.,  (1)  expressed  fear  of  labor;  (2) 
behavioral  symptoms  (voice  tremulous,  quivers, 
or  breaks;  pupils  dilated;  crying,  sepms  near 
tears;  unable  to  concentrate  on  what^  you  say; 
jittery;  easily  startled;  acts  as  if  fearfjul;  seems 
overly  shy  or  timid);  (3)  systolic  blood!  pressure 
on  admission  in  labor  minus  blood  pressure  on 
last  visit  to  antepartal  clinic;  and  (4)  pulse  rate 
on  admission  in  labor.  A  score  of  0,  1,  2,  or  3  is 
assigned  for  each  sign;  a  cumulative  score  of  10 
indicates  the  highest  possible  emotional  ten- 
sion. ^ 

AShiinistraiion  and  Scoring:  No  special  provi- 
sions are  necessary  for  administering  the  in- 
strument. Nurses  who- were  interviewed  as  part 
of  a  pilot  study  reported  no  difficulty  in  using 
this  instrument  as  part  of  the  admission  proce- 
dure, nor  did  they  feel  it' required  the  length  of 
time  required  to  admit  a  woman  in  labor  (Ci^w- 
ford,  1968). 

Scoring  is  on  a  four-point  scale.  Two  of  the 
signs  are  scored  from  0-3,  and  two  from  0-2, 
.  making  a  total  possible  sc<*re  of  10.  A  cumulative 
score  of  10  indii-;?tes  the  highest  possible  emo- 
tional tension. 

Development:  . 

Rationale:  The  relationship  between  anxiety, 
as  it  is  evaluated  during  prej^nancy,  and  distur- 
bances during  labor  has  been  the  subject  of 
many  investigations.  Positive  relationships 
•have  been  reported  between  scores  on  different 
..kinds  of  anxiety  tests  "administered  during 
pregnancy  and  maternal-fetal,  and/pr  neonatal 
complications  of  Tabor  (Davids  -^nd  De  Vault, 
1962;  Grimm,  1961;  Klein,  1963^  ar*d  McDonald  et 
al.,  1963). 

Source  of  Items:  The  items  were  based  on  a 
review  of  the  liters^ture  and  the  professional  ex- 
perience of  the  author. 

Procedure  for  Development:  No  information 
was  provided. 

o  Reliability  and  Validity :  Thirty-nine  women 
were  rated  op  physiological  and  behavioral 


symptoms  of  anxiety  during  labor  by  two 
nurses.  The  Pearson  product-moment  correla- 
tion between  these  two  sets  of  ratings  was  0.51. 

This  measure  was  used  by  the  author  in  con- 
junction with  her  Questionnaire  on  Symptoms 
of  Muscle  Tension,  and,  when  "both  instru- 
ments'* are  mentioned,  the  reference  is  to  that 
combination. 

Use  in  Research:  This  instrument,  along  with 
the  Evaluation  of  Muscle  Tension  Question- 
\naire,  was  designed  as  a  screening  tool  which 
nurses  could  use  to  help  determine  the  need  of 
women  for  emotional  support  during  labor 
(Crawford,  1968).  Results  of  this  study  appear  in 
an  article  in  the  Bulletin  of  the  Sloane  Hbspital 
for  Women,  Vol.  14,^  Winter  1968,  entitled 
"Physiological  and  Behavioral  Cues  to  Distur- 
bances in  Childbirth."  cs% 

Comments:  This  measure  deals  with  the  kind  of 
situational  observations  which  the  sensitive 
obstetrical  nurse  makes  daily.  However,  it  is  a 
beginning  in  which  observations  are  sy.s- 
tematized  and  quantified.  This  instrument  is 
still  in  very  early  stages  of  psychometric  de- 
velopment; psychometric  attention  should  .^e 
directed  toward  refining  the  items,. developing 
more  objective  scoring  criteria,  and  further  es- 
tablishing the  reliability  and  validity  of  the  in- 
strument. 

A^significantly  higher  number  of  women  were 
found  to  develop  physiological  disturbances  re- 
lated to'hypoxia  if  they  scored  above  the  median 
on  ratings  of  emotional  tension  in  labor/*Emo- 
tional  tension  in  labor,  however,  was  not  the 
only  factor  involved  in  the  prediction  of  whether 
or  not  physiolo^cal  disturbances  would  develop. 
Predictions  were^  much  more  accurate  if  muscle 
tension  scores^  based  on  the  author's  other  in-, 
strunfent,  were  also,  used  ^during  pregnancy. 
These  latter  scores  were  assumed  to  represent 
an  index  of  whether , or  not  the  woman  had  de- 
veloped a  habit  of  responding  to  anxiety  with 
physiological  symptoms.  The.  findings  support 
Breggin's  theory  that  patterns  of  responding  to 
anxiety  with  sympathomimetic  symptoms  re- 
sult in  learned  associations,  and  that  these 
symptoms  themselves  can  elicit  and  reinforce 
further  anxiety,  producing  a  selfc-generating, 
spiraling  anxiety  reaction.  The  greater  the  anx- 
iety, the  more  severe  the  sympathetic  nervous 
system  response  likely  to  occur. 

The  relationship  found  between'  anxiety 
symptoms  and  fetal  hypoxia  supports  the  theory 
that  anxiety  results  in  vasoconstriction  and  a 
reduction  in. oxygen  supply  to  the  fetus*^ 
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Using  the'  two  instruments  together,  the  au- 
thor was  dh\e  to  select  from  the  subjects  in  her 
study  on4  woman  DUt  of  five,  predict^  that  she  or 
her  infant  would  develop  physiological  /distur- 
ba™es,  and  be  correct  more  than  half  tne  time 
(Cfr^wfojrd,  1968). 
Refei^ei^ces: 

nCrawford,  Mary  1.  Physiological  and  behavioral 
cuea^  to  disturbances  in' childbirth.  Bulletin  of 
the  Sldfane  Hospital  for  Women,  1968,  132- 

\  143,  \  ' 
'Davids,\  Anthony,  and  De  V.jult,  Spencer.  Ma- 
ternal anxiety  during  pregnancy  and 
childbirth— — abmJ^Cnalities.  Psychosomatic 
Medici^  y  1962,  2j(,,  464-470; 
Grimm,  Elaine  R.  Psychological  tension  in  preg- 
nancy, psychosomatic  Medicine,  1961,  23, 
520-527. 


Klein,  Helen  T.  Maternal  anxiety  and  abnor- 
malities of  birth:  Relationship  between  anxiety 

 level  during  pregnancy  and  maternal  fetal 

Gomplications.  Unpublished  doctoral  disserta- 
tion. Yeshiva  University,  1963. 

MgDonald,  Robert,  Gynther,  Malcolm,  and 
Christakos,  Arthur.  Relations  between  ma- 
ternal anxiety  and  obstetric  complications. 
Psychosomatic  Medicine,  1963,^5,  357-363. 

Source  of  Information: 

Mary  I.  Crawford,  RiN.,  Ed.D. 
School  of  Nursing 
Columbia  University 
179  Fort  Washington  Avenue 
New  York,  N.Y.  10032 
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Crawford,  M^fy  I. 

•■■'S 

EVALUATION  OF  EMOTIONAL  TENSION  ON  ADMISSION  IN  LABOR 


WliUo  ntlmiilW."  tM  \v..inMn  in  Inbor,  cvnluatc  the  ft;!hi\viii(;  foiir sipis  ii\  belwocn  von- 
,  triicLioiw       :»h.sij;n  usvur  ?  i»f  0,  I;  2,  ur  3  fur  oarli  >ij$n.  A  ruiniilative  scuro  of  iiuliralos 
llic  liiglicjil  |>c).s.sil)le  (iiitoLiuual  (eiisiun.  


Sisn 


Expressed  Fear  (if  Labur 
(Sec  Eiiftliali  ami  Span*- 
bli    (juesliuns  on 
Rnek  of  Slieet) 


Hehavioral  Symptom?: 

 Voiro  Trenuiloiis, 

Quivern,  or  Jfteaks 
_PupiU^y\iu*ted  =•  at 
least  j.jf'.Dlameier 
^      q[  the  Irw 

 Crying 

,   Seema  near  Tears 

 Unable  to  Concen- 
trate on  What  Yon 
Say 

^Jittery,"  Easily 

-Startled 
_Acls  as  if  Fearfnl 
.iS'einv?  Overly  Si»y  or 
Timid 


None  K.\- 
pressed 


None  i»f 
these 
Symp- 
toms 
Noted 


Systolic  Blood  IJressljpe 
on  Admission  in  La- 
•■bpr  Minus  Systolic 
Blood  Pressure  on 
Last  Visit  t.o  A.P, 
Clu;ic 

Pulse  Kate  on  Admission 
in  Lubur 


Lbss  tlian 
+3  • 


I^ss  than 
87 


l'l\pre?sed 
Fear  for 
IJaby  or 
Kxpressed 
Fear  but* 
Unable  lo 
Describe. 


One  i»f^ 
these 
Symp- 
'  tonus 
Noted  • 


+3  -  +15 


87-97 


Expressed 
Fcur  for 
»Self  (hem- 
orrliui^e, 
iouglabori 
puin-, 
death, 
etc.) 


Two  oc 
More  of 
these 

Symptoms 
Noted 


+  1G  -  +28 


08  -  108 


More  tinui 
+28' 


More  tiian 
108 


Score 


■  I 
I  . 


Copyrighted  by  Mary  1.  Crawford;  reproduced  with  perrrtission  by  the  Health  Resource?* 
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Title:  EVALUATION  OF  MUSCLE  TBNSIOlsj 
QUESTIONNAIRE  *  \ 

,  Author;  Crawford,  M&ry  I.  ^ 

Variable:  The  instrument  assesses  the  severity 
of  muscle  tension!  and.  other  subjective 
symptoms  experienceffl  during  a  ?-week  period  of 
the  third  trimester  of  pregnancy. 


Description:  / 

Nature  and  Content:  This  self-administered 
,questionnaire  is  made  up  of  14  items,  .^even  in 
each*  of  two  groups.  The  respondent  is  asked  to 
recall  various  discomforts  she  may  have, experi- 
enced during  a  2-week  period  and  the  ddration 
of  each  symptom*  The  five  response  choices  are 
keyed  to  the  nurhber  of  .days  the  discomfort  was 
experienced,      !i» , 

Administration  and  Scoring:  No  special  provi- 
sions are  necessary  for  administration  of  the 
questiorinaire,  and  alJproximately  5  minutes  are 
required  for  cortipletion. 

Responses -are  scored  by  assigning  a  point  , 
value  for  each  answer  as  follows:  hone  =,0. . 
:  points,  1-3  days  =  1  point,  4-7  days  =  2'^poirits, 
&-11  days  =  3  points,  12-14  days  =  4  points.  The 
points  are  jsummed  to  provide  a  total  score 'for 
each  respondent;  the  higher  the  total >scofe,  the 
higher  the  incider.ce  of  symptoms  of  muscle  ten- 
sion. 

/ 

Development: 

Ration^h:  Crawford-  (1968)  cites  the  large 
'  number  of  studies  that  suggest  "anxiety  is  as- 
sociated with  increased  muscle  tension  which  is, 
-JInJium,  accompanied  by  subjective  complaints 
of  pain  and  discomfort  in  the  musclfe  or  muscles 
involved."-  -  ' ' 

"  Source  of  Items:  The  items  were  derived  from 
an  interview  schedule  used  bv  Sainsbury  and 
I  6ibsoir(19&4)  to  assess  clinical  evidence  of  mus- 
cle tension  in  pdtients. 

Procedure  for  Development:  The  author 
adapted  the  Sainsbury*  and  GUwon  (1954)  inter- 
view guide  for  her  purposes  and  population, 
tHen-refined  it  as-the  result  of  two  pilot  studies. 
No'details  of  the  two  pilot  studies  were  provided. 

Reliability  and  Validity:  In  a  pilot  study,  59 
women 'completed  a  second  copy  of  the  ques- 
tionnaire 4  weeks  aft§r  having  co^npleted  the 
firsrt  one.  The  testrretest  correlation  wasr  =  0.64 
for  a  i-month  interval.  ... 

.This  me^sinPe  was  used  by  the  author  in  con- 
junction with  her  Rating  Scale  of  Emotional 
Tension /on  Admission  in  Labor,  and,  when 
**both  instruments''  are  mentioned,  the  refer- 
ence is  to  that  combination. 


A  significantly  higher  rumber  of  women  were ^ 
found  to  develop  physiological  disturbances  re- 
,  lated  to  uterine  dysfunction,  or  their  infants 
'were  found  to  develop  physiological  distur-  * 
bances  related  to  hypoxia,  if  they  scored  above 
the  median  on  rating?  of  emotional  tension  in 
labor.  Emotional  teision  in  labor,  however,  wa,s 
not  the  only  factc^nvolved  in  the  prediction  of 
whether   or  not/  physiological   disturbances  . 
would  develop.  Predictions  were  much  more  ac% 
curate  if  muscle  tension  scores,  during  preg- 
nancy were  also"  used,  '^hese  scores  were, 
assumed  to  represent  an  index  of  virrifether  or  not 
.  the  woman  had  developed  a  habit  of  Responding 
to  anxiety  with  physiological  symptoms.  The 
finding^  support  Breggin's  (1964)  th&etjy  that 
patterns  of  responding  to  anxiety  with  sym-. 
pathomimetic  symptoms  result  in  learned  as- 
.  sociations,  and  that  these  symptoms  themselves 
can  elicit  and  reinforce  further  anxiety,  producr 
in^  a  self-generating,  spiraling  iinxiety  reaction. 

The  relationship   found   between  anxiety 
symptoms  and  fetal  hypoxia  supports  the  theory 
•  that  anxiety  results  in  vasoconstriction  and  a 
'  reduction  in  oxygen  supply  to  the^fetus. 

Using  the  two  instruments  together,  the  au- 
thor was  able  to  select  from  the  subjects  in  her 
study  one  woman  out  of  five,  predict  that  she  or 
her  infant  would  develop  physiological  distur- 
bances, and'be  correct  more  than  half  the.time 
(Crawford,  1968).  ' 

Use  ir^  Research:  This  questionnaire,  alon*g  with  ^ 
the  one  for  Evaluation  of  Emotional  Tension  on 
Admission  in  Labor,  was  designed  as  a  screen-^ 
ing  tool  which  nursiJs  could  use  to  help  deter- 
mine the  need  of  women  for  emotional  support 
during  labor  (Crawford,  1968).  Results  of  this, 
study  appear  in  the  Crawford  article  referenced 
below.  "  , 

Comments:  This  instrument  appears  to  be  easy 
for  a  nurse  to  administer.  However,  any  poten- 
tial user  should  examine  each  item  carefully  for  ■ 
its  relationship  to  the  concept  under  study,  i.e.,  *• 
muscle  tension.  The  instrument  could  perhaps 
more  accurately  be  considered  a  measure  of  sub- 
jective symptoms  of  anxiety^  Psychometric  at- 
tention is  indicated. 
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Crawford ,  Mary  I •         ^  ■  '  \ 

EVALUATION  OF  MUSpLE  TENSION  QUESTIONNAIRE 


TIw?  iiiwwerH  to  llio  fnUnwinjj  (iiu'siioiis  will  lirlp  iu<  lo  plan  Icir  yniir  cnrr  during  laljor. 
All  llio  (|iH»y.lioiw  mil  lir'aiuswrriMl  in  live  iiiiiiuU*?*.  M  in  iiiU)(»rtjinl  tlirtl  vm-U  \\m^['uf\i  In? 
aimwcrcil  iw  ncttiinildy  :i.s  |Mw«il»U!.  Simply  iliiiik  l»ark  over  llic  past  Ivvo  wrrks  and  ihr.ck 
ihc  inmilHfr  of  iluys  Unit  yo«i  cum  rciuunilH-r  liaviii«  uaidi  nf  llni  foliiiwiiin  disconiforls. 

iiii  how'miuiy  days  duriiiK  Ihc  pasi  ■   ^  I 

two  wcck'M  have  y«>ii  U*\l 

1 .  any  p^lli,    ifTniws  «)r  ^l»ji»l?  LIL 
— yrmyylmcir"Wlni'li  IjusIs.  an 

\u}Xt/ «ir  more? 

2.  nny  piiiu,/^lifrna»<i4.  crumping 

(ir  iirliiiiK  in  y(»ur  ncrk  nr 

3.  any  pain,  slifTiirss,  cram  pi  nj; 
r  :     iir/achiiiK      yV"*"  »«*his? 

4.  any/ tinli*'**^-**'^      pa»"  arinin«l 

yVnir  heart  ? 

5.  siek  at  ytnir  .stoinaili  or  nan- 

scatcil?  

ft.  tense,  rcs<Ucf::f>  ami  nnal)Ie  i«* 

*\ 

reiftx? 

7.  irriiuhlc  uimI  loiu'hy? 

Onliow  many  days  during  the  p^^l 
two  iNi'Avt  have  you  noticed 
I.  any  diarrheavor  watery  bnwol 

niiivrmenl.H?'' 
*i.  ""thill  iIiiuK.-*  I«»«>ke«l  l»Iurr<Ml? 

3.  any  rtiishinn,_or  fell  ajiy  hoi 
H(*iu<a  lions? 
-  *4.  a  fr«»!iii^  «>f  nnmlini'SH  in  yoni^ 
haintH  or  farr? 

5.  any  trcnmr  or  irLMnhlinj:  foil- 
ing in  y«)Ur  ha  mis? 

U.  any  clicking  or  rinKiM«  in 
your  carr«? 

7.j  youn^itlf  juiMpinj:,:it  nuisirs  or 
wakinK  up  with  ii  jerk? 


\ 
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12  14 
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days  

*la\*?*  
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8-n 

12-14 
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day:<  

day?  

diiyn  

daVM  
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ilaVM  - 
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1-3 
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diiysi  L 

days  
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Title:  BEHAVIORAL'  RATING  CHECKLIST 
FOR  NURSIx>fG  PERSONl^EL  ^ 

.Author:  Gairity,  Thomas  F.,  and  Klein,  Robert 

Variable:  The  presence  or  absence  and  degree  of 
Unresolved  emotional  distress- of  coronary-care 
unit  patients  during  the  acute  phase  of  myocar- 
idial  infarction  is  the  variable.  Emotional 
distress  or  upset  and  positive  behavior  are  op- 
erationally defined^by^the  21  patient  behaviors 
^ist^U^orf^he  instrument.  The  acpte  phase  of 
^miyocardial  infarction  is  defined  as  the  first  5 
days  of  hospitalisation  following  the  attack. 

Description:  ^ 

Nature  and  Conien^;  The^instrument  is  an  ob- 
servational rating  scale  to  be  lised  by  nursing 
personnel  to  rate  the  extent  to  which  certain 
/behavior  tx^aits  are  exhibited  by  patients.  It 
consists  of  18  item^^  descriptive  of  behavioral 
disturbance,  such  as  anxiety,  hostility,  and-de- 
pression  (items  1  through  21).  Each  item  is 
scored.on  a  5-point  scale  (0  to  4)  depending  upon 
the  intensity  of  the  particular  trait.  The  re- 
sponse choices  are:  absent,  slightly,  ^hoderately, 
much,  and  extremely.  The  niirse  rates  the  pa- 
tient on  all  items  and  also  records  the  date  and 
the  shift  on  which  the  rating  was  made. 

Administration  cCnd.Scoring:  Observations  of 
the  patient's  behavior  aTe  made  during  the 
acute  phase  of  the  heart  attack,  that  is,  during 
the  first  5  days  following  hospitalization  for  the 
attack..  The  observation  should  begin  with  the 
patient's  admission  and  continue  at  regrular 
intervals  during  the  next  5  days.  Using  separate 
checklists,  observations  are  to  be  recorded  on 
each"  patient  by  two  independent  observers- 
-one  at  the  fend  of  the  7  a.m.-3  p.m.  shift,  and  one 
at  the  end  of  the  3  p.m.-ll  p.m.  shift.  The  raters 
who  used  the  original  checklist  were  trained 
over  a  1-year  period,  during  which  the  develop- 
ment and  testing  of  the  instrument  took  place. 
During  the  development,  raters  were  required 
to  use  the  checklist  with  patients  under  their 
c^r'^.  and  to  defend  their  ratings  in  weekly  staff 
meetings  with  a  research  psychiatrist  and  a  be- 
havioral scientist.  By  the  end  of  the  training, 
raters  were  consistent,  as  a  group  and  as  indi- 
viduals, in  labeling  given  behavior  according  to 
checklist  items  (Garrity  and  Klein,  1975). 

The  scores  for  the  individual  items  on  the 
checklist  are  grouped  by  addition  into  a  single 
measure  of  behavioral  disturbance  (item.s  1 
through  18).  and  *a  single  measure  of  positive 
oehavfor  (items  19  through  21)  for  each  patient. 


These  two  measures  are  graphed  over  the  5-day 
observation  period.  The  graphs  are  then  used  to 
sort  the  patients  into  two  groups  called  nonad- 
justment  and  the  adjustment  groups.  (The 
gro^ip  names  are  simply  ,  labels  which  are  de- 
scriptive of  manifest  behavior  and  are  not 
meant  to  characterize  any  deeper  levels  of 
psychological  adjustment.)  Graphs  sorted  into 
the  nonadjustment  group  show  either  great  be- 
havioral disturbance  and  little  piositive  behavior 
over  the  5  days  of  observation,  or  increasing 
behavioral  disturbance  and  decreasing  positive 
behavior.  Graphs  sorted  into  the  adjustment 
group  show  either  little  behavioral  disturbance 
or  great'-positive  behavior  over  the  5-day  period, 
or  decreasing  Behavioral  disturbance  and  in- 
creasing positive  behavior. 

Development: 

Rationale:  Psychosomatic  research  leaves  lit- 
tle doubt  that  ^motions  are  a  factor  in  the 
pathogenesis,  onset,  and  complications  of  acute 
myocai^dial  infarction.  The^  works  of  Rosenman^ 
(1974)  have  studied  the  association^  between 
coronary  artery  disease,  selected  risk  factors, 
and  habitual  types  of  behavior,  so-called  Type  A 
and '  Type  B  patterns.  Carefully  controlled 
statistical  studies  have  shown  that  behavior 
patterns  are  an  independent  risk  factor  capable 
*  of  increasing  coronary  risk  alone  and  in  concert 
with  other  classical  risk  factors,  e.g.,  heredity, 
diet,  smoking,^weight,  exercise,  etc. 

These  and  other  findings  seem  to  suggest  that 
mind-body  linkages  in  carulae  disease  rnlghL 
fect  long-term  rehabilitation,  as  well  as  the  de- 
velopment and  precipitation  of  the  acute 
myocardial  infarction  (AMI).  In  a  study  to 
examine  the  possible  correlation  between  unre-. 
solved  emotional  distress  as  evidenced  by  post- 
attack  behavior  and  survival  after  6  months,  the 
authors  developed  this  instrument  as  a  means 
of  measuring  such  behaviora?  distress  or  upset 
(Garrity  and  Klein,  1975).  . 

Source  of  Items:  The  checklist  is  similar  to 
that  reported  by  Buhney  and  Hamburg  (1963). 

Procedure  for  Development:  The  items  of  the 
Bunney  and  Hamburg  fl963)  checklist  were 
modified  to  reflect  types  of  behavior  typical  of 
patients  in  a  coronary  care  facility.  In  con- 
structing the  checklist,  items  requiring  a  g^eat 
deal  of  inference  on  the  part  of.the  observer 
were  minimized.  The  development  and  testing 
of  the  checklist  and  the  training  of  ratefs  took 
place  over  a  1-year  period  of  time. 

Reliability  and  Validity:  The  interrater  relia- 
bility on  each  of  the  21  items  on  the  checklist 
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was  significant  at  the  0.01  level.  The  correlation 
between  two  observers  simultaneously  rating  a. 
bfedridden  cardiac  patient  (as  depicted  in  a  15- 
minute  film  segment)  was  0.64,  using  the  compo- 
site. 18-item  behavior  disturbance  score.  When 
observers  rated  pntients  in  the  actual  hospital 
ward  setting,  the  correlation  was  0.42. 
JDiscrimiilatory-validity  of  the  instrument  is 

""reflected  by  Garrity  and  Klein  (1975)  having 
found  that  the  pattern  of  behavior  adjustment, 

'  as.  assessed  by  the  instrument  during  the  post- 
attack  period,  was  a  significant  predictor  of 
6-month  mortality  (F  =  6.94;  significant  at  0.05 
level;  N  = '48). 

*  Use  in  Research:  Garrity  and  Klein  used  tti^ 
instrument  in  their  1975  study  "Emotional 
Response  and  Clinical  Severity  as  Early  "deter- 
minants Six^Month  Mortality  After  Myocar- 
dial Infarction"  which  suggests  that  psychic 
factors  do  affect  6-month  mortality  rates  after 
myocardial  infarction. 

Comments:  The  instrumient  is  brief,  straight- 
forward, and  is  made  up  of  behav't>ial  and  non- 
behavioral  characteristics  which  research  seems 
to  indicate  are  important  in  coronary-prone  be- 
havior and/or  the  ability  to  adjust  to  AMI.  How- 
ever, the  validity  and  reliabihty  of*  the  instru- 
me^.t  depend  greatly  upon  the  skill  ^ndtraining 
of  the  raters.  The  author  stated  that  the  raters 
"for  his  study  were  trained  over  a  1-year  period. 
Any  potential  user  might  consider  developing  a 
videotape  for  training  raters  and  thus  shorten- 
ing the  time  required.  Psychometricalli^,  the 
items  should  be  refined  so  that  they  are  phrased 
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in  parallel  forms.  Also,  each  item  should  be  op- 
erationally defined  in  explicit  terms.  As  they 
now  stand,  i.e.,  withdrawn,  quiet,  unfriendly  to 
others,  impolite  to  others,  etc.,  they  require - 
value  judgments  on  the  part  of  the  rater.  This 
could  Qscrease  the  reliability  of  the  instrument 
to  an  unacceptable  level  for  some  researchers.  It 
would  be  more  accurate  to  rename  the  instru- 
ment a  rating  scale,  since  it  requires  a  rating  of 
the  degree  of  possession  of. each  characteristic. 
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Garrlty,  Thomas  F. 

BEHAVIOR  RATING  CHECKLIST  FOR  NURSING  PERSONNEL 

__pdte  -  "   Shift  -  '  P^^^ent 

Rater       ;  "  "^^^^ 

PJease  Indicate  to  what  extent  the  foil owing J tans  were  present  in  the  patient  during  this  shift.  Check 
the  appropriate  place  o^  each  scale.  - 


1.  Anxiety. 

2.  Restless. 

3.  Tense. 

4.  Seans  afraid  of  something. 

5.  Becomes  upset  easily. 

6.  Seeks  reassurance  from  personnel • 

7.  Hostility. 

8.  Unfriendly  to  others. 

9.  Inipollte  to  oth&rs. 

10.  Complains. 

11.  Objects  to  some  noutine  procedures. 

12.  Angry.  f 

13.  ^  Depression. 

14.  Seems  ta  fee?  rejected. 

15.  Sad  appearance. 

16.  Withdrawn. 

17.  Ouiet. 

18.  ^alks  of  gloomy  things. 

19.  Calm. 

20.  Cheerful r 

21.  ^  FH^ndlv.  


Absent  Slightly  Modferately  Much  Extremely 
 1  ■ 


/ 
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Title:  SYMPTOM  RATING  TEST  (SET) 

Author:  Kellner^  Robert,  and  Sheffield,  Brian  F. 

Variable:  The  variable  is  patients'  perceptions  of 
distress  defined  as  a  temporary  and  changeable 
state.  In  this  instrument,  distress  is  assessed  by 
patients'  self-ratings  on  a  total  distress  score 
and^^four  subcategories  (?\nxiety,  depression, 
somatic  symptoms,  and  inadequacy). 

Description: 

Nature  and  Content:  T'his  self-administered, 
30-item  instrument  consists  of  words  and 
phrases  desciaptive  of  a  wide  variety  of  feelings 


or  symptoms  a  patient  may  be  experiencing  or 
may  have  experienced  in  the  past. 

Anxiety  is  determined  by  responses  to  eight 
items  such  as  "Scared,  frightened."  Depression 
is  operationalized  by  responses  eight  items 
such  as  "No  hope."  Somatic  symptoms  are 
operationalized  by  responses,  to  seven  items 
such  as  "Chest  pains."  Inadequacy  is  oper- 
ationalized by  responses  to  geyen  items  such  as 
"Inferior  to  others."  For  each  item,  a  Yes-No 
format  is  presented  on  the  left  side  of  the  page, 
such  as  "Have  you  felt  dizzy  or  faii\t?"  On  the 
right  side  of  the  page  is  a  corresponding  Likert- 
type  scale  with  a  question  such  as  "How  often 
have  you  felt  dizzy  or  faint?"  Respondents  are 
instructed  to  mark  the  Likert  Scale  for  each 
item  they  have  checked  "Yr ;?." 

Administration  and  Scoring}:  No  special  provi- 
sions are  necessary  for  administration  of  the 
instrument.  Approximately  20  minutes  are 
necessary  to  complete  th  e  test.  Rer>?ondents  are 
asked  to  describe  how  they  }  v  3  felt  during  the 
past  week  or  day,  depending  r^mn  the  version  gf 
the  instrument  being  used.  A  imeric  code  from 
1-4  is  assigned  to  the  response  categories,  i.e., 
^1  =  not  at  all;  2  =  a  little,  slightly;  3  =  a  great 
deal,  quite  i  bit;  4  =  extremely,  could  not  have 
been  worse.  « 

The  score  for  anxiety  is  the  sum  of  the  scores 
of  items  3,  5,  9,  16, 19,  23,  26,  and  29.  Depression 
is  the  sum  of  the  scores  of  items  2,  6,  8, 12, 18,  24, 
25,  and  30.  iSomaiic  score  is  the  sum  of  items  1, 4, 
7,  11,  14,  21,  and  27,  and  inadequacy  score  is  the 
sum  of  items  10,  13,  15,  17,  20,  22,  and  28.  The 
total  score  is  made  up  of  responses  to  items  1-30. 
The  scores  for  anxiety  and  depression  cs  a  range 
from  0  to  32,  The  scores  for  somatic  and  ir- 
adequacy  can  range  from  0  to  28.  The  total  score 
can  range  from  0  to  120. 

Development: 

Rationale:  The  instrument  was,  developed  to 


provide  measures  of  changes  in  distress  in  re- 
search, such  as  in' drug  trials.  :  "  • 

Source  of  Items:  The  items  were  based  on 
symptoms  of  distressed  patients;  the  subcate- 
gories were  based  on  a  review  of  the  literature 
of  factor  analyses  of  symptoms  of  emotionally  >> 
distressed  patients.  \ 

Procedure  for  Development:  A  checklist  yras 
compiled  from  the  complaints  of  100  consecutive 
neurotic  patients.  The  responses  for  self-ratings  . 
were  chosen  from  expressions  used  by  patients. 
Initially,  each  symptom  was  rated  on  three 
dimensions— intensity,  frequency,  ancftftirationy 
_with  the  aid  of  test  cards.  As  a  result  of  experi- 
ence and  extensive  testing  with  the  test  card 
version  of  the  instrument,  the  scales  were 
further  refined  and  a  pencil-and-paper  version 
was  constructed*. 

•  The  instrument  was  then  administered  to 
several  groups  of  normal  patients  and  psychiat- 
ric patients.  Scores  on  the  instrument  were  also 
^compared  with  other  pencil-and-paper  tests 
such  as  the  Taylor  Manifest  Anxiety  Scale 
(Taylor,  1953)  and  the  Eysenck  Personality  In- 
ventory (Eysenck  and  Eysenck,  1964).  Finally, 
the  refationship  between  the  scores,  psychia- 
trists' ratings,  and  the*  effects  of  drug  treat- 
ments were  examined.  As  a  result  of  these 
studies,  the  pencil-and-paper  version  was 
simplified  and  abridged;  this  final  form  became 
the  Short  Version  of  the  SRT. 

Reliability  and  Validity:  Test-retest  informa- 
tion was  available  only  for  the  total  score 
derived  from  the  instrument.  Twenty-eight 
neurotic  outpatients  and  40  neurotic  inpatients 
completedf  the  instrument  on  two  occasions,  24 
hours  apart.  The  results  indicated  a  high  degree  * 
of  similarity  in  scores  on  the  total  score:  r  =  0.94 
and  0.92,  respectively,  for  these  two  groups.  The 
split-half  reliability  of  changes  in  SRT  scores  in 
neurotic  patients  after  1  month  of  treatment 
was  r  =  0.89. 

ISpearman  rank  order  correlations  between 
scores  on  this  instrument,  the  Taylor  MAS 
score,  and  the  Eysenck  Personality  Inventory 
>  euroticism  score  ranged  from  0.41  to  0.75.  In 
:  Jl  studies,  the  scores  of  psychiatric  patients  on  - 
this  test  were  significantly  higher  (p  <  0.001) 
than  were  those  of  their,  controls  who  were  not  . 
psychiatric  patients.  The  test  scores  discrimi- 
nated significantly  between  diagnostic 
categories  of  psychiatric  patients.  Patients  suf- 
fering from  endogenous  depression  scored*  sig- 
nificantly higher  than  neurotic  patients;  the 
latter  scored   significantly  higher  than  al- 
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_  coholics— and-  alcoholics  scored  significantly 
higher  than  normals.  The  scores  variecj  signifi- 
cantly in  scl\izophrenic  patients  with  changes  in 
treatment.  The  scores  discriminated  signifi- 
cantly between  the  responses  to  electroconvul- 
.* ;'V*>  therapy  of  patients  with  endogenous  depres- 
sion and  those  with  exogenous  depression.  In 
anxious  patients,  the  scores  were  negatively 
correlated  with  the  blood  level  of.  ben- 
zodiazepines. The  percentage  of  persons  incor- 
rectly identified  to  be  neurotic  or  normal  by 
their  test  scores  ranged  from  11  percent  to  28 
p^rcjpnt,  depending  upon  the  subscale.  The  best 
identification  occurred  for  the  total  score,  anxi- 
ety score,  and  depression  score,  which  ranged 

.  from  85  percent  to  89  percent  of  the  respondents 
who  were  correctly  classified.  These  results 
were  from  5  percent  to  6  percent  more  accurate 
i:han  the  Taylor  and  Eysenck  measures. 

Scores  on  this  instrument  for  several. groups 
of  patients- who- had  had  drug  therapy  we i-e  sig- 
nificantly lower  (p  <  0.001)  after  treatment  than 
before.  After  treatment^  the  scoi'es  were  still 
significantly  Tugher  than  those  for  normal  re- 
spondents. There  was  also  a  moderate  to  high 

^  correlation  between  psychiatrists'  ratings  of 
their  patients  on  the  Hamilton  Anxiety  Rating 
Scale  (Hamilton,  1959)  and  SRT  self-rating 
scores.  In. drug  trials,  the  instrument  was  found 
to  be  effective  in  discriminating:  between  the 
effects  ooi  psychotropic  drugs  and  those  of 
plkcebo. 

Use  in  Research:  This  instrument  has  been  used 
in  a  large  number  of  research  studies.  Recent, 
lists  of  these  studies  are  available  in  Kei5ner 
and  Sheffield  (1973  and  1976). 

Comments:  The  instrument  appears  to  have 
some  potential  for  measuring  cJiange  over  a 
period  of  time.  Nevertheless,  the  reader  should 


note  that  although  the  authors  purport  to  mea- 
sure "distress"  (  a  temporary  and  changeable" 
state)  as  distinct  from  a  ''trait"  (  a  long-standing 
disposition),  much  of  the  validity  data  they  offer 
show  a  relationship  to  variables-'that  are  not 
considered  temporary  states,  e.g.,  neuroticism. 

The  information  available  ^.egarding  the  rela- 
tionship between  scores  on  this  instrument  and 
those  of  otho'  instruments  is  rather  Complete 
and  congruent  with  what  would  be  expected.  It 
would  be  helpful  to  have  information  on  tfie 
short-term,  test-retest  reliability  characteris- 
tics of  the  subcategories  measured. 

0  V 

References: 

^  Eysenck,  J.  J.,  and  Eysenck,  S.  B.  G.  Manual  pf 
the  Eysenck  personality  inventory.  London:. 
University  of  London  Press,  1964. 

Hamilton,  H.  The  assessment  of  anxiety  states 
by  rating.  British  Journal  of  Medical  Psychol- 
ogy, 1959,  32,  50-^5.  '  '  ' 

Kellner,  R.,  and  Sheffield,  B.  ¥[.  A  self-rating 
scale  of  distress.  Psychological  Mticicine,  19,73, 

.,5,*88-100. 

 Scoring- instructions  for  the  symptom 

ra^rig  test.  Unpublished  manuscript,  1976. 

Taylor,  J.  A.  A  personal"  /scale  of  manifest.anx- 
iety.  Journal  of  Abnormal  and  Social  Psychol- 
ogy; 1953,  4^;  285^^290. 

Source  of  Information: 
Robert  Kellner,  M.D:,  Ph.D. 
Department  of  Psychiatry 
School  of  Medicine 
University  of  New  Mexico 

'  and 
Veterans  Administration  Hospital 
Albuquerque,  N.  Mex.  87108' 

Instrument  Copyright:  Robert  Kellner,  M.D., 
Ph,D:,  and  Brian  F.  Sheffield 


185 


jiyg  ^  -  VOLUME  1 

Kellner,  Robert,  and  Shef fields  Brian  F. 
SYMPTOM  RATING  TEST  (SRT) 

How  have  you  felt  during  the  past  week?  '  today ?Please  answer  all  questions. 
Draw  a  circle  around. your  answer  like  this:     ^esy  No 

Do -not  think  long  before  answering.    You  will  be  asked  more  about  these  ques- 
tlons  later.    Work  quickly!    Do  not  read  any  of  the  forms  you  have  filled  In 
previously.    ,  ^ 


1.    Have  you  felt  dizzy  or  faint? 


Yes  No 


*  '    2.    Have  you  felt  tired  or  felt  a  lack  of  energy?    .......  Yes 


No 


3.    Have  you  felt  n;.irvous? 


Yes  No 


4.    Ha>te  you  experienced  feelings  of  pressure 
or  tightness  anywhere  in  your  head  or  body? 


Yes 


No 


\ 


3.    Have^^oii  been  scared  or  frightened?. 


.......  Yes 


No 


6.  .  Hao  your  appeti^ce  been  poor? 


Yes 


vNo 


7.    Has*  your  heart  tended  to  beat  quickly  or 
strongly  without  reason?    (throbbing  .ox 
podnding) 


Yes 


No 
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How  have  you  felt  during  the  past  week?    today?  ,  . 

Check  all  the  questions  you  have  answered  "Yes"  on  the  page  on  your  left  and 
describe  your  complaint  by  drawing  a  circle  around  your  answer  like  this: 

What  has  your  headache  been  like  during  the  past  week?  

Slifitht-  Ba?^^  rVery  bad-    \         Unbearable-couldn'  t 


Slight- 

a  little  unpleasant 


very  \        have  been  worse 

^distressing/ 

You  can  put  the  circle  anywhere  along  the  line.  Do  not  think  ^ijbwig  before 
answering.    Work  quickly! 

1.    How  oiEten  have  you  felt  dizzy  or  faint?  

Only  avfew  Often  Very  often  or All  the  time 

times  ^  most  of  the  time 


2,    What  has  your  energy  been  like? 


Only  slightly 
lacking  in 
energy 


Tired 


Very  tired- 
everything 
was  an  effort 


Extremely 

tired  -  could -not 

do  anything 


3.    How  nervous  have  you  felt? 


A  little 


A  great  deal* 
quite  a  bit 


A  very  great 
deal-it  has 
been  very  bad 


Extremely 
couldn't  have 
been  worse 


4, ,  What  has  the  pressure  or  tightness  been  like? 


Slight- 
a  little 


Bad- 
tmpleasant(^ 


Very  bad- 
very 

distressing 


Unbearable- 
couldn^t  have 
been  worse 


5,    How  scared  or  frightened  have  you  been^ 


A  little 


A  great  deal- 
quite  a  bit 


A  very  great 
deal-it  has 
been  very  bad 


Extremely 
couldn't  have 
been  worse 


6,    What  has  your  appetite  been  like? 


Slightly 
off  my  food 


Did  not  enjoy 
my  food  at  all 


Could  hardly 
face  food 


Have  not  eaten 
anything  at  all 


7,  .What  has  your  heartbeat  (throbbing  or  pounding  of  the  heart)  been  like? 
Slight-  Bad-  Very  bad-        ^  Extremely 

a  little"  .    troublesome    ^    very  ""'^         distressing-couldn' t 

uxStressing  have  been  worse 
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8.    Have  you  had  k  feeling  of  hopeles^rsss  .or 
the  feeling  that  there -was  r.o  hojp^  ror  you? 


9.    Have  you  felt  restless  or  jumpy? 


10.    Has  your  memory  been  poor? 


11,    Have  you  had  chest  pains,  breathing 
difficulties  or  felt  you  have  not  had 
enough  air? 


12 •    Have  you  felt  guilty  over  some  matters? 


13.    Have  you  been  worrying? 


14.    Have  you  had  muscle  painls;  aches,  or 
rheumatism? 


15.    Have  you  felt  that  people  looked  down  on. 
you  or' thought  badly  of  you? 


16.    Have  you  had  spells  of  trembling  or 
shaking? 


17.    Have  you  Jiad  difficulty  in  thinking  clearly 
or  difficulty  in  making  up  your  mind? 
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Check  again  the  questions  you  have  answered  "Yes"  on  the  page  on  your  left 

and  describe  igain  your  complaints  by  drawing  a  circle  anywhere  along  the  line. 


8.    How  often  have  you  had  this  feeling  of  hopelessness?  /  ' 

.  Only  a  £^eW  Often  '      Very  often  or  All  thk  time 

times  most  of  the  time 


9.    How  restless  or  junfpy  have  you  been? 


A  little 


A  great  deal- 
quite  a  bit 


A  very  gteat 
deal-it  ^as 
been  very  bad 


Extremely 
couldn't  have 
been  worse 


10.    What  has  your  memory  been  like? 


Extremely  bad- 
couldn't  have 
been  worse 


A  little 
unsatisfactory 


Unsatisfactory 


Very  unsatis- 
factory-very 
bad 


11,    What  have  your  chest  painls  or    your  breathing  difficulties  been  like? 


 a_ 

Extremely 
^distressing 
couldn!t  have, 
been  worse 


Slight- 
a  little 


Bad 
unpleasant 


Very  bad- 
yery 

distressing 


12.    What  has  the  feeling  of  guilt  been  like? 


Slight- 
a  little 


It  has  been 
bad 


It  has  been 
very  bad 


Extremely  bad- 
couldn't  hsv6 
been  worse 


13.    How  much  have  you  been  worrying? 


A  little 


A  great  de 
quite  a 


A  very  great 
deal-tt  has 
been  very  bad 


Extremely- 
couldn't  have 
been  worse 


14.    What  have  the  aches  and  pains  been  like? 


16. 


Sllght- 
a  little 


Bad- 
unpleasant 


Very  bad- 
very 

distressing 


Unbearable- 
couldn't  have 
been  worse 


15.    How  uuch  did  this  feeling (did  people  look  down  on  you  or  think  badly  of  you) 
bother  you? 


A  great  deal- 
quite  a  bit 


A  little  A  great  deal-       A  very  great  . 

deal-it  has  been 
very  bad 

How  much  have  you  been  trembling*- or  shaking? 


Extremely 
couldn't  have  been 
worse 


A  little  0  A  great  deal- 
«  quite  a  bit 


A  very  great  deal-  Extremely-couldn ' t 
it  has  been  very  bad  have  been  wo*^  "^e 


17,    How  of ^en  have  you  had  difficulty  in  thinking  clearly  or  making  up  your  mind? 
Only  a  few  Often  Very  often  or         '  All  the  time 

times'  -         '     most  of  the  time 

«  •»,.•. 
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18.    Dave  you 
failure? 


ilt 


at  times  unworthy  or^a 


Yes 


No 


19/   Have  ycu  felt  tense  or  "wound  up"? 


Yes 


No 


26.    Have  you  felt  inferior  to  other  people? 


Yfes 


21.    Have  par -s  of  your  body  felt  numb  or 
tingling? 


Yes 


No 


^22.    Have  you  been  Irritable? 


Yes 


No 


23.    Have  you  had  thoughts  which  you  could 
not.  push  out  of  your  mind? 


Yes 


No 


24.    Have  you  touud  at  times  that  you  have  lost 
interest  in  most  things? 

Have  yoili  felt  unhappy  or  depressed? 


Yes 


Y6s 


I 


No 


No 


26.    Have  you  had  attacks  of  panic? 


^'es 


No 
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Check  agaia  the  questions  you  have  answered  "Yes"  on  the  page  on  ybTnsvJef t  and 
describe  again  your  complaints  by  drawing  a  circle  along  the  14.n£. 


18. 


Eow  much  has  this  feeli^g^^(of  being  unworthy  or  a  failure)  bothered  you?   

A  little  iWgreAt  deal-    '  A  very  great Extremely 

quite 'a -bit  deal-it  has  couldn't  have 

been  very-iad  bee^wor^e 


li?     What  has  the  tension  or  wound-^up.  feeling  been>  like? 


Slight- 
a  little 


Bad-  * 
unpleasant 


Very  bad- 
very  distressing 


Unbearable- 
couldn't  have 
been  {.worse 


20.    How  much  has'  this  feeling  (of  being  inferior  to  others)  bothered  yo 
A  little  'A  gre4t  deal-       A  very  great  Extremely 

qui^  a  bit  deal-It  has 

been  very  bad 


codldn't  have 
been  worse 


21.    What  has  the  numbness  or  tingling  been  like? 


Slight^ 
a  little 


BadH. 

unpleasant 


Very  bad- 
•  very 

distressing 


'1 


22.    How  irritable  have  you  been? 


Unbearable- 
couldn't  have 
been  worse 


\  little 


A  kreat  deal-, 
quite  a  bit 


A  very  great 
deal-it  has 
Keen  very  bad 


Extremely 
couldn^-t  have 
been  worse 


23. 


How  often  have  the  tl^biighfs  which  you  could  not  push  out  of  your  mine  been 
bothering 'you? 


Oh^y  a  few  :^ 
times 


Oftfen  '  ' 


.24. 


Very  often  or 
most  of  the  time 


All  the  time 


A.  slight  loss 
of  interest 

.   Only  a  few            Hardly  anything 
r  things  have          has  intere*sted*^  ' 

I  coulc^n't  care 
about  anything 

• 

V  Int 

:«rested  mc       me      .  - 

•  ■  ■ 
I      ■ »  / 

25. 

How  depressed 

or  unh£ 

ippy  have  you  been?  * 

•r    *  i  '      '  / 

A  little. 

It 

has  been           It  has  been 

It  I'coulcf  not    •  / 

bac 

[  .           ^        very- bad 

«:ha%te  t>een  :  W9rse  -  j  / 

26. 

wHat  ha\  whe 

attacks 

I  of  ipanic  been  like?  - 

Slights  . 
a  Jittle 


Bad^ 

troublesome 


Very  bad-very 
distressing 


couldn't  have 
be6n  worse 


ERIC 
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27.  /  Have  parts  of  your  body  feltweak,  for 

/  example':    arms  or  legs?  ]   

/'  .       *     ■     "  ^  \.     ■  ■ 

i?      ......    Yes  No 


28.    Have  you  feljt  that  you  couldn't  concentrate' 


1  ■  I 


30.    Have  yea  wSk!en  up  too  early  and  could  not 

sleep  agalA^  ^    . 


29.   -Hav^  you  found  it  difficult  to    fall  ^-asOeep?  - 

^  Was  your  sleep  restless^  or  did  yoi  have 
.    '     nightmares?  \  ......    Yes  No  / 


/  - 


/ 
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Check  again  the  questions  you  have  answered  "Yes"  on  the  page  on  your  left  and 
describe  again  your  complaints  by  drawing  a  circle  anywhere  along  the  line. 


27.    How  veak  hava  you  (or  your  arms,  legs,  etc.)  felt 


A  little 


A  lot- 
a  great  deal 


A  very  great 
deal-it  has 
been  very  bad 


Could  not.  move 
at  all 


28.    What  has  your  concentration  been  like 


A  little 
unsatisfactory 


Unsatisfactory-    Very  unsatis- 
poor  factory-very 
bad 


Extremely  bad- 
couldn't  have 
been  worse 


29.    What  has  your  sleep  been  like? 


My  sleep  was  a 
little  restless 
or  it  took  a 
little  time  to 
fall  asleep 


My  sleep  was  rest- 
less or  it  took  a 
long  time  to  fall 
asleep 


My  sleep    was       I  have  not 
very  restless  or  slept  at  all 
it  took  an  ex- 
tremely long 
time  to  fall 
asleep 


30.    How  early  did  you  wake  up 


I  woke  up  somewhat 
early 


I  woke  up  very  I  woke  up  soon 
early  after  falling 

asleep  ^ 


I  have  not 
slept  at  all 


1 93 
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SCCEtNG  INSTRUCTIONS  FOR  THE  SYMPTOM  RAXEHE  TEST 
(Pencil  and  Paper  Form) 


Both  Check  L^t  hand  pages)  and  self^r^ngs  (rl    ^  W  pages)  should 

be  .  scored* 

1)  Check  U>^t  Teal    Score  (left  hand  pages)  :     Score  o-.     ^irr  each  "yes". 

2)  S.R.T.  Sgore  (ri-^t  hand  pages;  scare  irom  1    c    to  right  1,2,3  or  4): 

 Sac  of  the  sel:>-ratiag  scores. 

SubscaiiieiE 

a)  .Anzx^t:    ^u^:    Sum,  of  se--c  ,:=xi^  of  .,5,9,16,19,23,26  and  29. 

b)  D^^Hl-iL^^scale      5^  of  5*.  .-ratangs  ox  it^-s:    2,6,8,12,18,24^5  and 
,  3C 

c)  SsS^i^li^B^  ^  seif-r^inngs  of  ii=ar.      1,4,7,11,14,21  and  27. 

d)  Ic^-  ,.    ■  .-nxhscale:       -  of  se,f-rati^s        ite«^:    10,13,15.17,20,22  and 

siscales  ar*      ■  ^.c  fo^  the  Ch^  List     lext  ....  p«ges)  and  for  the  seif- 

ratings  (rl^h?        d  pages). 

Scoring  ^^nappuf        — bed. 

FORK.  V.'  THE  S.R.T. 

The  only  d     -^renc^  between  the  va^ou^  forms  of  the  SRT  as  used  in  recent  stmiias 
Is  ifthe  -altiaal  instruction.    For  example,  the  "Week  Form"  begins  with  the 
"Ltence.  "IfitacrfW  how  you  have  felt  during  the  £ast  3^",  the  "Day  Form  wl-h 
the  8entencr\  "^ov  have  you  felt  todavZ",  etc. 

The  forms  ar^^.ged  by  crossing  >^  xhe  words  either"  "past  week"  or  "today"  in 
the  first  seiscences  on  pages  1  and  2.. 

For  further  :..fe^t ion  about  ^   fcr==s  see:    ^ellner    R.  and  S^^^  B.  F.: 

-A  self-rating  of  distress.    3*n:hological  Medicine  3.88-100,  1973. 


copyrighted  by  R^A^rt  ellner  and  Briar^  -effield;  reproduced  the  Health  Resources 
Administration,   -^rt  er  reproduction  .cc-nir-ted  without  permission  of  copyright  holder. 
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Title:  GARrE  TO  IDENTIFY  HB0SPITALI3SID 
CHILDRE  >I'S  PERCEPTIOiy  OF  STRESS 

Author;  Itfej  nke^Edna  !M. 

Variable:  yiiis  '^garne  ia  ^i^eagrmed  to  meas  irt 
stress  in  ^  pitalizec  <:-hildi^eii.  Stress  is  oper^ 
tionally^fi^Vhed  as  tfc^  respoajses  that  the  chikL 
gives  to^h  stimuli  321  th^^  \^Bit\e  amd  question? 
which  CO-  loce  a  "strsssfur'  p^^irceptcon. 

Descripten: 

Naturr  and  Content:  I-.t?  ^me  i«  a  projectiv*^ 
tec'hniqifc '  consmting-  of  19  piaestir  rdirds  with  co! 
^jOred  dmwirMETS  of  stnmuli  ^n^rat-  J  to  '  ne  child' 
hospitdtS5r:!>t3.nn  and  tour  j^uesr^ons  aibou*  ti?e 
hospital-^  i»eri(€iice 

Each  *yf Aie  foLLownngat  i muhi  are  - pre«5€n"fc*ei  t>zi 
a  se partite  cam-  bh^^.  pirl,  rnotVhi^fr,  father,  teir;. 
dog,  cat.  nupstt.  doctor  ,ospit;*i  gown,  hospital 
room,  nospita-  beri.  avnl,  ruedicaJtions,  toys, 
thermo#neter,  stethui^ciiiH-  house,  an^d  school. 

Administrate  on  m  ud  Sro  nv^^  It  flakes  approx- 
imately 30  to  ^0  nainii£*r  >  piay  the  firame;  the 
time  is  deterrr^ne^  by  th<^*  leng^ih  of  tine  the- 
subject  is  wil-it!aat  to  3lay.  1%*^  g^me  *  an  w 
playesi  with  oni'  H-iti'  <hilid  at  a  tiiv/ie,  and  tte- 
play  session  is  ^a^^e  re^^^vniied.  The  ^contents  ofi 
the  rapes  a^e  loiiirv^ed,  aitW  nhe  child's  r^^- 
spon&es  are  coded  fo  tres^..  A  crhilfl*  ^  respon.n^ 
is  labeled  as  a  '  -^tre^sful  '  p#fnceptit  if  any  off 
the  following  Av^^rds  are  used:  anfao>:s.  bother^, 
dislikes,  disturbcs.  Esels  ar.  >t;'ious.  hates^ hurts,  r  - 
ritates,  misses,  thifi^aten-  LifK''0)Tnfor^able.  amd 
upset.  A  chilfi's  responne  ih  labeled  "'^aonstre-E^ 
fuT'  if  none  cf  tYie^  worcds  ar*re  used.  A  chili.!? 
response  is  iabelei     no  rpa^  if  the  cteiii 

does  not  play  with        ca'.*<'    Tlx^  gaine  forimr 
used  with  eacn  chiild  ij\  as  fo'  lowi;: 

I  am  interested  in  i-4:arT^"-v:  --ow*  .  -mi  iijout  beim?  ■ 
the  hospital.  I  wouk  ..m^  t«'  iav  a  k^'nie  wnh  you.  i  huv* 
some  cards  which  cai  m\  «  '  vo^j  are  wiiiing  to 
oplay  with  me.  (The  cards  4jr.  -lowrn  ti  .  -hildJ  Are  you 
willing  to  play  with  me?  I     »ve  --n^  tape  re  order 

which  I  want  you  to  turn  on  '^^       ^j-layinp,  is  that 

all  right  with  you?  Here  aire  r-'-  ^irds  »-h!t*h  we  can  play 
with  while  we  think  abourt;  being  tri  'iHe  h^ispital.  Choose  , 
any  card  which  you  ^act  :V  :el!  ti-v  ab«*)ii:.  What  do  you 
think  of  when  you  see  tbt-  cuuT   ^i'Ne  cmud  responds.) 

The  child  selects  anotbier  caox  a«i(i  the  same 
format  is  followed.  If  tbe  chihrr  not  select  all 
the  cards,  the  investigator  ^ if  he  wants 
to  play  with  the  remaining  cranio?  If  the  child 
does  not,  the  omissions  are^<fflw 
*  Next,  the  child  is  asked  to  am^w^r  these  four 
questions:  "What  do  you  likeabour  being  in  the 
hospital?  What  don't  you  lik^  about  being  in  the  „ 


hospitial?  What  has  bothered  you  the  most  about 
being  in  the  hospital?  Who  have  you  missed 
since  hieing  in"  the  hospital?"  The  child's  re-> 
sponse>s  are  tallied'  as  **stressful,"  **nonstress- 
ful,"  or  **no  response." 

Development: 

Ratii  fiale:  The  underlying  framework  for  the 
game  a  nd  question  format  is  based  upon  the 
niethoG  )logy  of  projective  instruments  and  of 
interviewing. 

The  ^  noice  of  the  subject  for  investigation  is 
based  or:  the  fact  that  illness  is  considered  to  be 
a  universal  stress  in  childhood,  that  hospitaliza- 
tion raiiK-s  bish  among  the  stressful  experiences 
which  incniify  and  interfere  with  the  child's  de- 
velopment Belmont,  1970),  and  that  this  knowl- 
edge cam  be  used  tg  assist  t.ie  child  and  his 
parents  in  tealing  with  the'  nospitalization,  if 
the  stresEir:  stimuli  in  the  hospital  can  be  iden- 
tified. 

Sourc'  -^ems:  Items  were  developed  from 
the  aut  .^LPr>  isn-ofessional  experie7?nie  vith  hos- 
pitalize!. ^  uniiitrren  and  her  knowift«igt  of  child 
developuMiEni,  cti)unseling,  stress,  arr'A  perception. 

Proceair^  for  Development:  N  reformation 
was  pro^EDKii  other  than  that  the  instrument 
was  pregsssec  with  a  sample  of  W  nonhos- 
pitalized  crtj^dren,  aged  4  to  12  yeirs^ 

Reliabiiv.  J  and  Validity:  The  relissinlity  of  the 
instrumeTit  has  tiiot  been  establishea 

The  face  validity  of  the  game  was  *t:stablished 
by  having  a  groar  of  five  judges  rat/^  ^he  stimuli 
as  stressful  or  r.onstressful  for  a  ii>spitalized 
child.  The  judgef:  were  three  doctonrsJ  students 
in  counseling  ant  I  child  psychologv  and  two  re- 
gistered nurses  working  on  pediatric  units. 

The  author  fozjnd  that  children  who  were  pre- 
pared for  hospirjhiazation  and  were  in  the  hospi- 
ta-  for  fewer  thai^  5  days  perceived  fewer  stimuli 
as  stressful  tha.:,  did  children  whc  were  unpre- 
pared and  whc  were  hospitalizec  for  a  longer 
period  of  time. 

Use  in  Research:  The  instrument  v.  as  developed 
and  used  in  th-e  author's  doctoral  dissertation 
research  referenced  below.  Menke's  sample  con- 
sisted of  104  Caucasian  children. 

Comments:  The  author  lists  words  the  children 
must  have  used  to  describe  a  stimulus  if  it  is  to 
be  labeled  "stressful.*'  Some  of  the  tjerms  appear 
to  be  beyond  the  level  of  expressive  v^ocabulary 
for  children  ages  4-12  years  who  were  subjects 
in  the  author's  study.  However,  the  method 
merits  further  consideration  and  attention.  As 
the  game  is  now  developed,  it  provides  descrip- 
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tive  ihfiormation.  A  scoring  system  could  be  de- 
veloped which  would  provide  quantifiable  data. 
-  The  instrument  is  not  included  in  this  compi- 
lation. 

References: 

Belmontr Herman  S.  Hospitalization  and  its  ef- 
fect upon  the  total  child.  Clinical  Pediatrics, 
August,  1970,  472. 

Menke,  E.  M.  Factors  related  to  children's  per- 
ception  of  stress  in  the  hospital.  Unpublished 
doctoral  dissertation,  Ohio  State  University, 
1972.    ^  '  . 


 Factors  related  to  children's  perception 

of  stress  in  the  hospital.  Paper  prjesented  at 
the  Ninth  Nursing  Research  Conference, 
American  Nurses'  Association,  1973. 

Source  of  Information: 
Edna  M.  Menke,  R.N.,  Ph.D. 
Ohio  State  University 
School  of  Nursing 
Columbus,  Ohio  43210 

Instrument  Copyright:  Edna  M.  Menke,  R.N., 
Ph.D. 
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Title:  HOSPITAL  STRESS  RATING  SCALE 

Author:  Volicer,  Beverly  J.,  and  Bohannon, 
Mary  W.  ' 

Variable:  The  ^ychosocial  stress  of  events  ex- 
perienced by  short-term  hospital  patients  is  the 
variable  under  study.  Though  the  word  stress, 
per  se,  is  not  defined,  it  is  operationaliz«l  by  49 
events/situations.  ^ 

o 

u  . 

Description:  ^ 

Nature  and  Content:  This  is  a  49-item  scale  for 
measuring  psychosocial  stress  experienced  by 
short-term  medical  and  surgical  patients.  Its 
purpose  is  to  quantify  the  stressful  hospital  ex- 
periences of  a  patient.  ^ 

The  instrument  consists  of  a  se,t  of  forty-nine 
S^xS"  cards,  each  containing  one  stressful  event. 
The  events  represent  occurrences  which  might 
engender  various- degrees  of  stress,  such  as 
"thinking  you  might  have  cancer,"  "being  hos- 
pitalized far  away  from  home,"  "not  havirip 
your  light  call  answered/*  etc. 

Administration  arCdr^oring :  The  scale  can  be 
administered  to  any  patient  willing  to,  and  ca- 

o  pable  of,  completing  the  task.  Patients  who  are 
not  physically  capable '  of  manipulating  the 
cards  can  direct  the  interviewer  as  to  how  the 
cards  should  be  s6rted;  interviewers  can  read 
the  cards  to  patients  who  do  not  see  well  enough 
to  read  them  for  themselves. 

o  A  patient  is  presented  with  the  cards  and 
asked  to  select  those  cards-  which  represent 
stresses  experienced  since  coming  to  the  hospi- 

.  tal.  As  an  alternative  to  using  cards,  patients 
can  be  presented  with  a  list  and  asked*  to  check 
off  the  -event  experienced.  The^  objective  of 
either  procedure  is  to  have  each  patient  select 
the  cards  which  list  events  he(she)  has  experi- 
enced since  hospitali^tion. 

Rank  order  and  mean  rank  scores  have  been 
assigned  to  e^ch  cf  the  49  events  based  upon  a 
study  of  261  medical-surgical  patients.  Exam- 
ples of  the  most  stressful  md  least  ^ressful^ 
events  and  their  mean  rank  scores  are: 


Rank 
Order 
49 


Mean 
Rank' 
40.6 


Thinking  you  might 
lose  your  sight 
1       Having  strangers  sleep  13.9 
in  the  same 
room  with  you 
\The  stress,  score  for  each  patient  is  calculated 
as  the  sum^  of  the  mean  ranks  for  the  events 
experienced; 


Development: 

Rationaie:  The  underlying  tY  ■  j  oal  radon- 
ale  is  the  work  of  Janis  (1958)  ar  '  N<i^:  ^  aJ^5)  on 
stress. 

Source  of  Items:  A  review  ccflii*  liter^VH*  and 
interviews  with  pasnents,  la~  ri>(i?ir?oipii  iianrses, 
and  physicians  aboeut  their  <2£ai1>tjHV'  ;es  with 
stress  related  to  hos^italizaimn.,  a&  well  as  the 
author''s  professional  experi*?m*^s,  iproTi'dasad  an 
initial  list  of  45  events. 

Procedure  for  D^frvelopmen' .  i-^^^  de*vf"JOTOntgr  a 
methoai  for  quantifying  surest  ^He  aunihors 
began  with  the  work  of  Holm^^^  -"Tid  Sahe  (1967) 
an^  ttieir  Social  Efi^djustmt  R^tinE:  Scale 
(SRRS).  The  SRRS  Tirovided  r  .«2-thDdoita^  Tor 
construction  of  this  instrume.  iT^  earuaiso  be 
used  as  a  baseline  noEeasure  cf  .-gyw^r  use 
with  patients  at  %he  time  th^i  ^  the  hospi- 
tal.) 

Having  compiled  the  ori^riail  4S-evejiV  iist,the 
authors  revised  it  so  that  T^^^Witf  "general"  in 
nature. were  replaced  by  mn*^?*  speffcific  laies  or 
wei:e  expanded  into  sever;,  hiiewre  explicit 
events.  All  items  were  tfccein  n?>vi^vwed  ajwinst  a 
set  of  four  criteria  for  exciu:*ion/iniec\\iaii«n;  to  be 
retained,  an  event  had  to  moet  ;at  liede  "rhree  of 
the  four  criteria.  A  list  of  7  ;  ev^:.  nt9  resulted. 

A  . pretest  with  56  hospital  "v^p  -nts  yesulted  ip 
the  final  49-event  list.  (A  dt  ^esKJription  of 

the  development  procedure  "'ourodin  the 

Vfplicer  (1973,  1974),  and  V<.  d  Bofiannon 

(1975)  articles  referenced  b' 

Reliability  and  Va^lidity  of  rank 

Scores  for  different  subgroup^  h<  vV^dker  artd 
Bohannon  study  ranged  frw^:  ^  lu  0.9^iov  all 
items  on  the  scale.  Test-ret-  :  f^!vAbiUity  was 
estimated  at  0.90  for  a  samr>*  ■  u  nr?^»dical  and 
surgical  patients  interviews'^-  lays  apart,  and 
there  was  no  tendency  for  s  to  increase  or 
decrease. 

The  procedure  for  deve  w  it  jf  the  scale 
established  its  content  vai. 

Use  in  Research:  Three  acaaac*  t^ooncepred  with 
the  developmeait  of  this  T^%lv  ^ment  have  been 
published  in  Nursing  Restkj^:j  and  a  fourth  ar- 
ticle has  been:  accepted  BBroiJPolication  by  the 
same  periodicaL  The  firsirrwea  particles  (Volicer, 
1973,  and  19T4)  describe  tte  ^  design  and  de- 
velopment of  thie  initial  scales  -veil  as  the  pilot 
studies.  The  1315  article  sumnwirizes  the  history 
of  the  development  of  the^scale.and  reports  the 
data  for  the  final  form  of  ths  sscale  based  on 
interviews  witfa  261  patients.  Tfi.e  m-press  arti- 
cle "describes  the  us^  of  the  isBcrument  with  a 
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k-f^  samplie  ^  n^Dents"  (Volicer,  personal 
e  rmHcunicatnQh.  U^^  ^  - 

(  ,,^MeBts:THi^?*==5mi^ti-^ethodological  a^Jproach 
^-twn  has -teen  uaedin  the  developmeir::^of  this 
:nsxtanneTiri3ii^^wressive.  Volicer  and  B^feannon 
il»2w>)  repitrtr  -hrtsitt  rt  is  continuing  to. undergo 
'evaifiUHtior;.  ht  refinement,  that  some  factor 
anawsis  h«Kitt»'>*-  n  coJHpleted,  and  that  they  plan 
10  estabir^h  sd-^b^rales  which  will  represeint  dif- 
feiCTXiccMBBponeenls  of  stress.  It  is  hope^i  that 
dev&aMmmcn  ^teis  type  of  measure  via^50und 
metfaBiriowrEE.  >t2ps  will  continue.  sinc«  this 
scale  ^  ari  ^sBT/irtntfe*  ^of  an  instrument  which  fo- 
cuses', itesnsaei  tjrr  (one  significant  aspect  )fhos- 
pitaii?-^'  .tier.. 

Hoimr  ,  --aas^  and  Rahe,  Richard.  The  social 
r  ust  :v  rating  scale.  Journal  of 
f  ii  Research,  1967, 11, 

'Janiwv  .'.J.  ^rjjd:rt^ological  stress.  New  York:  Wiley 
auir  ^on^u^  Iishing  Company,  1958. 

StivvW,  Wa.  t^ie  stress  syndrome.  The  Ameri- 
rrr'  *f  .hnirnd  •  <fi  Nursing,  1965,  65,  97-r99. 


Volicer,  Beverly  J.  Perceived  stress  levels  of 
events  associated  vrith  the  experience  of  hos- 
pitalization: Development  ana  testing  of^  a 
measurement  tool.  Nursing  Research,  1973, 22. 
<n),  49-1-497. 

 ^atients'  perceptions  of  stressful  events 

a:^cunaied  with  hospitalization.  Nursing  Re- 

sear--*    1974,  23  (3?.),  235-238. 
Voiicer .  Beverly      and  Bohannon,  Mary  W.  A 

hosputai  rating  A^cale.  Nursing  Research,  1975, 

2^  fn  r3S2-a'-^>. 
Voin^rer.  Beveyry        and  Bump,  Mary.  Pre- 
.  existiui^  corrt^ln'-^:^  of  hr  'spital  stress.  Nursing 

Reseavch  rer^). 

Source  of  IttfvrrniafiBon: 

Beverly  J,  Vo!'  en  R-N.,  Ph.D. 

Schoo)^.  a'^N  mpr 

Bostom  Tmi    rsit  ^ 
Bostoiu  Mbe?.,  02S5 

Instrummk  uopyntt:ht: 

The  AnMJf-ican  Jomrnal  of  Nursing  Company 
10  Coluv'  .)u^  Circle 
New  YiEHc,  N.Y.  10019 
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Volfcer.  Beverlv  J.«  wro  Bohannon,  Mary 
HOSPITAL  STRESS  RATHIB  SCALE 

/ 

Stress  >Zalue 

:2 

3 
4- 
5 

6 
7 
8 

9 

-0 

il 
12 

-13 

15 

16 
17 

18 

19 

20 

.21 
22 

23 
24 
25 

26 
27 
28 
29 


Having  stncangers  sleep  In  the  same  room  with  tbbi 
Hayti^  tc  -aat  at  different  times  than  you  usmiliy  do 
HavtzQ  to  sleep  In  a  scrange  bed 
Havtag  trc>-.^ar  a  hospital  gown 
HavioK  ■-  "mgp  machines  around 

Btsii«  avdiened  in  the  night  by  the  nurse 

Having  u  be  assisted  with  bathing 

Not  beiagsble  to  get  newspapers,  radio,  or  TV 

when  jma  want  them 
Hav±ng  3a  roommate-  who  has  too  many  visitors 
Having  23"  stay,  in  bed  or  the  same  room  all  day 

Being  <?  -are  of  unusual  smells  around  you 

Having      roommate  who  is  seriously  ill  or  cannot 

tal    with  you 
Having    33  be  assisted  with  a  bedpan 
Having      roommate  who  is  unfriendly 
Not  h#tv4ng  friends  visit  you 

Being       a  room  that  is  too  cold  or  too  hot 
■rfiinlcaag  your  appearance  might  be  changed  after  . 

your  hospitalization 
Bein^  in  the  hospital  during  ho'lldays  or  special 

^  fanily  occasions 
Thinking  you  might  have  pain  because  of  surgery 

or  test  procedures 
Worrying  about-  your  spouse  being  away  from  you 

Having  to  eat  cold  or  tasteless  food 
Not  being  able,  to.  call  family  or  friends  on  the 
.phone 

Being  cared  for  by  an  unfamiliar  doctor 

Being -^ut  in  the  hospital  because  of  an  accident 

Not  knowing  when  to  expect  things  will  be  done  to  you 

Having  the  staff  be  in  too  much  of  a  hurry 
Thinking  about  losing  income  because  of  your  illness  \ 
Having  medications  cause  you  discomfort  ^ 
Having  nurses  or  doctors  talk  too  fast  or  use  words 
you  can't  understard  " 


13^f 

15-^ 

15.i^ 

16..r' 

16.A 

16.  ^ 

17.  C 

17.7 
18.1 
i9.1 

19-4 

21.2 
21.5 
21.6 
21.7 

21^  7 

22.1 

22.3 

22.4 
22.7 

23.2 

23.3 
23.4 
23.6 
24.2 

24.5 
25.9 
26.0 

\26.4 
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Event 


Stress  Value 

A. 


30 
31 

32  ' 
33 

••        34  , 
35 

Feeling  you  are  getting  depenoent  on  medications 

Not  having  family  visit  you 

Knowing  you  have  to  have  an  owraxion 

Being  hospitalized  far  away  fcnom  nome  ^ 

Having  a  sudden  hospitalizatimi  yna  weren  t 

planning  to  have 
Not  having  your  call  light  answered 

26,4 
26.5 
26.9 
27.1 

27.2 

2:^^3 

36  ' 

37 
3B 
39 
'  40 

Not  having  enough  insurance  tc  iffly  for  yo^ur^ 

hospitalization                                  u  -f 
Not  having  your  questions  ana^^ed  by  the  start 
Missing  your  spouse 
Being  fed  through  tubes 
Not  getting  relief,  from  pain  anedications 

'  27.4 
27.6 
28.4 
29.2  . 
31.2 

41 

42  ■ 
43 

44  ^ 
45 

Not  kncjwlng  the  results  or  rsraons  for  your 
treatments                                           ^  * 
Not  getting  pain  medication  «iien  you  need  it 
Not  knowing  for  sure  what  ItOness  you  have 
Not  bEEing  told  what  your  dliagmreis  is 
Thinking  you  might  lose  your  hearing 

31.9  " 
32.4 
34.0  ■ 
34.1 

34*5- 

47 

48' 
49 

Knowing  you  have  a  serious  illness 

Thinking  you  might  lose  a  kidney  or  some  .             -      -  . 

other  organ  ' 
Thinking  you  might  have  csaoi&x 
Thinking  you  might  lose  yonr  sight 

  ^ — 

34.6 

35.6 
39.2 
40.6 

copyrighted  by  the  American Voumal  of  Nursing  Company:  r^oduc 
by  the  Health  Resources  Administration.  Further  reprcatauction  p. 
permission  of  copyright  holder. 
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Title:  PATIEST  RECOVERY  INVENTORY 

Authors:  Welfe.  John  A.,  Eisler;  Jeanne,  and 
Diers,  Donna  "  " 

Variable:  Ths*  iiEhsrsiment  was  designed  tb  elicit 
a  patient's  eTaMnaaaion  of  hisChei^physical  condi- 
tion while  re-  avHTimg  from  elective  surgery. 

^Description: 

llJature  andL  Zumtent:  This  is 'a-  IS-itefi,  self- 
V^port  ratirB:rscaiie-  It  includes  1^  items,  such  as 
sfppetite,  stomttarai  condition  today  (i.e.,  upset, 
-nauseated,  vomidng),  your,  nursing  care,  etc. 

/  The  patient  is  asked  to  rate  each  item  on  a 
6-point  respjonse  scale — very  poor,  poor,  fair, 
good,  very  grod,  or  excellent. 

Adyninist^riatiryn  and  Scoring:  The  instrument 
is  to  be  comipleted  by  postsurgical  patients  for  a 
series  of  dajys  and  should  be  completed  at  the 
same  time  sach  day.  Approximately  7  minutes 
are  r^quiresi  for  completion  of  the  instrument. 
Responses  xo  10  of  the  6-point  response  scales 
are  coded  from  1  to  6  such  that  1  is  assigned  a 
response  uii' '^ery  poor"^and  6  a  response  of ''e^^- 
cellent/'  ^  information  is  provided  regarding 
the  assignment  of  a  numerical  code  to  the  re- 
sp<5hses  to  the  remaining  questions,  or  with  re-; 
spect  to  how  the  responses  to  the  total  s^t  of 
questions  are  to  be  combined  into  a  single  score. 

*  However,  the  authors  did  state,  "The  individual 
ratings  are  summed  for  a  total  score  which  indi- 
cates the  patient's  overall  physical  state  on  a 
given  day''  (Eisler  et  al.,  1972). 

'  Development: 

Rationale:  The  instrument  is  based  on  a  holis- 
'tic  view  of  man  and  the  psychosomatic  approach 
-  to  illness  which  holds  that  the  process  of  physi- 
cal recovery  .  is  influenced  by  the  patient's 
psychosocial  status. 

Source. of  Items:  This  inventory  is  a  slightly 
revised  version,  of  the  Recovery  Inventory  de- 
veloped by  Wolfer  and  Davis  (1970). 

Procedure  for  Development:  No  information 
was  provided. 


Reliability  and  Validiir-  No  information  on 
the  reliability  olFthe  instrumeTnt  was  provided. 

Pearson-correlations  tuere 'computed  between, 
the  tj^tal  score  deaiy^d  from  this  instrument,  the 
Social  Desifability^Score,j^nd  the  nurses'  rat- 
ings for  each  day  patients  were  in  the  hospital. 
The  correlations  between  the  Patient  Recovery 
Inventory  and  the  Social  Desiiability  Score  for 
approximately  50  patients  ranged  from  -0.06  tb 
-0.32.  The  correlations  between  the  niirses'  rat- 
ings of  physical  assessment  and  the  Patient  Re- 
covery Inventory  score  ranged  from  0.67  to  0.69. 
Use  in  Research:  Eisler  et  al.  t4972)  used  this 
instrument,  along  with  the  Crowne  and  Mar- 
lowe (1964)  Social  Desirability  Scale  and  the 
Patient  Welfare  Inventory,  in  a  study  which  in- 
cluded 64  adwlt  sui'gical  patients. 
Comments:  This  instrument  is  in  the  very  early 
stages  of  psychometric  development,  and,  before 
its  potential  usefulness  can  be  fairly  assessed, 
.  its  rehability  and  validity  must  be  estabHshed.. 

References: 

Crowne,  D.  P.,^nd  Marlowe,  D,  Approval  motive: 
Studies  in  evaluative  dependence.  New  York: 
John  Wiley  and  Sons,  1964.^ 

Eisler,  Jeanne,  Wolfer,  John  A.,  and  Diers, 
Donna.  Relationship  between  need  for  social 
approval  and  postoperative  recovery  and  wel- 
fare. 

Nursing  Research,  1972,^2,  520-525. 

Wolfer,  John  A.  Definition  and  assessment  of 
surgical  patients'  welfare  and  recovery.  Nurs- 
ing Research,  1973,  22,  394-401.; 

Wolfer,  John  A.,  and  Davis,  Carol  E.  Assess- 
ment of  surgicaKpatients'  preoperative  emo- 
tional condition  and  postoperative  recovery. 
Nursing  Research,  1970,  19,  402-414. 

Source  of  Information: 
.    John  A.  Wolfer,  Ph.D.  ' 

.  School  of  Nursing 
 Yale  University 

New  Haven,  Conn.  06510 

Instrument  Copyright:  None. 
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Holfer,  John  A.,  E1.s)er,  Jeanne,  and  Diers,  Donna 
PATIEN^.  RECOVERY  INVENTORY 


ntings. 

Ve  ««ild  appreciite  any  suggestions,  you  might  have  regarding  this  forn. 


Please  fill  out  this  form  at 


•    Mate  vour  riitings  siiaply  by  checking  the  box  that  best  represents  you 
feel     Sise  rat         are  toloveihe  period  from  your  afternoon  meal  untxl  now 
^:S'yo?r-«ti^gr!n  comparison. tfho.  you.  usually  reel  ac  home  vnen  you  ate  veil. 


Very 

Poor_ 


Poor 


Very 

Good 


-yZxcel- 


Appetite 


Strength  and  energy 


Stosmch  condition  toda};  (i.e., 
upset,  nause&tec,  vomiting) 


Bowel  condition  (i'.e. 
gas  pains) 


Ability  to  urlMte 


Ability  to  do  things  for 
yourself 


Ability  to  nove  around 


Interest  in  wha^  is  going  on 
around  you ^ 


\-\ 


Your  nursing  care 


Your  medical  care 


202 


\ 


psychosoAai>  instruments 


.195 


1 

Soine^ 

Quite 
A  Bit 

«  Much 

—  i 
Very 

Hov  ttaich  .pain  have  you 
uMA  cooay  t 

• 

Very 
Mild 

Hild 

erace 

Intense 

•   Very  • 
•Intense 

Ex- 
crcnely 
Intense 

Hqw  intense  has  the  paiii 
keen? 

If  anything  unu'sual  or  up^edting  happened  today,  ^either  in  or  o5t  of  ({lejios 
please  indicate  how  upsetting  it  uas  to  you;       '                 ^            ^  ' 

pital. 

Not 

AC  AU 

A  Little 

rloder- 
ately 

Quite 
A  Bit 

•  very 

•  I'luch 

trcsielv 

s 

How  many  tim^s  have  you  been  out  of  bed  today? 

1  1 

spent  out;  oi  b^d  sioving^''^ 
75%  "100% 

This  afternoon,  about  what  per 
around? 

cent  of  the  ti^e  have  you 
0%           25Z  .  .507. 
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Titles:  ANXIETY  STATUS  INVENTORY  (ASI) 
and  SELF^RATING  ANXIETY  SCALE  (SAS). 
Note:  These  two  instruments  were  developed  to 
be  used  jointly. 

Author:  Zung,  William  W.  K. 

Variable:  The  variable  measured  is  inxiety  iron- 
ceived  specifically  as  a  clinical  disorder.  Anxiety 
as  a  disorder  is  defined  in  the  Diagnostic  and 
Statistical  Manual  of  Mental  Disorders  (second 
•edition)  as  a  neurosi§  characterized  pnxious 
overconcern,  extendin|^to  panic,  and  r  r^^^iuently 
associated  with  somatic  symptoms  (Zung,  1974). 

Description: 

Nature  and  Content:  ASI:  In  using  the  Anxi-  , 
ety  Status  Inventory  an  interviewer  asks  the 
patient  20  questions.  These  questions  cover  20 
diagnostic  criteria  (5  affective  and  15  somatic 
symptoms)  of  anxiety  disorder.  Tl^p  diagnostic 
criteria  are  (1)  anxiousness;  (2)  fear;  (3)  panic;  (4) 
mental  disintegration;  (5)  apprehension^  (6) 
tFembrs;  (7)  body  aches  and  pains;  (8) .'easy 
fatigability,  weakness;  (9)  restlessness;  (iJ)  pal- 
pitation; (11)  dizziness;  (12)  faintness;  (13)  Bysp- 
nea;  (14)  paresthesia;  (15)  nausea  and  vomiting; 
(16)  urinary  frequency;  (17)  sweating;  (18)  face 
flushing;  (19)  insomnia;  (20)  nightmares.  As  an 
example,  question  number  1,  for  ^'anxiousness" 
is:  "Do  you  ever  feel  nervous  and  anxious?"  The 
interviewer  evaluates  the  subjects  responses 
'  either  as  observed  or  as  reported.  The  responses 
are  then  scored  on  a  4-point  scale  in  terms  of 
severity.  ^ 
•  SAS:  The  Self-R;ating  Anxiety  Scale  is  based 
upon  the  same  20  diagnostic  criteria  as  the 
clinician-rated  Anxiety  Status  Inventory.  Each 
'item  in  the  SAS  pariallels  the  item  of  the  same 
number  in  the  ASI.' For  example,  ite^K  number  1 
of  the  3AS  is:  "I  feeJ  more  nervous  and  anxious 
than  usual."  Responses  tjcr  the  'SAS  are  rated  on 
a  4-point  scale. 
^    Administration  and  Scoring:  ASI:  The  ASI  is 
designed  as  a  rating^cale  to  be  used  by  a  clini- 
cian. The  data  upon"  which  judgments  are  based 
come  from  an  interview  with  the  patient.  The 
items  are  to  be'-q43^antified,  using  all  information 
'  available  to  the  rater;  this  includes  clinical  obr 
serrations  and  material  reported  by  the  patig^t. 
Use  of  the  Interview  Quide  assures  coveVage  of 
all  areas  in  which  ratings  must  be  made.  In  rat- 
.»ing  the  patient's  Curreifl  status,  an  arbitrary 
period  of  1  week  prior  to  the  evaluation  is  ^ 
adopted  in  order  to  standardize  the  daita.  De- 
grees of  severity  of  anxiety  are  scored  <ras  fol- 


lows:* none  =  1,  mild  =  2,  moderate  =  3,  se- 
vere =  4.    -  • 

An  index  score  is  derived  by  dividing  the  pa- 
tient's total  sum  of  scores  on  thg  204tems-by  the 
maxilnum  possible  score  of  80,  and  multiplying 
the  resulting  decimal  fraction  by  100;  Th^in- 
terpretation  of  the  scores  is  the  same  as  that  for 
the  s€lf-rated  anxiety  scale  scoring  described 
below.  ' 

The  estimated  length  of  time  required  for  the 
inteniew  is  usually  less  than  10  minutes. 

SAS:  In  using  this  scale,  the  patient  is  asked 
to  rate  each  of  the  20  items  as  to  hovi  it  has 
applied  to  him(her)  within  the  past  week,  choos- 
ing from  four  re^onse  alternatives.  The  alter- 
natives are:  None  or  a  little  of  the  time.  Some  of 
the  time*.  Good  part  of  the  time,^ost  or  all  of  the 
time. 

In  scoring  the  items  of  this  scale,  a  value  of  1, 
2,  3,  or,4  is  assigned  to, a  response  indicating 
presence  of  anxiety.  The  scale  is  constructed  so 
that  the  less  anxious  patient  will  have  a  low 
score  and  the  more  anxious  patient  wiH  have  a 
higher  score. 

An  index  score  for  ^he  SAS  is  derived  by  the 
same  procedure  as  that  described  above  for  the 
ASI.  An  index  score  of  45  on  the  SAS  is  the 
morbidity  cut-off  point  for  distingiiishing  nor- 
mal patients  from  patients  with  anxiety  disor- 
der. 

Estimated  time  for  completion  oMhe  scale  is 
less  than  5  minutes. 

Development: 

Rationale:  There  are  numerous  rating  scales 
available  and  in  use  for  assessing  anxiety  as  an 
affect,^a  symptom,  or  a  disorder.  In  the  words  of 
the  author. 

The  need  for  a  standardized  method  of  evaluating  and 
recording  the  presence  of  anxiety  as  a  clinical  disorder 
has  not  been  met  by  most  scales  today.  We  were  in- 
terested in  having  a  rating  instrument  which  would 
fulfill  the  following:  it  should  be  inclusive  with  respect  to 
symptoms  of  anxiety  as  a:  psychiatric  disorder;  it  should 
quantitate  the  symptoms;  it  should  be  short  and  simple; 
and  it  should  be  available  in  two  formats  so  tKat  (1)  the- 
patient  can  indicate  his  own  responses  on  a  self- 
administered  scale  (SAS)  and  (2)  the  observer  can  indi- 
cate his  clinical  evaluation  of  the  patient's  status  on  the 
same  set  of  criteria  (AS!)  (Zung,  .974). 
Source  of  Items:  Items  for  both*the  ASI  and 
SAS  were  taken  from  the  most  commonly  found 
characteristics  of  anxiety  disorder  desmbed  in 
Iffie  psychiatric  literature.  . 
yProcedure  for  Development:  In  a  study  whose 
main  purpose  was  to  construct  standardized  in- 
struments for  measuring  anxiety, asaa  clinical 
disorder,  the  author  administered  the  two  scales 
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to  Several  samples  of  normaX.subjects  and  sub- 
jects with  various- psychiatric  diagnoses. 

A  'total  of  225  patients  (152  inpatients  and  73 
'  outpatients)  were  tested-at" Duke-University  - 
.  Medical  Center  and  the  Veterans'  Administra- 
tion Hospital,  Durham,  North  Carolina.  The  in- 
patients were  all  men,  whose  ages  ranged  from.. 
22  to  75  years  with  a  mean  age  of  45  :  "ars.  The 
outpatient  population  was  made  up  ot  -J3  men 
and  50  women,  whose  ages  ranged  fropn  14  to  72 
years  with  a  mean  age  of  32  years.  The^mean  age 
for  all  225  subjects  was  41  years. 

Reliability  and' Validity:  Reliability  figures 
were  not  provided  for  either  scale. 

Concurrent  validity  was.  obtained  with  tne 
Taylor  Manifest  Anxiety  Scale  (TMAS)  drawn 
from  the  MMPI.  Correlations  between  the  ASI 
and  TMAS,  and  the  SAS  and  TMAS  were  0.33 
and  0^30,  respectively. 

For  both  the  ASI  and  SAS,  statistical  tests  of 
significance  using  analysis  of  variance  indicated 
that  the  mean  index  scores  obtained  by  patients 
with  the.  diagnosis  of  anxiety  disorder  were  sig- 
nificantly higher  (p  <  0.05)  than  the  mean  scores 
of  patients  with  other  psychiatric  diagnoses.  All 
age-matched  normal  subjects  (n  96)  between 
the  ages  of  20  and  64  years  scored  below  the  SAS 
index  score  of  45.  Using  the  morbidity  cu£-off 
scorp  of  45,  there  were  less  than  5  percent  false 
positives. 


Use  in  Research:  For  studies  in  which  these  an^ 
struments  have  been  used,  the  reader  is  re- 
ferred to  th^  author's  references  cited  below.. 

CommentsTfheTritervii^^ 

ASI  is  clear  and  should  be  helpful  for  the  clini- 
cian who  is  observing  the  patient  for  symptoms 
of  anxiety.  The  itenns  of  the  SAS  are  worded  in 
simple  terms  which  should  present  no  difficulty 
to  a  subject.  Both  of  the  instruments  are  clear 
and  straightforward  in  administration  and 
should  be  useful  in  assessing  clinical  anxiety. 
However,  psychometric  work  needs  to  be  done  to 
provide  evidence  c^f  reliability  and  additional 
'  validity  evidence. 

References:  \ 

Zung,  WilHam  W.  K.  A  bating  instrument  for 
anxiety  disorders.  Psychosomatics,  1971,  12, 

371-379.  '  \ 

 ^.The  measurement  of  affects:  Depression 

.  and.anxiety.  In  P.  Pinchot  (Ed.),  Psychological 
jiieastirements  in  psychopharmacology  (Mod- 
ern Problems  in  Pharmacopsychiatry  Series, 
Vol.  7).  Paris:  Karger,  1974. 

Source  of  Information:  .  '  ,  o 

WilHam  W.  K.  Zung,  M.D.  . 
Veterans  Administration  Hospital 
Durham,  N.C:  27705 

.  Instrument  Copyright:  William  W.  K.  Zung,  M.D. 
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IHt  ANXIETY  STATUS^ INVENTORY 


Afiecttve  and         Interview  guide  for  . 
somatic  symptoms  anxiety  status  inventory  (ASI) 
of  anxiety 


Severity  of  observed 
or  reported  responses 

none  mild   mod  sev 


1.  Arixiousness 

2.  Fear 

3.  Panic 


4.  Mental  dis- 
integration 

5.  Apprehension 


6,  Tremors 

7.  Body  aehes 
and  pains 

f.Easy 

'  fatigability, 
weakness 
9.  Restlessness 

10.  Palpitation 

11.  Dizziness 

12.  Famtncss' 

13.  Dyspnea 

14.  Paresthesias 


15.  Nausea  and 
vomifing 

16.  Urinary 
.  frequency 

17.  Su'cating 

18.  Face  flushing 

19.  Insomnia,  init. 

20.  Nightniaf(-*s 


feel  nervous  and  1 


Do  you  ever 
anxious? 

Have  you  ever  felt  afraid?  "  1 

Howcasily  do  you  get  upset?  ^  1 
Ever  have  panic  spells  or  feel  like 

lOo  you  ever  feel  like  you're  fall- 
ing apart? 
Going  to  pieces? 
Have  you  ever  felt  uneasy  ?  or 
that  something  terrible  was  going 
to  happen? 

Have  you  ever  had  times  when 
you  fell  yourself  trembling? 
shaking? 

Do  you  ha%-c  headaches?  neck  or 
back  pains  ?    ■  -  - 

Hqw  easily  do  you  get  tired? . 
Ever  have  spells  of  weakness? 

Do  you  find  yourself  restless  and 
can't  sit  still? 

Have  ycu  ever  fcl:  ihai  your 

heart  was  running  a\vay? 

Do  you  have  dizzy  spells  ? 
"^Do  you  have  fainting  spells?  or 
'feclliko  it? 

Ever  have  trouble  with  your 

breathing? 

Ever  have  feelings  of  numbness 
and  tingling  in  your  fingertips? 
or  around  your  mouth  ? 
Do  you  ever  feel  sick  to  your  sio- 
maehorfcci  like  vomiting? 
How  often  do  you  need  to  empty 
your  bladder? 

Do  "yoti  ever  get  wet,  clammy 
hands? 

Do  you  ever  feel  your  faec  getting 

hot  and  blushing? 

How  have  you  been  sleeping? 

Po  you  have  dreams  that  scare 

you? 


1 


2 
2 


3 

3 
3 


3 
3 

3 

3 

3 

3 

3 

3 

3 
3 


4 
4 


4 
4 

,;4' 

4 

4 
4 

"4 

4 

4 
4 

4 

.  4 

4 
4 


copyrighted  by  Wlillam  W..  K.  Zung;  reproduced  w.ith  permission  by' the  f^;^!)^?"""^"'' 
Administration.  ,  Further  reproduction  prohibited  without  per.nlsslon  of  copyright  holder. 
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Name 
No. 


J 


Age 

Date 


Sex:  M 


None  or 
a  little 
of  the  time 


Some  of 
the  time 


Good  part 
of  the  time 


NSost  or 
all  of 
the  time 


1. 1  feel  more  nervous  and' 

anxious  than  usual 
2*  L  feel  afraid  for  no  reason 

at  all 

3.1  gel  upset  easily  or  fed 

panicky 
4. 1  feel  like  Tm  falling  apart 

and  going  to  pieces^ 
5. 1  feel  that  cveryihiitg  is  all 

right  and  nothing  bad  AviU 

happen 
6.  My  alrms  and  legs  shake 

and  tremble 
7.1  am  bothered  by  head- 
aches, neck  and  back  pains 
8. 1  feel  weak  and  get  tired 

easily 

9. 1  feel  calm  and  can  sit  still  ^ 

easily  " 
10. 1  can  feel  my  heart  beating 
fast 

IKI  am  bothered  by  dizzy 
.  spells 

12. 1  have  fainting  spells  or  feel . 
like  it 

13. 1  can  breathe  in  and  out 
easily 

14. 1  get  feelings  of  numbness 
and  tingling  in  my  fingers, 
toes  . 

15. 1  am  bothered  by  stomach 

-  aches  or  indigestion 
16, 1  have  to  empty  my  bladder 
often 

17,  My  hands  are  usually  dry 
and  warm 

18.  My  face  gets  hoi  and 
'  blushes 

19, 1  fair  asleep  easily  and  get  a 

good  nlghi*s  rest  > 
20. 1  have,  nightmares    . . 


Copyrlghtejl  by  Wllllam'W.       ZAing;  reproduced  with  permissron  by  the  Health  Resources 
Administration.    Further' reproduction  prohibited  without  permission  of  copyright  ho^lder. 
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Title:  DEPRESSIO*.  STATUS  INVENTORY 
(DSD  and  SELF-RATING  DEPRESSION 
SCALE  (SDS)  Note:  These  two  iiistrurnents 
were  developed  to  be  used  jointly. 

Author:  Zung,  William  W.  K.      '  . 

Variable:  The  vari^able  measured  is  depression. 
Depressioti  as  an  affect  or  feeling  tone  is  a 
ubiquitous  and  universal  condition  which,  as  a 
human  experience j  extends  on  a  continuum 
from  normal  mood  swings  to  a  pathological  state 
(Zung,  1974). 

Description:  . 

Nature  and  Content:  DSI:  The  Depression 
Status  inventory  is  a  20-item,  semi-structured, 
interviewer-rated  depression  instrument.  The 
scale  addresses  itself  to  the  most  commonly 
found  characteristics  of  depression  divided  into 
the  following  categories:  pervasive  affective  dis- 
turbances (two  items),  physiological  distur- 
bances (eight  items),  psychomotor  disturbances 
(two  items)',  and  psychological  disturbances 
(eight  items).  The  Intemew  Guide  contains  20 
questions  based  uporr'  clinical  signs  and 
symptoms  of  depression.  For  example,  question 
1  states,  "Do  you  ever  feel  sad  or  depressed?" 
Each  of  the  items  is  judged  on  a  4-point  scale  of 
severity  of  observed  or  reported  responses. 
These  are  defined  as  follows: 
'  1  =  none  or  insignificant  in  intensity  or  dura-; 
t'ion,  present  none  or  a  little  of  the  time  in 
*  frequency. 

2  =  mild  in  intensity  or  duration,  present 

some  of  the  tiine. 

3  =  of  moderate  severity,  present  a  good  part 

of,  the  time.  •  , 

4  =  severe  in  intensity  or  duration,  present 

most  or  all  of  the  time  in  frequency. 

SDS:  The  Self-Rating  Depression  Scale  is  a 
20-item,  self-rating  instrument  which  addresses  . 
itself  to  the  same  categories  as.  the  Depression 
Status  Inventory.  A  typical  i£em  is  item  1,  which 
reads,  **I  feel  down-hearted,  blue,  and  sad."  Re- 
sponses are  given  on  a  4-point  scale  using  four 
quantitative  terms:      ^  ' 

I  =  none,  or  little  of  the  time. 
'  2  =  some  of  the  time.  - 

3  =  good  part  of  the  time. 

4  =  most  or  all  of  the  time. 

A  value  of  1,  2,  3,  or  4  is  assigned  to  a  response 
depending  upon  whether  .the  item  is  worded 
positively  or  negatively. 
Administration  and  Scoring:  DSI:  The  author 
\  provides  the  following  information:  ''The  data 
Aupon  which  the  judgments  are  based  come  from 


the  interview  with  the  patient.  The  items  in  the 
scale  are  to  be  quantified  by  using  all  the  infor- 
mation available^to  the  rater.  This  includes  both 
clinical  observation  and  the  material  reported 
by  the  patient. 

Use  of  the  Intervie\y  Guide  assures  coverage 
of  all  the  areas  on  which  judgments  are  re- 
quired. However,  the  rater  has  the  flexibility  of 
modifying  the  questions  or  probing  for  details, 
which  makes  possible  a  smooth  interview  that 
does  not  sound  like  a  question-answer  examina- 
tion. In  rating  the  patient's  current  status,  an 
arbitrary  period  of  1  week  prior  to  the  evalua- 
tion is  adopted  in  order  to  standardize  the  data. 
In  order  to  reinforce  this,  the  interviewer 
should  occasionally  precede  questions  with, 
''During  the  past  week,  have  you  . . .  ?" 

The  following  rules  and  guidelines  were  used 
in  rating  the  patient's  psychopath ology:  Each 
item  should  be  rated  independently  as  a  unit  in 
order  to  eliminate  the  "halo"  effect.  Each  score 
should,  be  the.  average  of  the  full  range  of  re- 
sponses observed  or  elicited,  and  not  necessarily 
the  extreme  in  seyerity.  To  help  establish  sever- 
ity, the  following  questions  may  be  necessary: 
Intensity:  "How  bad  was  it?"  Duration:  "How 
long  did  it  last?"  a.nd  Frequency:  >^How  much  of 
the  time  did  you  feel  that  way?" 

An  itfem  is  scored  positive  arid  present  when 
(1)  behavior  is  observed,  (2)  behavior  was  de- 
scribed by  a  patient  as  having  occurred,  and  (3) 
patient  adpiits  that  symptom  is  still  a  problem. 

An  item  is  scored  negative  and  not  present 
when  (1)  symptom  has  not  occurred  and  is  not  a 
problem  or  is  nbt  present,  (2)  response  is  amr 
biguous  even  after  suitable  probing,  and  (3)  pa- 
tient gives  no  informatioli  relevant  to  an  item. 

Ratings  of  the  individual  items  are  recorded 
on  a  standard  form  that  has  the  Checklist  of 
Signs  and  Symptoms  of  Depression,:  Interview 
Guide,  and  ratings  for  the  severity  of  observed 
or  reported  responses  (Zung,  1972c).  ' 

The  total  raw  score  from  the  DSI  is  converted 
to  an  index  by  dividing  the  stim'of  the  raw  scores 
obtained  on  the  20  items  by  the  maximum  possi- 
ble score  ,  of  80,  and  multiplying  the  resulting 
decimal  fraction  by  100.  (Zung,  1972c,  1974). 

SDS:  In  using  the  SDS,  the  subject  is  asked  to 
rate  each  of  the  20  items  as  to  how.  it  applies  to 
him  at  the  time  of  testing  in  four  quantitative 
terms.  A  key.  for  scoring  this  scale  is  provided 

(Zung;  1965). 

According  to  Euros  (1972);  the  origipal^  Self- 
Rating  Depression  Scale  booklet  entitled,  "The 
Measurement  of  Depression"  (copyrighted  1967) 
presents  directions,  keys,  norms,  and  12  copies 
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. .  of  the  scale.  A  22-minute,  1«  mm  sound  and  color 
film  on  use 'of  the  scale  is  a:«ailable.  In  addition 
to  English,  editions  of  ther  scale  are  also  Avail- 
able in  the  Chinese,  Czech,  Dutch,  Finnish, 
French,  German,  Greek,-  Hungarian,  Italian, 
Japanese,  Luga.^a,  Marathi,  Norwegian,  Per- 
sian, Polish,  Romanian,  Slovak,  Spanish, 
Swedish,  Thai,  Turkish,  Vietnamese,  Yiddish, 
and  Yugoslavak  languages. 

An  index  for  the  SDS  is  derived  in  the  same 
manner  as^hat  for  the  DSI  described  above. 
Patients  with  SDS  indices  of  49  or  less  are  con- 
sidered normal,  those  with  indices  between 
50--59  -are  considered  to  have  mild  or  moderate 
depression,  those  with  indices  of  60-^9  are  con- 
sidered to  have  moderate  to  severe  depression, 
those  with  indices  of  70  or  more  are  considered 
to  have' severe  depression  (Zung,  1974). 

Development: 

.  Rationale:  Zung  stated,  "The  fact  that  there  is 
a  need  for  assessing  depression,  whether  as  an 
affect,  a  symptom,  or  a  disorder  is  obvious  by  the 
numerous  scales  and  inventories  available  and 
in  use  today.  The  need  to  assess  depression  sim- 
.  ply  and  specifically  as  a  psychiatric  disorder  has  ' 
not  been  met  by  most  scales  available  today" 

(1965).  '  '  . 

Zung  and  his  associates,  were  interested  m 
having  a  scale  for  assessing  depression  in  pa- 
tients whose  primary  diagnosis  was  a  depres- 
sive disorder  which  would  fulfill  the  following:  it 
should  be  all  inclusive  with-respect  to  symptpms 

*  of  the  illness;  it  should  be  short  and  simple;  it 
should  quantitate  rather  than  qualitate;  and  it 
should  be  self-administered  and  indicate  the  pa- 
tient's own  response  at  the  time  the  scale  is 
given  (Zung,  1965).' 

The  DSI  was  designed  to  obtain  a  clinical  rat- 
ing of  def)ression  in  conjunction  with  the  pa- 
.tient's  self-rating  on  the  SDS.- The  DSI  was 
designed  so  that  itrwould  correspond  to  the  SDS 
with  respect;  "to  nhe  diagnostic  criteria  mea- 
sured. It  would  also  provide  a  standardized 
method  for  recording  the  patient's  clinical 
status  and  would  have  responses  that  could  be 
recorded  in  a  quantitative  manner. 
Source  of  Items:  The  20  items  of  the  DSI  and 

.  SDS  are  drawn  from  a  large  pool  of  sipnis  and 
symptoms  of  depression.  The  pool  was  assem- 
.  bled  from  the  work  of  R.  H.  Grinker,  J.  E.  .Qver- 
all,  A."*  S.  Friedman,  and  their  associates; 
however,  the  items  were  not  designed  to  repre- 
sent any  one  theory  of  depression. 
.    Procedure  for  Development:  DSI:  The  proce- 

.   dure  for  developing  the  DSI  included  the  follow- 


ing steps:  (1)  deciding'what  was  to  be  measured 
in  terms  of  explicitly  defined  units,  (2)  (^serving 
behavior  and  eliciting  information  to  complete 
the  DSI,  (3)  making  and  recording  judgments 
quantit'atively,  and  (4)  obtaining  patient  data  on 
both  interviewer-rated  and  self-rated  depres- 
sion scales.  Data  were  collected  and  analyzed 
for  the  interpretation  of  scores  and  for  the  dif- 
ferentiation  among  five  diagnostic  groups  of 
psychiatric  disorders  (Zung,  1972a). 

In  developing  the  DSI  as  an  adjunct  to;  the 
SDS,  a  total  of  225  patients  were  tested— 152 
inpatients  and  73  outpatients  (Zung,  1972c). 

SDS:  Ten  of  the  20  items  in  the  SDS  were 
worded  symptomatically  positive  and  10 
symptomatically  negative  in  order  to  avoid  sub- 
ject response  set.  Because  the  original  version 
.  of  the  SDS  (1965)  caused  ^some  problems  in  ad- 
ministering and  scoring,  the  author  revised  the 
scale  by  rewording  some  items  and  some  re- 
sponse alternatives. 

In  developing  the  original  SDS, '"Zung  (1965) 
administered  the  scale  .to  56  patients  who  had 
admittingdiagnoses  of  depressive  disorders  and  . 
a  normal  control  group  of  100  individuals. 

Reliability  and  Validity:  DSI:  The  split-half 
(odd-even)  reliability  of  the  DSI  was'-0.81  (p  < 
0.01)  on  a  sample  of  225  patients  (Zung,  1972c). 

The  discriminant  power  of  the  DSI  was  dem- 
onstrated when  it  differentiated  significantly  (p 
<  o!oi)  depressed  patients  ■  (DSI  mean 
score  =  61)  from  nondepressed  patients  (DSI 
mean  score:  48  for  schizophrenia,  51  for  anxiety 
.  disorder,  52  fo/personality  disorders,  and  44  for 
transient  situational  disturbances).  There  were 
96  patients  in  the  sample  of  depressive  disor- 
ders; the  other  diagnostic  groups  contained  25, 
22,  54,  and  12  subjects  respectively. 

SDS:   The   split-half  (odd-even)  reliability, 
caefficient  of  the' revised  SDS  was  found  to  be 
0.73  (p  <  0^0.1).  The  sample  consisted  of  225  pa- 
tients: 152  inpatients  and  73  outpaltients. 

Concurrent  validity  ^r  the  original  (1965) 
scale  was  measured  by  correlation  with  the 
MMPI.  As  expected,  the  highest  coefficient  was 
obtained  between  the^SDS  and  MMPI  Depres- 
sion Subscale:  an  r  of  0.70,  The  data  analysis 
was  based  upon  152  patients  (Zung,  1967). 

^  Scores  on  the  SDS  and  global  ratings  made  by 
clinicians  showed  a  significantly  high  correla- 
tion (r  =  0.53)  for  depressed  patients  (Zung, 
1974). 

The  SDS  and  the  Hanailt(UJ,Physician-Rating 
Depression  Scal^^^CirelateQ  significantly, 
)•  =  .0.79  (p  <  0.01)  (Brown  and  Zung,  1972).  The 
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data  for  this  analysis , came  from  35  patients 
tested  before,  during,  and  at  the  completion  of  a 
drug  study^plus  data  from  30  subjects  who  were 
rejected  for  the  drug  study. 

With  regards  to  discriminatory  power,  the  re- 
vised SDS  shows  good  validity.  Using  the  SDS 
index  of  50  as  the  morbidity  cut-off  score,  88 
percent  of  360  patients  were  identified  correctly 
as  depressed  patients  and  only  12  percent 
(n  =  45)  were  misclassified  as  normal  subjects. 
Using  the  same  cut-off  score  of  50  for  1,108  nor- 
mal subjects,. only  12  percent  of  them  were  con-  - 
sidered  "depressed"  and  88  percent  were  con- 
sidered "riot  depressed"  (Zung,  1972a).  These 
subjects  ranged  in  age  from  20  to  64  years;  the 
scale  lost  its  discriminatory  power  when  it  was 
applied  to  subjects  19  years  of  age'and  under  or 
subjects  65  years  of  age  or  older. 

,  Some  evidence  of  construct  validity  has  been 
obtained  from  a  cross-cultural  study.  SDS  indi- 
ces and  suicide  rates  were  found  to  be  signific- 
antly related  among  tiornial  adults  from  six 
countries.  The  rank  Order  of  the  SDS  indices  of 
the  countries  are:  Czechoslav'akiaV  Sweden, 
Germans?,  Spain,  England,  and  the  United 
States;  the  rank'order  of  death  by  suicide  was: 
Czechoslovakia,  Germany,  Sweden,  England, 
United  States,  and  Spain  (Z\ing,  1972b).  . 

"Use  in  Research:  The  author  has  used  these  in- 
struments extensively  in  his  research  work.  As 
one  exampie,'^in  a  cross-cultural  survey  pf  de- 
pressive symptomatology  in  normal  adults,  the 
author  employed  the  SDS  as  a  criterion  instru- 

'  ment  to  compare  depressive'symptomatology  in 
Czeckoslovakia  (n  =  697),  England  (n  =  364), 
Germany  (n  ='64),  Spain  (n  =  ^597),  Sweden 
(n  =  82),  and  the"  United  States  (n  =  364). 

For  information  on  additi6nal  studies,  the 
readey  shoulcf  consult  the  reference^  Vhich  fol- 
low. •  ' 

Commeiits:  It  woul^.  seem  advisable  to  obtain 
information  on  both  the  DSI  and  thfe  SDS  for 
each  patient  Ivhenever  possible.  The  two  tools 
have  had  a  good  deal  of  psychometric  attention. 
,  The  DSI  has  some  evidence  of  reliability  and 
■validitv.  However,  it  requi  interview  skills 
an^  is  more  time  consuming  than  the  SDS. 
Neverlhelesp,  theDSI  has  the  advantage  of 
./  slightly  higher  reliability  than  the  SDS  and  can 


:e  1  <^  . 

be  administered  to  patients  who  are  unable  to 
read  and  write. ~ 

•  The  SDS  has  several  advantages  as  an  in-  . 
strument  for  assessing  a  patient's  depression, 
The  items  are  stated  in  simple  terms  which  . 
makes  it  easier  for  patients  to  understand  and 
to  respond  J  the  scale  is  self-administered  and 
this  should  save  time;  the  index  scores  are  eas- 
ily interpreted.  For  additional  information  the 
reader  should  see  Euros  (1972). 
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Signs  ic  Symptoms 
0^  Depression 

Interview  Guide, 
for 

Dcpiession  Status  Inventory  (DSI) 

 CL_ 

^Severity  of  Observed 
.  or  Reported  Responses: 
None    Mild    ^fod  Sev 

!•  Dej^^sed  mood 

Do  you  ever  feel  sad  or  depressed?  ^ 

1 

2 

3  4 

.  %  Cryingspells 

Do  you  have  crying  speUs  or  feel 
fikeit? 

I 
* 

2 

3  4 

21.  Dhxrnal  variation:  ^ 
qnosptonu  worst  in  A.m. 

Is  there  any  part  of.the  day  when 
you  feel  worst?  B€st?7^^_ 

1 

2 

3  4 

4.  Sleep  disturbance 

How  have  you  been  sleeping? 

1  ^ 

o 

art 

3  4 

-5.  Decreased  appetite 

How  is  yoxir  appetite?  - 

1 

.  2 

^3 4 

6.  Weigbt  loss 

Hiave  you.  lost  any  weight? 

1 

2 

3  4 

7.  Decreased  libido 

9 

How  abou^  your  iuterestin  the 
opposite  sex?  , 

1 

2 

3  4 

Constipation 

Do  you  have  trouble  with     '  ^ 
constipation? 

2 

3  4 

0.  Tacbycordia 

.  Have  you  had  times  wh^ii  your 
heart  was  beating  fastcr  th:m 
usual? 

.  /  /■ 

2 

3  4 

10  Fatiflme 

Hpw  easily  do  you  get  .tired? 

■.  j> 

o 

3  4 

11«  Psychomotor 
'  agitatioQ 

Do  you  find  j'oursdf  rcstlcaa  and 
can't  sit  still?  .^j. 

1 

2 

3  4 

retardation  " 

Do  you  feel  flowed  down  in  doing 
the  things  you;  \isuuUy  do? 

I 

2 

:{  4 

Do  you  ever  fe.el  confused  and. have 
trouble  thioking?  ^ 

1 

-  2 

3  4 

.14.  Emptiness 

Do  you  feel  life  is  empty  f nr  you? 

1  , 

2 

3     ,  4 

15.  Hopelessness 

16.  Indecisiveneiw 

How  hopcfiJ  do  you  ftel  ubt^ut  the  ^ 

future?                     .  o 
How,  ore  j'ou  at  nuikiug  dccLSions?  '  ^ 

1 

1 

2 

2  . 

3  4 
3   .  4 

17,  Irritability 

•How  easily  do  you  get  irritated? 

•I 

2 

3  4 

IfL  pissatisfactit>u 

Do  yoii  still  enjoy  the  things  you 
used  to? ,  ^ 

1 

2 

3  4 

19.  Personal  devaluation  > 

Do  you  ever  feel  useless  and  not  ^ 
wanted?            ^  . 

1 

2 

3  4 

20.  Suicidal  ruminations 

/ 

Have  you  had  thoughts  about  domg 
awiay  with  yourself? 

1 

2 

3  4 

copyrighted  by  William  W.  K.  Zung;  reproduced  with  P^'^i"^,^"  ''>'/^'^ f^^'^t^Johrjl!^^^ 
Administration.    Further  reproduction. prohibited  without. permission       copyright  tevlder. 


204 


VOLUME  1 


Zung,  Mil  11  am  K. 

SELF-RATING  DEPRESSION  SCALE  (SDS) 


A  Little 
of  the  Time 

Some  c 
the  Tir 

-Part 
e  Time 

Most  of 

nhe  Time 

L  t  ittl  down-hearted  and  blue  ^ 

2..  Morning  ii  when  I  feel  the  best 

3.  1  havt  Cfying  spells  or  feel  like  it 

4.  1  have  trouble  sleeping  at  night 

5l  I  cat  as  much  as  i  used  to 

-  ■ 

&  1  still  enjoy  sex  * 

7.,  r  notice  that  1  am  losing  wefght 

'    9.  1  have  trouble  with  constipation 

9.  My  .heart. beats  faster  than^usual 

 1  .  

la  i  get  tired  for  no  reason 

i 

11.  My  mind  is  as  clear  as  it  used  to  be  y 

12.  1  find  it  easy  to.do  the  ih!n?s  1  used  to 

1 

13.  1  am  restless  and  can  t  keep  still 

i  . 

14.  1  feel  hopeful  about  the  future  . 

r— 

ISr^Um  more  irritable  than  usual 

16.  1  findJit^asy^ti  make-decisions 

1 

■ 

( 

.17.  IfeefethatI  am  useful  ano^  needed  i 

! 

m  My  life  Is  pretty  full            "^^^-^                 '    !  ! 

19  1  feel  that  others  v.ould  be  c^iisr  btf  if  1  w«re~oead^ 

1  <" 

1 

20.  1  still  enjoy  the  things  I  used  to  do 

1. 

I  I 

Copyrighted  by  William  W.  K.  Zung;  reproduced  with  , permission  by  the  Health  Resources 
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Client  Affective  yariables:  Sel^fioncept 


Title:  ADAPTATION  OF  CLARK  AND  CLARK 
DOLL  TEST  and  BOGARDUS  SOCIAL  DIS- 
.JAMCE-SCALE  _„  .  . 

Authurs:  Anderson,  Frances  J.,  and  Hamm,  N. 

VariSble:  The  variable  is  racial  self-coHcept  as 
meaanred  by  peer  preference;  it  is 
opeEationalized  for  this  instrument  as  ''hqwj;he 
Indian  and/or  Caucasian  child  perceives  him- 
self(herself)  as  related  to  the  race  of  preferred 
peers"  (Anderson  a'hd  Hamm,  1973). 

Description: 

[Nature  and  Gontent:  This  20-item  interview  ^ 
instrument  is  made  up  of  16  questions  posed  in 
the  form  of  a  doll-choosing  game,  and  4  socio- 
gram  questions  which  deal  with  peer  relations 
in  the  classroom.  The  first  13  questions  are 
stated  in  a  positive  manner,  e.g.,  "Which  doll- 
would  you  like  to  play  with?"  *'WhicTi  doliw/buld 
Jrou  want  to  sit  by  you  in  school?"  These  same 
questions  are,  then,  repeated  with  negative  . 
words>  e.g,,  "Which  doll  would  you  not  want  to 
play  with?"  "Which"  doll  would  you  not  want  to 
«it  by  you  in  school?"  Three  additional  questions^ 
relating  to  identification  were:  "Which  doll  looks 
Kkev«  white  dojl?"  "Which  doll  lopks  like  an  In-  . 
dian  doll?"  "Which.doll  looks  like  you?"  These 
questions  are  asked  with  xcspect  to  the  four 
dolls  previously   placed   brfore   thje   subject  , 
(female  and  male  Indian  dolls,  female  arid  male 
Caucasian  dolls— all  Mentically  dressed). 

The 'four: sociogram  questions  ref^r  to  peer  f;e- 
lations  in.  classroom,  e.g.,  "Who  are  the  four 
children  in  your  classroom  who  are  your  best 
friends?"  \^ 

Administration  and  Scoring :'Yo}xr  dolls  iden- 
Mil  taform,  feature^*jand'dres;s  but  differing 
slMr^gment,  eye  cplojr,  hair  color,  and  hair  tex- 
jiurera^eJbo  be  placed  on  a  table  before  the  sub- 
ject. Th^^instrumiBnt  should  be  administered  by 
,an  inyestigator,  able  to  relate  well  with  young 
chilidren  (3  to  S^earsvbf  age)  and  in  a  quiet  room 
where  distractions^STOB  at  a.  miipimum.^  . 

For  questions  1  th^Ugh JlS,  when  a  child 
choosds  a  dbli  of  his(her)b^  rice,  that  choice  is" 
sfcored'%ith  a  1.  When  a  cmi^-chooses  a  doll  of 
.  the  other  race,  that  choice  is  scb^d  with  a  0.  For 
questions  14, 15,  and  Ifi'responseV^e  recorded 
1  or  0  as  to  correctness  on  ra,ce  and  s^x'/ 


Development:  ^  -  ' 

Rationale:  From  the  work  of  Clark  and  Clark 
X1947)  and  other  investigators,  it  has'bfeeh  ac- . 
cepted  by  many  that  negative  attitudes  toward 
members  of  a  minority  race  may  be  evidenced  by 
age  5  and  that  by  that  age,  the  child  has  also 
leaf  ned  the  positive  and  negative  values  -and 
stereotyped  roles  associated  with  color  differ- 
ences. Gregor  and  McPherson  (1966)  reported 
that  both  black  and  white  children  between  ..6 
and^  7  years  of  age  identified  themselves  with 
their  own  race  and'  exhibited  preferences  for 
their  own  ethnic  traits.  - 

Source  of  I  terns:  The  Clark  and  Clark  Doll  Test 
and  the  Bojgardus  Social  Distance  Scale  were 
the  sources  for  the  items.  . 

Procedure  for  Developnix^nt:^  No  information 
was  provided.  ,  _ 

Reliability  and  Validity:  No  reliability  or  val- 
idity data  are  reported '  for  this  instrument. 
However,  such  data  are  available  for  the  Clark  ^ 
and  Clark  Doll  Test.  A  nonsignificant  relation- 
ship was^lSund  between  Doll  Test  Scores  and 
sociometric  measures  of  peer  relations. 

Use  in  ReseaJrch:  Anderson  and  Hamm  (1973) 
used  the  instrumieiit  in  their  study  "The  Racial 
Self-Concept  of  Indian  arid  Caucasian  Children 
in  an  Integrated  School."  their  sample  con- 
sisted of  20  Indian  children  who  were  first,  sec- 
ond, and  third  graders  in  an  integratfed  public 
school  in  a  midwestem  State. 

Comments:  The  authors  encountered  no  diffi- 
culty in  using  this  instinnient  ^th  school-age 
,children.  Anyone  contemplating  using  it  with 
younger  children^r  .mi-ght  "wish  to  restructure 
some'of  the  items  to  make  thern  more  relevant 
to  a  younger  child's  life  and  experiences. 

Use  of  real  doUsidoes  help  the  children  to  con- 
ceptualise situations  where  they  ^re  asked  to 
express  a  choice  and  should  facilitate  adminis- 
.  tration  of  the  instrument. 

e.  4 

Referextces: 

^  Anderson  (Ayres),  Prianceis  J,  and^Hamm  ^.  The 
racial  self-concept^  of  Indian  and  CauefLsidn: 
children  in  an  integrated  school.  Paper,  pre- 
sented at  meeting  of  Society  for  Research  iri 
;  Child  Development^  1973. '  " 
Bogardu;s,  E.  S.  A  forty  year  raciul  distance 
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study.  Los  Angeles:  University  of  Los  Angeles 
.    Press,  196.7.  ."  /  .  * 

Clark,  K.  B;,  and  Clark,  M.  P.  Racial  identiftca^ 
tion  and  racial  preference  in  Negro  children. 
In  T.  M.  Newcomb  and  E.  L.  Hartley  (Eds.), 
Readings  in  social  psychology.  New  York: 
Holt,  1947. 

Gvegor,  A.  J.,  arid  McPherson,  D.  A  Racial  at- 
titudes  among  white  and  Negro  children  in  a 
.  deep-south  standard  metropolitan  area.  Jour- 


nal  of  Social  Psychology  rl9&6,  68,  95-106.  - 

Source  of  Information: 

Frances  J.  Anderson,  R.N.,  MA. 

School  of  Nursing 

University  of  Kansas  Medical  Center  » 
39th  and  Rainbow 
Kansas  City,  Kans..66103 

Instrument  Copyright:  None. 
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Anderson,  Frances  J and  Hapi  N. 

ADAPTATION  OF  CLARK  AND  CLARK  DOLL  TEST  AND  BOGAROUS  SOCIAL  DISTANCE  SCALE 

.      I  am  going  to  ask  you  some  questions  about  these  dolls  standing  in 
front  of  you.    I  want- you  to  pi  a/ the  doll -choosing  game  by  pointing  to 
:    one  of  the  dolls  in  response  to  the  questions.   Later,  I  will  ask  you 
some  questions  about  other  things  not  concerned  with  the  dolls.v  I  have 
a  list  of  questions  here  and  I'll  be  writing  your  score  to  see  how  you 
do  on  the  gi^m6.  '  .  „ 

1.  Which  one  of  these  dolls  is  most  like  the  one  you  have  at  home? 

2.  .Which  doll  would  you  like  to  play  with?   (Which  dell 'would  you  not  ; 
want  to  play  with?) 

3.  Which  don' is     nice  doll?    (  WhicYdoll  is  a  bad  doll?) 

.■  -  •    .    .     ■  ■        •        ■  •  /  •  ■    \-   ■  . 

i.    Which  doll  do  you  like  the  best?    (Which  doll  do  you  not  like?)    .  ^ 

5.  Which  doll,  has  a'  nice  color?    (Which  doll  does  not  have  a  nice  color?) 

6.  Which  doll  would  you  invite  to  your  birthday  party?    (Which  doll  woul4 
■  you  not  invite  to  your  birthday  party?)  ' 

^    7.   which  doll  would  you  want  to  walk  home  from  school 'with?    (  Which-  

doll  would  you  not  want  to  walk  home  from  school  with?)  « 

.    8.   Which  doll  would  you  like  to  have"ToF~J-si-ster-^rr*ro±hfir7_J^ 
doll  would  you  not  like  to  have  for  a  sister  or  brother?) 


9.   Which  doll  .would  you  like  to  have' for  a  best. friend?    (Which  doll 

■  Would  you  not  like  to  have  for  a  best  friend?)  ' 

*10.   Which  doll  would  you  want  to  sit  by  you  in.Schpol?^  (Which  doll  would 
you  not  Want  to  sit  by  you  in  school?)     ;V  :.: 

Which  doll  would  you  want  to  live  in  a  house  near  you?  .(Which  dolT 
would  you  not  want  to  live  in  .a  house  hear  you?) 

12*   Which  doll  would  you  want  to  see  and  talk  to  real  often?    (Which  doll 

■  would  y6u  not  want  to  see  and  talk  to  very  often?) 

13.   Which  doll  would  you  want  to  hav.e  living  in  America?    (Which  doll 
would  you  not'wafit  to  have  living  in-^America?) 


14.   Which  doll  looks  like  a  white  doll? 
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15.  *  Which  doll  looks  likfe  an  Indian  doll? 
16'.   Which  doll  looks  most  like  you? 


The  rest  of  tlie  questions  don't  involve  choosing  a  doll.    I  just  want  you 
to  answer  each  of  these  questions.  .  ; 

■      *    ■  -  '  ■  ; 

17;   Who  are  the  four  children  in  your  classroom  that  are  your  best  friends? 

18.  Who  are  the  four  children  in  your  classroom  that  you  would  like  to 

^  work  with  on  a  special  class  project? 

,1?.  Who  are  the  four  children  in  your  cUssroom  that  you  would  like  to 

'  .  sit  next  to?  °  - 

20.    If  you  could  have  a  birthday  party,  which  four  children  in.  your 
classroom  would  you  invite?  > 


Tit<e:  POSTMYOCARDIAL  INFARCTION  PA- 
TIENT SEMANTIC  T^IFFERENTIAL  SCALES 

Author:  Avillo,  Linda  J. 

/ 

.  Variable:  The-  s^ilf-concept  of  postmyocal'dial  in- 
farction patients  is  the  variable  under^  study. 
Self-concept  is  operationaliy  defined  as  "how 
one  feels  about?  himself  (herself)  at  a  particular 
point  in  time"  (Avillo,  1971). 

Description:  _  , 

Nature  and  Content:  This  interview  instru- 
ment is  set  up  like  a  semantic  differential  scale 
after  the  method  of  Osgood  (1967)  but  is  treated 
as  an  interval  scale  with  12  pairs  tof  adjectives. 
Twejve  ''negative"  adjectives  are  listed  on  the 
.left  side  of  the  scak  and  12  "positive"  adjectives 
are  listed  on  the  right  side  jof  the  scale.  Each  set» 
, of  "negative"  and  "positive"  adjectives  is  con- 
•nected  by  a  7-point  continuun  on  which  the  re- 
*«pondent  is  to  indicate  the  point  (1,  2,  3, 4, 5, 6,  or 
7)  which  best  described  his(her)  feelings^out 
self^at  a  particular  point  in  time.  (See  inSI^-/ 
menr  below*)  If  the  patient  thinks  he  is  very 
changeable,  he  places  a  cheek  in  space  1;  if 
changeable,  a  check  in  space  2;  if  slightly 
changeable,  a  check  in  space  3;  if  neutral,  a 
chefck  in  space  4;  if  slightly  stable^  a  check  in  ' 
space  5;  if  stable,  a  check  in  space  6;  if  very 
stable,  a  dhSck  in  space  7. 

Administration  and  Scoring:  The  scales  we^re 
designed  to  be  orally  administered  by  an  inves- 
tigator in  a  hospital  setting  after  a  patient  had 
been  transferred^  from  a  coronary  care  unit  to  a 
general  medical  unit  and  after  the  attending  . 
physician  had  given  permission  for  the  subject 
to  complete  the  instrument. 

It  is  estimated  that  approximately  5  to  10 
minute?  is  required  for  administering  the  scale 
aftfer.the  directions  have  been  explained  to  the 
respondent.  •  ^ 

^•Kie  rfesporises  are  scored  as  a  Likert-type 
sciale  with  a  point  score  assigned  for  each  adjec-. 
tive  pair  that  corresponds  to  the  space  marked 
on  the'continuum,  e.g:,  space  1  =  1  point,  space 
7  =  7  points.  A  total  score  is  computed  for  each 
subject;  the  l-ange  of  total  scores  is  from'7  to  84.  • 
A  high  total  score  is  interpreted  as  indicating  a 
more  positive  self-concfept,  a  low  total  score  as  a 
'more  negative  self-concept.  No  ranges  for  high 
or  low  scores  were  provided. 
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Development:     ^  '        ^  .  ^ 

.  Rationale:  The  author  indicated  that  the  in- 
strument was  not  derived  from  any.  specific 
theory.    .      '        '  / 

Source  of  Item^:  The  adjectives  came  from  the 
author's  tlass:raates,  fr'om  Rogers  Thesaurus,  a 
'  ^yebster's  dictionary,  and  Osgood  (1967). 

Procedure  for  Development:  The  author  asked 
clas'smates  to  list  positiv.e  adjectives  which  re- 
lated to  themselves  as  family  niemberdt  and  as 
members  of  a  community.  The  adjectives  listed 
most  frequently  were  selected  for  inplusion  in 
the  scales;  then,  adjectives  of  opposite  meanings 
were  selected  from  the  sources  cited  in  the  pre- 
ceding section  (Source,  of  Jtems). 

Reliability  and  Validity:  The  author  stated* 
that  network  had  been  done  establishing  the 
reliability  or  validity  of  the  instrument  (Avillo, 
1971).  ^  . 

Use  iiv  Research:  Avillo  (1971)  dl&veloped  and 
used  the  instrumient  along  with  the  IPAT  Anxi- 
ety Scale  in  a  study  of  postoorohary  patients. 
Her  research  design  provided  for  using  the 
^Semantic'Differential  S<;^les  for  pretexting  and 
posttesting  a  control  group  of  postcoronary  jfa- 
tients  and  an  experimental  group  of  postcoro-; 
^nary  patients.  The  latter  had  been  'Subject  of  a- 
structured  teaching  unit  on  postcoronary  care. 

Copnments:  The  instrument  is.  still  in  thd  very 
early  stages  of  development.  No  i^liability-and 
validity  work  has  been  done,  and  though  the 
format  appears  to  be  that  of  a  se nlantic, differ- 
ential, the.  structured  scoring^,  used  by  the  au- 
thor is^  in  effect,  that  for  an  interval  scale.  Any- 
one  contemplating  using  thiis  instrument  should 
consult  the  Osgood  reference  <!ited  below.*  ^ 

References: 

Avillo,  Linda  J.  The  effectiveness  of  a  teaching 
approach  on  ^self-concept  iri  pqst-myocardial 
infarction  patients.   Unpublished  master's 
thesis.  University  of  Arizona'71971.       "  •  - 
Osgood,   C'..  Tf^e   measurement  \of  meaning. 
]  Chicago:  University  of  Illinois  Press,  19^7. 

Source  of  InfQrmation: 
Linda  J.  A'villb,  R.N. 
27  North  Russell*:  Street 
York,  Pa.  174l02, 

Instrument  Copyright:  None. 
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AyIIIo,  Linda  J.  °  «  .  ' 

POST  WPARDIAL^  INFARCTION  PATIENT  SEMANTIC  DIFFERENTIAL- SCALES 


'^Directions.-  In  order  to  give  better  care  to  _  _ 
patients  who  have  had  a  heart  attack  I  ^Ish  to  f ind^o^t 
how  you  feel  about  yourself  at  this  time.      I  wish  to  do 


ilQSv  you   l.Ct5J-   awwwn-   jw*»-.ww —    — - 

this  by  measuring  what  certain  words  mean  to  you. 
tSs  paper  I  havf  some  adjectives.    EacH  ^i^^^^'j^l,,^^ 
has  an  adjective  at  either  end.    Place  a  <=^«.V^;^f^^^" 
in  each  line  that  most  nearly  applies  to  your  feeling8_ 
ibo"  yourself .    For  example,  which  adjective  bel^w  be^t 
describes  you,-  in  your  op^Lnion,  at  this  time? 


Short 


1  ;__2  :__3  :_A 


Tall 


SCORE  VALUES?    ifl  Very  short; 

•     #2  Short 

#3  Slightly  short 

'    -  H  Neutral 

•  -   ■•  t  #5  Slightly  tall  _        ,  - 

-  .        m  Tall  : 

.    .         •    #7    Very  tall 

If  you  think  you.  are  very  tall,  plac^  ^^h    "^  ^'' 
If  you-are  just  taU,  pl^ce  a  check  in  space  #6.   ™  • 
answers  you  will  give  only  apply  to  how  you  feel  at  this  ^ 
^S^^ment.;  You  may  ffeel  differently  tomorrow.  ,  There  are 
no  wrong  answers. 


^  "^^Cljangeable . 

VUtrcertain. 
Dejected 
Detached 
ddhfused 
Inattentive 


Y 


Stable 

Confident 

Happy"* 

Involved^ 

Organised 

Concerned 
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Indifferent 

Passive 

•  /. 

Uninterested 
Lonely 

Uncomfortable 
Nervous 
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Enthusiastic 
Active 
Interested 
Friendly 
'■  Comfortable 
Calm 


V 
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Title:  SICK  ROLE  ACCEPTANCE  (MEASURE 
I)  '  - 

Authors:  Brown,  Julia  S.,  and  Rawlinson,  May  E. 

Variable:  The  individual's  tendency  to  accept  or^ 
reject  the  sick  role  is  conceptualized  as^  the  ex- 
tent'to  which  he(sheyp^rcei^s  himself(herself) 
to  resemble  sick  persons  wim  regard  to  worthi- 
ness, power,  activity,  aitd^  independence.  The 
variable  i^  operationalized  as  the  semantic  dis- 
tance between  the  two  concepts  of ''myself '  and 
"most  persons  who  are  ^ick/' 

Description: 

Nature  and  Content:  The  instrument  utilizes  ■ 
V  the  aeiiiaiillciitff^ntial  technique,  ren  '/-point 


"  bipolar  adjective  scales  are  presented  to  the 
subject.  The^e  10  scales  tap  4  dimensions  of 
meaning  through  the  following  adjective  pairs: 
the  evaluative  factor  (good/bad,  fair/unfair, 
clean/dirty);  the  activity  factor  (fast/slow,  hot/ 
'  coia,  sharp/dull);  the  potency  factor  (hard/soft, 
large/smallrheavy/light);  and  indepelidence  fac- 
tor (independent/dependent).  The  two  concepts 
rated  on  these  scales  are  "myself  and  "most 
persona  who  are  sick/'  (The  former  may  be  var-, 
ied,  as  "myself  since  surgery,"  "myself  before 
treatment,"  etc.)  , 

^Administration  and  Scoring:  The  instrument 
is  self-administered,  and  .instructions  are  at- 
tached to  the  instrument.  In  an  interview  situa- 
tion, these  instructions  may  be  reviewed  by  the 
administrator  to  ensure  comprehension  of.  the 
task  by  the  subject.  ■  _ 

in  scoring,  first  the  subject's  rating  of  "my- 
self on  each  adjectival  scale  is  assigned  a  valu.e 
from  1  to  7,  with  7  representing  the  most  favor- 
able judgment,  i,e.,  most  worthwhile,  most  pow- 
erful, most 'activa,  most  independent.  These 
values  for  the  10  scales  are  then  summed-  to 
arrive  at  a  total  which  may  vary  from  10' to  70 
points.  Second,  the  subject's  responses  to  the 
concept  "most  persons  who  are  sick"  (on  the 
same  IP  scales),  are  similarly  summed  to  arrive 
at  a  total  ran^ng  from  10  tp  70  points.  This 
second  sum  is  then  subtracted  from  the  first 
sum.  The  result  constitutes  the  semantic  differ- 
ence between  the  two  concepts  ^nd  can  vary 
from  -60  to  +60.  This  is  the  individual's  Sick. 
Role  Acceptance  Score.  A  positive  score  implies 
that  the  subject  judges  himself  to  be  fetter, 
more  independent,  more  powerful,  and  more  ac- 
tive than  sick  persons;  a  negative  score  imp^es 
that  the  subject  views  himself  as  even  less  inde- 
pendent, less  active,  etc.,  than  most  sick  per- 
sons. .  . 


Subscores  may  also,  be  obtained  for  each  of  the 
four  factors  (Evaluative,  Activity,  Potency,  Iri- 
depetidence)  by  summing  values  assigned  to  the 
specific  adjectives  representing  the  specific  fac- 
tor, and  determining  the  semantic  distance  on 
that  factor  across  concepts. 

Development: 

Rationale:  A  review  of  the  sick-role  literature 
revealed  that  most  investigators  had  focused  on 
•initial  entry  into  the  sick  role  and  questioned 
subjects  as  to  probable  actions  under  hypotheti- 
cal illness  conditions.  The  authors  desire^  a 
more  ger  ^al  instrument,  capable  of  measuring^ 
theexte  .  to  which  the  sick  role  was  accented  by 


the  individuial  during  treatment  or  following 
treatment. 

The  literature  indicated  that  certain  qualities 
were  commonly  attributed  tp  occupants  of  the 
sick  status— namely,  undesirability.,  depen- 
dency, passivity,  and  weakness.  Since' these  at- 
tributes are  quite  similar  to 'the  evaluative, 
potency,  and  activitjr  dimensions  of  meaning  eli- 
cited by  Osgoofl's  semjfntic  differential,  the  au- 
thors decided  to  measure  the  extent  to  which  an  . 
individual  viewed  himself  as  sick  by  the  seman- 
tic distance  between^he  meanings  of  "self '  and 
Vsick  person."  Precedents  for  the  meai^urement 
of  social  role  concepts  by  use  of  the  semantic 
differential  are  cited  in  the  author's  article  ref- 
erenced below. 

Source  of  Items:  See  "Procedure  for  Develop- 
ment." 

Procedure  for  Development:  The  adjective 
pair,  "independent/dependent,"  was  chosqn  for 
its  face  validity.  The  other  nine  adjective  pairs,  ^ 
selected  from  Osgood  (1957),  had  demonstrated 
that  they,  of  all  .pairs  of  adjectives  factor- 
analyzed,  possessed  the  highest  loadings  on  the 
Activity,  Evaluative,  and  Potency  dimensions  of 
meaning. 

Reliability  and  Validity:  No  test-retest  reha- 
bility  coefficients  are  available. 

For  a  sample  of  150  patients  who  had  under- 
gone cardiac  valve  replacement  surgery  at  least 
1  year  earlier,  the  following  significant  correla- 
tions were  obtained:  between  Sick  Role  Accept- 
ance score  and  score  on  Cornell  Medical  Index 
(CMI),  Sections  A-L,  n= -0.26;  between  Sick 
Role  Acceptance  score^^and  score  on  Cornell 
Medical  Index  (CMI),  Sections  M-L,  r  «  -0.20. 
These  negative  correlations  imply  that' indi- 
viduals perceiving  themselves  as  "most  unlike 
the  sick"  reported  fewer  physical  and  emotional 
symptoms  on  the  CMI  than  did  individuals  per- 
ceiving  thiemselves  as  "most  like  the  sick.". 
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'  in  addition,  tKe  individuars  Sick  Role  Accept- 
ance score  'correlated  significantly  =  0.37) 
with- a  second  measure  o/ perceived  health.  This 
second  measure  was  the  individual's  self-rating 
Indicated  on  a  9-interval  vertical  Dembo  line, 
the  top  of  which  was  designated,  ''The  health- 
iest I  could  be,"  and  the  bottom,  'The.  sickest  I 
could  be."  > '        '  . 

'  Finally r  Sick  Role  Acceptance  score  correlated 
0.263  witli  the  fact  of  returning,  or  not  return- 
ing, tO;  work  following  surgery. 

Use  in  Research:  Brown  and  Rawlinson  (i975) 
^sed  this  instrument  in  research  investigating 


"1;h€~extent  of  the  recovery^  patients  1  year  or 
more  following  cardiac  valve  replacement 
surgery.  The  sample  was  comprised  of  150  pa- 
tientSjOf  whom  87  were  male,  and  63  female.  The 
me^n  age  of  the  sample  was  48.2  years. 

Comments:  Brown  and  RawHnson  (1975)  re- 
vpgrted  that  the  dimension  of  potency  did  not 
di'stinguish  between  concepts  in  their  research. 

We  attribute  this  to  an  unfortunate  selection  of  adjec- 
tives to  represent  that  factor.  Our  post  hoc  explanation 
is  that  the  adjective  pairs  *'heavy/light"  and  :Marge/ 
small"  are  ambiguous.  They  may  imply  variations  in  , 
weight,  which  is  a  property  to  be  strictly  controlled  by 
,  many  heart  patients,  or  they  may  carry  overtones  of  a 
psychological  burden,  as  depression  or  oppression 
(Brown  ^nd  Rawlinson,  1975).  . 

The  authors  have  revised  their  instrument 
and  are  using  ti  '  revised  instrument  in  ongoing 


research.  However,  Brown  and  Rawlinson's  in- 
strument described  here  may  be  applicable  to 
groups  of  individuals  other  than  open-heart 
surgery  patients.  Anyone  contemplating  using 
the  semantic  differential  technique  should  con- 
sult thje  references  cited  below. 
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Portland,  Oreg.  97201  > 
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Brown,  bulla  S.,  and  Raw! inson,  May  E. 

SICK  RQiIe  ACCEPTANCE  (MEASURE  1)  .  .  . 

The  purpose 'of  this  study  is  to  measure  the  meaninss  of  certain  things  to  var- 
ious people  by  hav,lng  them  judge  them  against  a  series'of  descriptive  scales.. 
In  taking  this  test,  please  make  your  judgments  on.  the  basis  of  "hat  these 
things  mlan  to  you.'   On  each  page. of  this  booklet  you  will  find  a  different 
conclpt  to  bi-jfed  and  beneath  it  a  set  of  scales.  You  are  to  rate  the  con- 
cept on  each  of  these  scales  in  order.    Here  is  how  you  are  to  use  these 
scales:     V  '  , 

If  you  feel  that  the  concept  at  the  top  of  the  page  is  ver^  closely  related 
oto  one  end  of  the  scale,  yo"  place  vour  check-mark  as  follows;   _ 


Fair  :_X_:  :_:  J  :  _?  Unfair 


OR 


Fair : 


X  Unfair 


If  you  feel  that  the  concept  is  suite  ^loselz  related  to  one  or  the  other ^ end 
of  the  scale  (but  not  extremely),  you  should  place  your  check-mark  as  follows, 


Fair 
Fair: 


:  X 


OR 


X  : 


_Unfair, 
Unfair 


If  the  concept  seeis  only  slightly  related  to  one  side  as  opposed  to  the  other 
side  (but  is  not  really  neutral) ,  then  you  should  check  as  follows: 


.Active! 


Passive 


S 


OR 


Active:.;  :  :  :_JJL=  '  Passive 

The  directioni  toward  which  you  check,  of  course',  depends  upon  which  of  the  two  ■ 
ends  of  the  stale  seem  most:  characteristic  of  the  thing  you  re  judging. 

If  you  cohsidilr  the^ concept  to  be  neutral  on  the  scale,  both  sides  of  the  scale 
equally  associated  wifa  the  concept,  or  if  the  scale  is  completely  irrelevant, 
— ^hTconcepi;,  then  vou  should  place  your  check-mark  in  the  middle 


unrelated  "to  t 
sp^fce 


IMPORTANT: 


Safe:    \  :    '  :'•  :  .  Dangerous 

(I)    Place  your  check-marks  in  the  middle  of  spaces,  not  on  the 


boundaries. 


(2 


THIS:  X  : 


NOT  THIS 


Be  Lure  you  check  every  scale  for  every  concept-do  not  omit  ah^. 


Nev4r  put  more  than  one .  check-mark  on  a  single  scale. 


Sometimes  you  lay  feil  .as  though  you've  had  the  same  item  before  on  the  test. 
This  will  not  be  the  Vase,'  so  do  not  look  back  and  forth  through  the  items. 
Do  not  try  to  Jemembet  how  you  checked  similar  items  earlier  in  the  test— make 
each  Item  a  separate  And  independent  judgment.    Work  fairly  fast.    Do  not 
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worry  or  puzzle  over  Indlvlduai  Items/    It  is  your  first  impression  we  want. 
On  the  other  hand,  do  not  be  careless,  because  we  want  your  tru6  impressions. 


MYSELF 


hard  :         :  :  :_r  :   soft 


good  :         :         I  :  :  bad 


dependent .  "    -    :  -  '     :  :  :^  J   independent 

unfair  ;         ;  J_  :_  fair  * 

fast  :         :  :  '  :         :   slow 


cold  :         :    '  '  :  ;         :  hot 


large   :  :^  :  :  :   small 

-  "  -J 

heavy  :  ;         :  :^  :   light 

y 

dull  _       :  :  ' :         :         :  ^        :  sharp 


dirty  ..       :         :  . :  :   '    >  :   :  clean 
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MOST-  PERSONS  WHO  ARE  SICK 


sharp 


dull 


fair 


unfair 


light 


clean 


heavy 


dirty 


"slow 


fast 


hard 


soft 


cold 


hot 


small: 


independent 


good 


large 

dependent 

bad 
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Title:  HEALTH  SELF-CONCEPT 

Authors:  Jacox,  Ada,  and^Stewart,  Mary 

Variable:  Health  self-concept  refers  to  "on«'s 
concept  of  himself  as  a  relatively  ill  or  healthy 
.  person."'  ,    .  _      /  ' 

Description:  ,  * 

Nature  and  Content:  This  self-report  instru- 
ment consists  of  seven  items  to  which  the  sub- 
ject responds  yes  orno.  The  items  relate  to  a 
person's  assessment  of  himself  as  an  "ill  per- 
son.*' For  example,  "Are  you  frequently  ill?''  "Do 
you  consider  yourself  a  sickly  person?" 

The  index  was  developed  for  use  with  hos- 
•  pitalized  patients  experie^ncing  varying  degrees 
of  pain,  and  currently  exists  in  two  forms.  One 
form  is  for  patients  experiencing  "progressive 
pain"  resulting  from  illnesses  for  which  death  is 
a  highly  probable  outcome,  such  as  metastatic 
cancer;  the  other  form  is  for  the  more  typical 
patient.  For  the  former,  wording  on  several  pf 
the  it^ms  was  changed  to  reinforce  the  notion 
that  the  questions  did  not  relate  only  to  current 
illness.  As  the  authors  states  "We  did  not  believe 
that  we  could  ethically,  ask  patients  with  mata- 
static  cancer  . .  /such  questions  as  . . .  'Arie  you 
constantly  made  miserable  by  poor  health?' " 
(Jacox  and  Stewart,  1973). 

Administration  and  Scoring:  No  special  provi- 
sions are  necessary  for  administration  of  the 
index.  It  can, be  completed  by  any  patient  who  is 
literate  and  well  enough  to  read  and  writer^in- 
structi^ns  for  completion  precede  the  first  item. 
Patients  should  be  told  that  they  are  to  answer 
in  terms  of  their  lifetimes,  not  just  in  terms  of 
tHe  current  illness.  No  more  than  5  or  10  min- 
utes should  be  needed  for  completion. 

-No  information  on  scoring  was  provided. 

Development:  - 

Rationale:  The  index  was  developed  for  use  in 
a  study  of  psychosocial  problems  related  to  pain 
and  illness -(Jacox  and  Stewart,  1973).  This  in- 
vestigation was  predicated  on  the  assumption 
that  pain  canriot  be  viewed  simply  as  a  physi- 
ological phenomenon,  bujt  it  must  be  concept- 
ualized within  a  biopsychological  framework.  - 
Health  self-concept  is  one  ^  factor  investiga- 
tors have  found  to  influence  pain  perception  and 
response. 

Source  of  Items:  The  Health  Self-Concept 
Index  is  a  modification  of  a  subsCale  (J)  from  the 
Cornell  -  Medical  Index  (Jacox  and  Stewart, 
1973). 
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.  Proc€dur6/orD6i;6iopmenf:  The  ^tuthors  mod- 
ified the  J  scale  of  the  (Cornell  Medical  Index  by 
combining  two  items^  eliminating  ore,  and 
changing  the  wording  of  two  others. 

Reliability  and  Validity:  No  reliability  u^for- 
mation  was  provided. 

The  index  has  face  validity,  and  some  evi- 
dence for  construct  validity^  is  available.  The 
Health  Self-Concept  Index  was  administered,  to 
102  patients  admitted  to  a  large  university  med- 
ical  center.  Thirty-one  were  experiencing 
short-term  .  pain  (associated  ,with  Elective 
surgery),  32  had  long-term  pain  (associated  with; 
ch^bnic  illness,  such  as  arthritis),  and  40  suf- 
fered from  progressive  pain  (associated  with 
terminal  illness,  such  as  metastatic  cancer). 
Only  those  patients  who  had  experienced  pain 
associated  with  their  illness,  during  the  week 
preceding  the  study  were  included  in  the  sam- 
ple, Jacox  and  Stewart  (1973)  found  a  negative 
relationship  between  extraversion  and  health 
self-concept  ,  for  three  groups;  They  felt  that 
these  findings  were  in  accordance  with 
Eysenck's  conceptualization  of  neurotici^m  and 
extraversion  (Ja^ox  and  Stewart,  1973). 

Use  in  Research:  The  instrument  was  developed 
for  use  in  a  study  reported  by  Jacox  and  Stewart 
(1973).  The  Health  Self-Concept  Index  Patient 
Interview  (relating  to  patient's  pain  history), 
Eysenck  Personality  Inventory,  (Psychosocial) 
Problems.  Inventory,  and  the  Modified  Melzack 
Pain  Description  were  administered  to  tjh^  sam- 
ple described  above,  to  test  hypotheses  relating 
to  the  psychosocial  contingencies  of  the  pain  ex- 
perience. 

Comments:  The  Health  Self-Concept  Index  is 
brief,  direct,  and  has  face  validity.  However,  the 
obvious  face  validity  of  the  items  may  be  a  liabil- 
ity in  some  situations,  since  the  "fakeability"  of 
self-report  in  this  sensitive  area  seems  high. 
Changes  from  the  original  index  are  sufficiently 
*  great  to  warrant  the  collection  of  new  reliability 
and  validity  data.  Jaco;c  and  Stewart  have 
begun^is  task. 

References: 
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Source  of  Information: 
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University  of  Colorado 
Denver,  Colo.  80220 
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Jacox,  Ada,  and  Stewart,  Mary 
HEALTH  SELF-CONCEPT 

.  •      \  .  '    .  HEALTH  self-sconce: 


1.  Are  you  frequently  ill?  ' 

2.  Ai;e  you  frequently  confined  to  bed  by  illness? 

3.  Are  you  always  in  poor  health? 

4.  •  Are  you  considjBred    a  sickly  person? 

5.  i)o  you  come  fr'om  a  sickly  family?  .  V 

6.  Do  severe  pains  and 'aches  make  it  impossible  for  you  to  do  your  work? 

7.  Do  you  wear  yourself,  out  worrying  about' your  health? 

8.  Are  you  always  ill  and  unhappy? 

9.  Are  you  constantly  made  misyerable  by  poof  health? 

HEALTH  SELF^CONCEPT   :'  / 

■  .       '  (Used  with  short-term  and  lohgr-|:^rm  groups) 

Instruct  tons;  For  each  of  the  following  tquestions/pleiase  circle  "Yes"  if  it  Is 
generally,  true  of  you  an.d  "No"  if  it  is.  not. 

1.  Are  you  frequently  ill?  .  ,  ■  _  J  Yes  No 

2.  Are  you  frequently  confined  to  bed  6y  illness? y  Yes  No 

3.  Do  you  cfonsider  yourself  to  generally  be  in  poor  health,  or  a 

"sickly"  person?       ^  ^  /  Yes  No 

4.  Do  you  come  fron  a  f^iLiI$:=>^4rffat  has  had  a  large  amount- of  illness?         Yes  No 

5.  Do  severe  pains  atvd'aches  make  it  imposs'ible  for  you  to  do  your  work?  -Yes  No 

6.  Do  you  worry  ,  a  lot  about  youif  health?  .  Yes  No 

7.  Are  you  constantly  made  miserable  by  poor  health?  '  Yes  No 

^       V  Total       -  . 


HEALTH  SELF-CONCEPT 
(Used  with  progressive.  Igroup)         y      ■  ^  ' 

Instructions!  For  each  of., the  following  questions,  please  circle  "Yes"  if  it  is 
generally  true  of  you  and  "No*'  if  it  is  not. 

1.  Hav^^ you  frequently  been  ill  in  your  lifetime?  Yes  No 

2.  Have  you  frequently  been  confined  to  bed  by  illness  prior  to 

present  illnSss?        /  Yes  No 

3.  Have  jou  considered  yourself  to  generally  be  in  poor  health, 

orla  "sickly"  person?  *  .  *         ^    •  yes  No 

4.  Doiyoii  come  from  a  family  that  has  had  a  large  amount  of  illness?         Yes  No 

5.  Have  severe  pains  and  aches  often  made  it  impossible  for  you  to  do 

your  work?  ^       Yes  No 

6.  Have  you  worried  a  lot  about  your  health?  .  ^  Yes  No 

7.  Have  you  been  constantly  made  miserable  by  poor  health  prior  to 

this  current  illness?  Yes  No 

Copyrighted  by  the  University  of  Iowa;  reproduced  with  permission  by  the  Health  .  .|  

Resource;S  Administration.    Further  reproduction  prohibited  without  permission  of  1  1  |j  0 

copyright  holder. 
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Tine:  LIFE  SPACE  DRi^ING  TECHNIQUE 
Author:  Stein,  Rita 

Variable^  This  teciinique  was  designed 'to  de- 
termine perceptions  of  self  in  relation  to  sig- 
nificant others,  self-esteem,  and  social  distance. 

Description: 

Nature  and  Content:  The  Life  Space  Drawing 
is  a  projective  technique  designed  to  obtain  an 
expression  of  one%  -  feelings  toward  self  and 
others  that  are  no€  easily  obtainable  by  direct 
questioning  or  other  overt  methods.  It  is  a 
method  for  getting  the  respondent  to  structure 
his  owTi  social  world  with  virtually  no  interfer- 
ence or  influence  from  the  examiner. 

Administration  and  Scoring:  The  ^subjec^ 
should  be  placed  in  a  quiet  room  equipped  with  a 
table  and  chair.  After  a  brief  task  orientation, 
the  subject  is  given  a  blank  sheet  of  paper  and  a 
pen  or  pencil,  and  asked  to  draw  a  circle  in  the 
center  of  the  page  and  ijabel  it  '*Me.''  Around  this 
"Me,"  the  subject  is  asked  to  draw  circles  repre- 
senting those  people  to  whom  he(she)  feels 
closest  in  close  alignment  with  the  ''Me"  circle, 
while  those  people  to  whom  he(she)  feels  more 
distance  should  be  represented  by  circles  in- 
creasingly farther  fPQrfe.the  "Me"  circle.  The, 
sulyect  is  asked  to  label  the  circles  in  terms  of 
relationship,' such  as  mother,  father,  sister, 
brother,  friend,  and  "other." 

For  scoring,  the  author  provided  thef  following 
directions:  "Measure  the  'Me'  circle,  then  mea- 
sure the  distance  of  each  of  the  other  circles 
from  the  'Me'  circle."  Tor  details  of  how  the  au- 
thor scored  fin  the  'instrument,  the  reader 
should  consult  the  Stein  (1971)  reference  cited 
below.  ^^ 

Development: 

Rationale:  The  author  d;d  hot  specify  an  un- 
derlying theory.  \ 
-     Source  of  Items:  Not  applicable  as  such. 


Procedure  for  Development:  No  information 
was  provided.  ,  .  - 

Reliability  and  Validity:  The  Life  Space 
Drawing's  reliability  and  validity  are  difficult  to 
assess  because  there  are,  as  yet,  ho  normative 
representative  groups  with  which  to  compare 
(Stein,  1971).  However,  the  author's  study 
(Stein,  1971>  which  used  'the  technique  to 
examine  social  processes  of  two  ethnic  groups  of 
adolescent  boys  (one  disturbed  group  and  one- 
'  control  grdup)  revealed  findings  that  coincided 
with  the  kinds  of  disturbance  exhibited  and  iii 
line  with  the  personality  attributes  identified  by 
the  Edward  Personal  Preference  Schedule. 

'  ^se  in  Research:  A  description  of  trie  Life  Space 
Drawing  technique  as  used  in  a  study  of  dis- 
turbed adolescent  Italian-American  and  Irish- 
American  boys  is  contained  in  Stein's*^  (1971) 
publication  referenced  below.   *  • 

Comments:  Validity  of  the  measure  depends,,  in 
turn,  upon  the  validity  of  the  two  projective 
hypotheses:  (l).that  the  Size  of  the  "Me"  circle 
drawn  is  correlated  with  self-concept,  and  (2) 
that  the  physical  distance  on  paper  corresponds 
with  psychological  distance.  The  expected 
ethnic  differences  found  by  the  author's  study' 
suggest  some  evidence  of  validity.  The  author 
stated  that  examples  of  Life  Space  Drawings- 
could  be  obtained  from  her.  > 

Refereivces:  .  ^ 

Stein,  Rita.  Disturbed  youth  and  ethnic  family 

j}attems.  Albany:  State  University  of  ^eW'^ 

York  Press,  1971. 
 Personal  communication,  1976. 

Source  of  Information: 
Rita  F.  Stein,  Ph.D... 
Indiana  University  Medical  CJehter 
1100  West  Michigan 
Indianapolis,  Ind.  46202 

Instrument  Copyright:  None, 
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Client  Affective  Variables: 
PsychologicarHealth  Statiis 


Titler  WARD  BEHA,yiOR  INVENTORY  (WBI) 


Authors:  •  Burdock,  Eugene  L,  and  Hardesty,, 
•Arme-S,.  i 

Yliriable:  The  WBI  measures  the  seventy  of 
psychopathologicall  disturbance  shown  in  the 
ward  behaviors  of  hospitalized  adult  psychiatric 
patients. 

Description: 

-  Nature  and  Conient:  The  WBI  consists  of  138 
items  for  recording  observations  of  appearance 

.  andliearing,  veftall)ehavior,  and  adaptation  to. 
ward  routine.  The  items  were  constructed  so  as 
to  reflect  observable  units  of  behavior.  They  de- 
scribe such  characteristics  as  facial  expression, 
grooming,  eating,  toileting,  physical^  status, 
habits,   cooperativeneas,  communicativeness, 

'vocalisation  and  speech  patterns,  interpersonal 
relations,  hostility  or  aggressiveness,  man- 
nerisms, and  affect.  Explanatory  examples  have 
been  provided  parenthetically  on  the  form 
where  the  authors  deemed  such  examples  might 
be  helpful.  • 

Administration  and  Scoring:  The  WBI  is  in- 
tended to  record  the  patient'.s  observed  behavior 
during  a  specified  observational  period.  The  au- 
thor reports  (personal  communication)  that 
different  methods  have  been  employed.  For 
example,  if  a  research  nurse  is  used  ^or  data 
collection,  at  least  2-3  hours  of  observation  are 
needed.  In  most  cases,  however,  data  are  col- 
lected by  a  regiiiar  ^aff  member,  and  a  whole 
shift  may  be  used  as  the  observation  period. 
Historical -material  or  facts  about  the  patient's 
behavior,  other  than , that  observed  during  the 
speci^ed  observation  period,  must  be  disre- 
garded. 

An  observer  judges  each  item  and  fharks  "Y" 
(for  ''Yes"  when  the  patient  displays  the  indi- 
cated behavior)  or  "N"  (for  "No"  when  the  pa- 
tient does  not  behave  in  the  manner  described). 
The  observer  must  mark  every  item  to  thie  best 
of  his  ability,  even  if  he  must  guess.  The  patient 
is  to  be  independently  evaluated  on  each  item, 
not  compared  with  other  patients.  A  trained  ob- 
server requires  approximately  10  minutes  per 
patient  to  complete  the  inventory  at  the  end  of 
the  observation  period.  | 
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Each  item  is  scored  1  or  0.  Maladaptive  be- 
havior (usually  "yes"  answers)  is  seore^  1.  There 
are  .nine  items  (10,  49,  58,  61,  74,  77,  80, 110, 121) 
for 'which  a  "No''  indicates  maladaptive  be-  . 
havior; ;  these  must  be  reverse  scored.  Total 
scoresorange  between  0  and  138;  the  higher  the 
score,  the  more  disturbedjhe  patient.  A  detailed 
manual  describing  the  administration  and  scor- 
ing procedure  and  providing  an  extensive  bibli- 
ography is ;  available  (Burdock  and  Hardesty, 
1968).  ,  - 

Development: 

Rationale:  The  WBI  represents?  a  pragmatic 
and  a  theoretical  approach  to  providing  detfi^iled 
and  uniform  informatipn  about  a  patient's  ab- 
normal behavior.  The  authors  have  aimed  at  a 
molecular  level  of  specificity.  Th^  intention  is  to 
increase 'objectivity  by  penetrating  through  the 
global  level  of  generalization  to  thie  observable 
.  behavior  (Burdock  and  Hardesty,  1968). 

Source  of  Items:  The  manual  (Burdock  and 
Hardest/,  1968)  mentions  six  previously^  pub- 
lished rating  schemes  and  scales  that  were  con- 
sidered in  the  construction  of  the  WBI. 

Procedure  for  Development:  The  items  were 
tested  for  clarity  and  specificity  with  nurses  and 
ward  attendants.  In  a  pilot  study  of  28  patients 
in  a  VA  hospital,  a  point  biserial  correlation 
analysis  identified  122  itiems  "fhose  correlations  ^ 
were  significantly  different  from  O^On  the  basis 
of  this  analysis,  some  items  were  reworded,  the 
direction  of  scoring  one  item  was  changed,  and 
one  item  was  replaced.  Because  of  the  restricted  ^ 
nature  of  the  sample  andc»the  truncated  distri- 
bution'of  the  point  biserial  correlation,  no  items  _ 
were  rejected  solely  on  the  basis  of  this  analysis. 

Reliabilii/y'and  Validity:  Reliability  in  t^rms 
of  intferobserver  agn^eement  has  been  investi- 
*  gated  extensively.  Intraclass  correlation  coeffi-  ' 
cients  ranged  from-0.57  to  0.87  (t^o-thirds  were 
in  the  high  0.70's  or  better)  for  pairs  of  ratings 
on  saipples  of  patients  by  regular  ward'^nurses 
.and  attendants  in  six  institutions.  Mean  intra- 
class r'i&  Tor  eight  hospitals  at  which  research . 
nurses  madfe  paired  observations  of  acute 
schizophrenics  ranged  from  0.79  to  0.89  over 
four  observation  periods. 

Hoyt's  analysis  of  variance  technique  was 
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applied  to  an  item-by-T)atient  matrix  to  produce  • 
an  index  of  internal  consistency  equivalent  to 
the  Kuder-Richardson  pj:K-R)  Pormula  20  test- 
retest.  coefficient.  Values  ranging  from  0.88  to 
0.96  were  obtained  tor  samples  at  seven  State 
hospitals  and  a  psychiatric  institute.  The  au- 
thors  claim  that  this  evidence  of  item 
homogeneity  supports  the  decision  to  employ 
total  score  a&  a,^m0asure  of  severity  of  illness,  c 

The  reliability  of  the  internal  consistency  • 
analysis  was  evaluated  in  a  study  in  which  four 
different  observers  independently  assessed  th^ 
same -sample  of  28.  patients  in  a  VA  hospital. 
Internal  consistency  remained  stable  across  ob- 
servers with  K-R  20  coefficients  ranging  from- 
0.^  to  0.92. 

Work  has  been  done  to  establish  the  construct 
Validity  of  the  WBI.  WBI  scores  were  compared 
with)scores  obtained  from  the  Structured  Clini- 
cal Interview,  a  technique  devi§ed  to  provide 
quantitative  indices  of  salient  psychopathology 
displayed  during  a  psychological  interview.  For 
a  sample  of  73  newly  . admitted  patients,  correla- 
ti<ins  b^etween  the- WBI  and  the  interview  inven- 
tory w^e  0.22  when  the  latter  was  completed  in 
an  Unstructured  interview  and  0.35  when  it  was 
coi^pleted  in  a  structured  interview. 

Changes  in  scores  on  a  preliminary  form  of  the 
WBL  indicated  significant  improvement  for  a 
group  of  geriatric  patients  who  underwent  in- 
tensive psychiatric  treatment  as  compared  to  an 
unti/eated  control  group  (Burdock  et  al.,  1960). 
The'' WBI  was  used  as^a  criterion  measure  a  sec- 
ond lim^  in  a  study  of  treatment  with  psychoac- 
"  tive  drugs.  It  detected  changes-  in  patient 
pathology  in  three  out  of  four  comparisons. 

Irf  another  study  pf  psychoact?ve  drug  effec- 
tiveness in  the  treatment  of  schizophrenia,  the 
WBI  total  score  was  the  best  single  measure  (of 
20  asse9sraent  instruments)  for  discnminating 
between  drugs  and  placebo  (Burdock  and  Har- 
desty,  1968). 


Use  in  Research:  The  WBI  has  been  used  in 
numerous  published  studies  with  geriatric  pa- 

.  tiei)ts,  both  acute  and  chronic  schizophrenics  on 
a  variety  of  drug  regimens.  An  exten&ive  bibli- 
ography is  included  in  the  test  manual  (Burdock 

-  and  Hardesty,  1968).  ' 

Comments:  The  WBI  appears  to  be  a  well- 
developed  and  well-tested  instrument.  Ad- 
ministration and  scoring  is .  sim^^  and 
straightforward,  and  it  can  be  accomplisTfed  in  a 
short  time.  Reliability  and  validity  have  been 
extensively  tested  and  reported. 

It  should^  b^  noted  that  interobserver  re- 
3  liabilities  ha;velbeen  marginal  for  situations  in  ' 
wliich  untrained  ward  hurses  and  ward  atten^ 
dants  were  used  as  observers.  Maximum  preci- 
sion has  been  ^obtained  when  observers  were 
required  to  complete  a  training  session  in  the 
use  of  the  instrument. 

References:. 

Burdo<:k,  Eugene  I.,  and  Hardesty,  Anne;  S. 
^  Ward  Behavior  Inventory:  Manual  New  York: 
Springer,  1968.  ^ 

Burdock,  Eugene  L,  Elliott,  H.  E.,  Hardesty, 
Anne  S.,  O'Neill,  F.  J.,  and  Sklar,  J.  Biometric 
evaluati9n  of  an  intensive  treatment  program 
in  a  state  mental  hospital.  Journa/  of  Nervous 
and  Mental  Disorders,  1960,130,  271-277. 

Source  of  Information: 

Eugene  I.  Burdock,  Ph.D.,  or  Anne  S.  Hardesty^ 
Ph.D. 

Biometric  Laboratory 
'     New  York  University  Medical  Center 
550  First  Avenue  , 

New  York,  N.Y.  10016  .  .  "  . 

Instrument  Copyrights 

Springer  Publishing  Cojnpany 
200  Park  Avenue  South  ^ 
New  York,  N.Y.  10003 


ERIC 


•  PSYCHOSOCIAL  INSTRUMENTS 


223 


Burdock)  Eugene  I.,  and  Hardesty,.Anne  S. 
WARD  BeHAVIOR  INVENTORY  (WBI) 


ID  NUMBER 


HAME 


SEX 


Last 


First 


Middle. 


DATE  OF  BIRTH 


HOSPITAL 


SERVICE 


Month  Day 


Year 


OBSERVER 


DATE  OF  OBSERVATION 


Month 


Day 


Year 


Ins touct Ions;    All  Items  must  be  answered.    For  each.^ltem  recdrd  i^ether  or  not 
70U  have^b served  the  behavior  described  by  making  a  vertical  line  *tlirbugh'*  Y  for 
yes  or  N  for  no.    Use  pencil;  erase  completely' apy  marks  you  wish  .to  change. 


1. 

Is  'noisy. 

.  Y 

N 

33. 

Needs  help  In  dressing. 

Y 

XT 

N 

2 

Shouts  or  yells. 

Y 

N 

34. 

Resists  or  refuses  to  follow 

3. 

Refuses,  treatment. 

Y 

N 

directions..  . 

Y 

N 

4. 

Says  he  wants  to  die. 

Y 

N 

35. 

Misidentifies  name 'or  posi- 

5. 

Refuses  to  eat. 

Y 

^ 

tlon  of  staff  member. 

.  Y 

N 

6. 

Loses  something. 

Y 

N 

36. 

Moves  about  restlessly. 

.Y 

N 

7. 

.  Tries  to  kill  himself. 

-•Y 

N' 

37. 

Curses -or  swears. 

Y 

N 

8. 

Has  ^  blackout- or ^ fit. 

Y 

N 

38. 

Has  a  temper  tantrum. 

Y 

N 

9. 

Acts  afraid. 

*  Y 

N 

39. 

Insists  that  he  has  to  get 

id. 

Looks  clean. 

'Y 

xt" 
N 

out. 

Y 

N 

11. 

Tries  to  escape. 

Y 

N 

40. 

Gets  irritated. 

Y 

N 

12. 

Shows  suspicion,  o-  . 

Y 

N 

41. 

Says  .he  is  afraid.  ^ 

Y 

N 

13.. 

Needs  help  in  eating. 

Y 

N 

42. 

Acts  nervous  or  agitated.  . 

Y 

N 

14. 

Says  he  hates  people. 

Y 

N 

43. 

Takes "and  holds  strange  pose. 

Y 

N 

15. 

Weeps  or  wrings  hands,  etc. 

Y 

N 

44. 

Deliberately  hits  or  hurts 

fl 

16. 

Is  sarcastic. 

Y 

N 

someone.  \ 

Y 

17. 

Looks  angry. 

Y 

N 

45. 

Jokes  or  jests  insistently. 

Y 

N 

18. 

Head  shakes. 

Y 

N 

46. 

Shows  anger  when  questioned. 

Y 

N 

19. 

Does  not  talk  ^'at  all. 

Y 

N 

47. 

Has  ^ittack  of  panicky  fear. 

Y 

N 

20. 

Demands  medicine. 

Y 

N 

48. 

Says  he  does  not  know  who  he 

5 

21. 

.Plays  with  genitals. 

Y 

N 

is.  \ 

Y 

N 

22. 

"''Initiatfes'talk  about  sex. 

Y 

N 

49. 

Acts  friendly  with  someone 

23. 

Bumps  into  things.  ^ 

Y 

N 

on  the  ward\  . 

Y 

N 

24. 

Is  slow  in  his  movements.  , 

.  Y 

N 

50. 

Acts  bewildered  and  confused. 

Y 

N 

25. 

,  Complains  about  other  patients. Y 

N 

51. 

Has  a  blank  expression. 

Y 

•N 

26. 

Does  not  answer  when  spoken  to.Y 

N- 

52. 

Wets  bed  or  clothing  (Incon^ 

27. 

Deliberately  .huifts  himself. 

Y 

N 

*  tinent) .           '  - 

Y- 

N 

28. 

Complains  of  insomnia. 

Y 

'N 

53. 

Has  to  be  reminded  what  to  do 

.Y 

N 

29. 

Walks  with  unsteady  gait. 

Y 

N 

54. 

Needs  help  in  washing  or 

30. 

Says  that  he .had  a  bad  dream. 

V 

X 

N 

^  sho^ring. 

Y 

N 

31. 

Has  a  downcast  or  mournful 

55. 

Refuses  or  discards  his 

express4.on. 

Y 

N 

' medicine. 

Y 

N 

32.. 

Says  that  people  do  not  like 

56. 

Touches  or  caresses  member  of 

him. 

Y 

N 

Che  same  sex. 

r  N 

VOLUME 

85. 


^7.  ,  indicates  i%at  he  does  not. 
Saaow'wher^  bfe,is. 

58.  Tries  to  help  with  ward 
chores.  ^ 

59.  Keeps  talking ^abbut  religion, 
politics,,  or.  morals .  . , 

60.  Misicfeitffie^  patient  or 
thing  around  hi^i.  ' 

^,61.    Joins  in  soci-al  game  (cards, 
.  etc.) 

'  62.\  Does  the  opposite  of  what  he 
s  is  asked  to**' do. 

(53.    Keeps  giggling  in**  a  foolish 
way.     *      .  ' 

64.  ,  Eggs  on  other  patient  'to  com- 

plal^  or  rebel. 

65.  Shpwfi!  sudden  change  of  mood.  ,   Y  N  937 
^.    Complains  of  imaginary  b^d 
•         smell.  -  ;  • 

67.  Complains  atout  hospital  rou- 
tine. 

68.  Tells  story  which  is  almost 
certainly,  not 'true. 

69.  Places  entire  blame  f or  *his 
illness  or  condition  on  some- 
one, else.  .  . 

*70.    Tries  to  start ^flght  or  argu- 
:j  ment. 

71.  Swallows  sometjiing  other  than 
,  food. 

72.  *  Denounces  relative^/friend  or  • 
,  •     associate.  ■  *  \ 
73;.  Suddenly  changes  his  mind o 

"  74.    Mentions  ,  or  engages'  in  a  hobby 
-that  , can  be  pursued  alone. ^  ^ 

75.  Says  he  is  going  to  kill  him- J 
self.        ^  ' 

76.  Keeps  eyes  closed  or  averted  ^ 
or  head  bowed  down.  . 

77.  Strikes  up  coriversatiohijjLth 
someone  on'^the  ward. 

78^    Acts  unpleasant  or  offensive  ^  i 
toward  staff  member. 

79.  aa,s  to  be  Tielped  in  the 
bathroom. 

80.  Readily  participates  in  re- 
creation and  fiffljiertainmentv 

.  81.    Speech  is  both  slow  and  full 
of ^pauses.  • 

82.  Ignores  people  or  objects 
arouiid  him. 

83.  Mentions  that  he  cannot  get 
Irid  of  certain  thought s^*" 

84.  Xp^^c^i  is  nonsensical  or  mean- 
less. 


Y  N_  ■ 

Y  N  86. 

Y  N'  87. 

Y  N  '  88, 

Y  N  89. 

Y  N  90. 

91. 

Y  N 

.  92. 

Y  N 


Y  N  .94. 

Y  N  55. 

Y  N 

96. 

Y  N  97. 

Y  N  98. 
.Y  N.  99. 

.Y,  N  100. 

=Y  N 


Y  N 

Y  N" 

Y  N 

Y  N 

Y  N 

Y  N 

Y  N 


Y  N 

101. 

Y  N 

102. 

Y  N 

103. 

Y  N 

t 

.104. 

Y  N 

105.  . 

Y  N 

106. 

Y  N 

Y  N 

107. 

Y  N 

108. 

Y  N 

109.  .. 

Y  N 

^Describes  spm^  horrible  act 
'or  event  with  obvious  enjoy-  :^ 
ment.  ^ 
Gets  .upset  when  something  does   ,  • 
not  suit  him.  y  N 

Smears  himself  or  surroundings' 
with  food  or  f pees.  ^  N 

Says  thaV  someone  is  trying  to 
,kill  him.\  *  , 

Blames  himself  for  what  he. 
has  done  oi  failed  to  do. 
Hands 'or  legs  tremble. 
Jokingly  says  he  will  commit 
suicide.. 

Repeats  some  act  over  and 
over  again  .aA though  driven. 
Makes  exaggerated  claim  of 
power  or^§me. 
Speech  keeps  changing  from 
fast  to  slow. 
Says  that  family^  staff  or 
c  -others  hate  him,  or  are  against 
him.    :    .  •  -  Y  N 

Says  that  his  body  is  rotting 
'  or  decaying.  ^  ^ 

'  Claims  that  his  mind  is  being 
^controlled.      ^         '  '  Y  N 

.  Talks,  mutters  or  mumbles  to  - 
himself.    .  *  ^     -  Y  N 

Says  that  he^is  not- sick  and 
slteuld  not  be  here. 
Shows  no  interest  in  news- 
paper ,  magazine, V  radio  or 
TV,  etc.  •  , 

Clothes  are  unbuttoned,  un- 
tidy or  bizarre.  f 
Says  that  he  gets  creeping  or 
crawling^  sensation  on  his  bodyY-  N 
Has  to  be  helped  along  'to 
stick  to  anything  he^has  been 
'^given  to  do. 

Does  npt  move  about  jmless 
directed  into  some  activity. 
Copplains  about  his  pai*ns  or 
his  physical  ^condition. 
Shows  inappropriate  emotional 
response  X^*8«  »  laughs' at  oc- 
casion of  death  or  disaster).  Y  N 
Talks  to  his- voicels  or  acts 
as  if  he  hears  voices. 
Soils  bed  or  clothing  wlth\ 
excrement  * 

Keeps  talking  about  every- 
thing that . comes  into  his 
mind.  ^  , . 


Y  N 

Y  N 

Y  N 


Y  N 

Y  N 

Y  N 


Y  N 

Y  N- 

Y  N 
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110  • 
111. 
111. 

113. 

114. 

115. 
116.  ' 

117. 

118. 
119. 

120. 
121. 
1I2. 
123.; 


Helps  ward  personnel  with  ^ 
other  patients.  . 
Insists  on  telling  his  problems 
to  everyone  who  will  listen  1 
Has  tic  or  twitch  (e.g. ,  .dis- 
torts°face,  turns vneck, 
blinks).  ^ 
Repeats  words  and  phrases  in  a 
meaningless  and' mechanical 
manner. 

Meiitions  that  his  food  tastes 
or  .  suspicious  or  that  his 

food  looks  like  poison. 
Says  that  people  or  objects 
^  look. strange  and  distorted. 
'.Rubs,  -acratchep  or  licks  him- 
self or  pullQ  out  hair  or^ 
picks 'at  skir..^ 

Hoards  things.  Xcarries  things 
* hid den  in  paper  bags,  hides 
things  under  bed-,  etc.). 
Must  be^fected  or  urged  to 
take  part  in  ward  activity. 
-Indicates  that  he  is  sexually 
attracted  to  member  of  the 
same  sex. 


N 


N 


Attempts  sexual  aggreission  W 
toward  member -of  opposite  sexTNY 
Holds  conversation  with  atten- 
dan,t  or  nurse.  Y 
Acttf^as  if  he  has  a  vision  or 
talks. about  his  vision*  Y 
Speech  'is  blurred  as  if  from 
a  thickened  tongue.  Y 


JI  124.    Is  impatient  (will  not  wait 

for  something  to  be  given  him 
of  to  bedone^for  him).  Y 
N  125*    Without  reason  accuses  some- 
one (patient  or  ward  person- 
\nel)  of  wanting  to  hurt  him.  Y 
N  126.    Makes  homosexual  suggestion  or 
advance.  Y 
127.    Says  that  certain' things  have 
special  meanings  that  only  he 
imderstands.  Y 
Says  he  sometimes  feels  like 
committing  a  violeht  act. 
Complains  about  the  behavior 
of  the  staff." 

Says  that  he  is  a  failure  or 
that  he  is  inferior. 
Says  that  he  has  a  fatal  ill- 
ness or  that  he  eacpects  to.  . 
die  -^soon.  ' 

Hides  from  doctor  or  ward 
personnel.  . 

Says  that  he  feels  as  if  his 
body  does  not  belong  to  him.  Y  N 
Deliberately  tears  or  breaks 
Y    N  something. 

'  135,    Says  that  part  of  Ihis  body 
N'        ''  has  changed  unaccountably  in 

size  or  shape.  / 
N  136.    Says  that  he  fjeeds  depressed 

or  despondent.  / 
N  137.    Eithier  mixes  up  words,  or  re- 
peats sounds,/or  makes  up  new 
N  words.  /  Y 

138.    Remains  in  yed  without  good 

reason.      •/  Y 


Y  N 

128. 

No 

129. 

Y  N 

130. 

Y  XJ31. 


N  132. 
N  133. 
134. 


N 


Y-  -N 


Y  N 


Y  N. 


Y  N 


Y  N 


Y  N 


Y  N 


Y  N 


N 
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Title:  THE   CHILD   HEALTH  QUESTION- 
NAIRE ;   '  " 

Author:  Butler,  Alan  C. 

Variable:  This  instrument  measures  psychologi- 
cal health  in  young  chiiv:ren  ftom  about  6  years 
of  age  (kindergarten  and  first  grade)  to  9. 
Psychological  health,  j3ls  opposed  to  mental  ill- 
ness and  also  as  distinguished  from  the  statisti- 
cally normal,  is  conceived  of  as  a  positive, 
creative,  growth-oriented  condition  which  can 
be.  observed  in  the  chilcTs  behavior  in  five 
categories  of  criteria:  (1)  physical:  a  child  who 
has  . good  physical  health'  and  accepts  his  own 
body;  (2)  cognitive:  a  child  who  is  original,  crea- 
tive, and  possesses  a  wide  range  of  interests;  (3) 
social:  a  child  who  is  comfortable  with  others 
and  who  demonstrates  some  leadership^and  re- 
sponsibility; (4)  emotional:  a  child  who  makes 
appropriate  use  of  a  variety  of  affective 
responses;  and  (5)  play:  a  child  whose  play  ac- 
tivities reflect  freedom,  spontaneity,  and  flexi- 
bility.  Overall,  the  psychologically  healthy  child 
is  expected  to  possess  a  high  porportion  of  the 
total  number  of  these  health  characteristics. 

Description: 

Nature  and  Content:  This  20-item  teacher's 
rating  scale  lists  20  descriptive  statements  per- 
taining to  a  cliild's  psychological  health.  Exam- 
ples are:  "Rarely  complains  of  aches  and  pains," 
"can  assume/  responsibility  appropriate  for 
age,"  and  "demonstrates  flexibility  in  dealing 
with  play  materials  or  problems  which  arise/V 
Choices,  for  answers  are  "certainly  applies," 
"applies  somewhat,"  and  "doesn't  apply.'-  In  ad- 
dition, the  teacher  is  asked  at  the  beginning  of 
the  questionnaire  how  well  he(she)  knows  the 
child  ("very  well,"  "moderately  well,"  or  "not 
'  very  well").  Following  the  20  items,  the  teacher 
is  also  asked  to  state,  other  special  characteris- 
tics which  would  be  important  in-gaining  a  fuller 
understanding.of  the  child.  Clear  directions  for 
completing  the  questionnaire  are  provided. 

It  is  important  to  note  that  this  instrument  is 
not  an  bbservactional  tool.  Rather,  the  items  re-  , 
quire  the  user  |to  draw  upon  hisQier)  direct  and 
indirect  IdipwledgiB  of  the  child  and  to  make 
value  judgments. 

Admihistratton  and  Scbririg:  Two  slightly 
modifie(i  versions  of  the  Child  Health  Question-, 
naire  were  initijally  devised  for  teachers  and 
parents.  However,  the  experience  of  administer- 
ing the  scale  io  parents  revealed  greater  paren- 
tal bias  and/less  differentiation  of  scores  than 
with  teachers.  The  person  rating  the  child  will 
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nevertheless  have  to  be  in  a  position  to  observe 
the  child  in  a  .variety  of  situations.  The  scale 
itself  can  be  filled  out  in  about  2  minutes  per 
child.  . 

Scdres  are  assigned  to  the  answer  categories: 
each-*'certainly  applies"  answer  =  2  points;  each 
"applies  somewhat"  answer  =  1  point;  each 
"doesn't  apply"  answer  =  0  points. 

Individual  scores  for  each  of  the  20  items  are 
totaled  to  produce  an  overall  score  (from  0  to  40). 
A  cutoff  score  of  at  least  34  without  any  0  rat- 
ings has  been  established  as  the  point  in  iden- 
tifying ttie  psychologically  healthy  child.  The 
cutoff  score  implies  a  greater  likelihood  for  chil- 
dren with  high  scores  to  be  functioning  in  a 
psychologically  healthy  direction. 

Develojpimeiit:  v.  . 

Rationale:  Believing  that  psychological- 
.  health  in  the  child  is  not  simply  the  absence  of 
illness,  nor  the  presence  of  behaviors  within  a 
statistical  range  of  normal,  the  author  based  the 
ques'tionnaire  on  a  theoretical  model  of  health 
as  a  creative,  growth-oriented  process. 

Sources  of  Items:.  An  intensive  search  of  the 
literature  revealed  22  health  criteria  appropri- 
ate to  children  at  ages  6  to  9.  these  criteria  wef  e 
refined  and  divided  into  the  five  health 
categories  of  the  scale. 

Procedure  for  Development:  The  question- 
naire was  developed  solely  from  specific  health 
criteria  as  part  of  a  j^ositive  approach  to 
psychological  health..During  the  development  of 
the  scale,  frequent  meetings  with  teachers,  par- 
ents, and  practicing  child  clinicians  were  used  to 
assure  that  the  items  in  the  scale  reflected  true 
health  patterns  of  the  chil^.  Further  interviews 
with  parents  and  teachers  completing  the  scale 
were  used  to  determine  whether  any  items  or 
instruction  was  ambiguous  or  misunderstood. 

A  pilot  study  Was  conducted  by  administe^ng 
the  instrument  to  a  pool  of^50  children  comprise 
ing  the  two  first  grade  classes  in  a  middle-^class, 
Midwestern  elementary  school.  Twelve  of  the  50 
children  were  identified  as  possessing  a  high 
proportion  of  psychological  health  characteris- 
tics. As  an  initial  criterion  measure  of 
psychological  health,  two  practicing  child 
therapists  offered,  their^assessmen^^^^^^  inte^r 
views  .with  five  children  who  had  high  scores  on 
the  CHQ  and  five  children  who  had  low  scores^oh 
the  CHQ.  There  was  complete  agreement  about 
the  10  children  between  the  therapist  and  the 
results  of  the  scale.  In  addition,  school  records 
were  reviewed,  and  teachers,  parents,  and  the 
principal  were  interviewed  regarding  the  emo- 
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tional  and  social  bekavior  of  each  child.  None  of. 
the  teachers,  parents,  or  clinicians  kney/  the 
exact  nature  of  the  scale  ,  until  after  the  study 
was  completed.  As  a,  result  of  these  preliminary 
studies,  an  arbitraii^y  cutoff  of  approximately 
one  standard  deviation  or  a  score  of  33  or  above 
was  used  to  'distiin^ish  those  childrien  with  a 
high  proportion  of  psychological  health  charac- 
teristics. The  score  wap  raised  1  point  in  the 
final  version. 

Reliability  and:  Validity:  Interrater  re- 
liabilities involved  the  judgments  of  the  current 
first  grade  teacher  and  past  kindergarten 
teacher.  For  50  urban  middle^class  children,  the 
coefficient  was  0.76;  for  20  rural  loAyer-class 
children,  the  coefficient  was  0.79.  Odd-even 
internal  consistency  coefficients  for  four  kin- 
dergarten an'd  first  grade  teachers  ranged  from 
0.82  to  0.89.      .  • 

These  reliability  coefficients  may  be  reflecting 
consistency  in  the  teachers'  shared  value  sys- 
tem and  shared  opinion/of  th6  children. 

A  comparison  of  CHQ  scores  with  scores  on 
Rutter's  Behavior  Questionnaire,  a  measure  of 
emotional  and  behavioral  ciisorders,  showed  a 
phi  coefficient  of  -0.76  for  the  urban  sample  and 
-0.81  for  the-rural  sample,  suggesting  concur- 
rent validity  for  the  CHQ;  It  was- felt  that  a 
medium  to  high  inverse  relationship  with  Rut- 
ter's  scale  wpuld^provide  an  indication  that  chil- 
dren scoring  high  on  psychological  health 
characteristics  did  not  also  possess  maladaptive 
behavioral  characteristics. 

When  th^  school  records  of  high-C HQ-score 
children  were  examined  and  the  teachers  and 
parents  interviewed,  it  was  found  that  16  6f  the 
19  highest  CHQ  children  in  both  urban  and  rural 
samples  seemed.to  be  living  a  life  at  home  and  at 
school  which  was  consistent  with  his(her)  per- 
formance on  the  CHQ.  . 

Use  in  Research:  The  questionnaire  has  been 
used  by  Butler  in  two  studies:  .'^Exploring  the 
IWorld  of  a  Healthy  Child"  (1970)  and  'The  Child 


Health  Questionnaire:  Preliminary  Data" 
(1975),  the  former  an  unpublished  doctoral  dis- 
sertation (University  of  Maine)  and  the  latter 
appearing  in  Psychology  in  the  Schools,  1975, 12, 
153-160.  • 

Comments:  The  model  adopted  by  the  author  for 
psychological  health  is  relatively  broad,  so  the 
CHQ  includes  items  on  topics  fron:  creativity, 
range  of  interest,  and  leadership  roles  to  dealing 
with  other  children,  self-acceptance,  and  utili- 
zation of  play  materials.  . The  variety  of  items  . 
suggests  that  perhaps  "psychological  health" 
should  be  analyzed  into  parts  or  reduced  to  sev- 
eral factors  as  part  of  the  continual  evolution  of 
the  measure. 

,  In  addition,  individual  items  could  be  further 
refined  to  be  univariate,  behavior  specific,  arid 
riot  dependent  on  the  rater's  value  system... 
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Butler,  Alan  ,C. 

THE  CHILD. HEALTH  QUESTIONNAIRE 

To  Be  Completed  by  Teachers 

Name  of  Chad  1  .  .  Age_^  Sex.  Date- 
How  well  <!o  you  know  this  duld?  Very  wcIL  ^  Moderately  well  Not  Very  wclL 


Bdow  are  i 
thi^  column;: 

oitely  ishows  iLw  •^•.m«w  ^^^.....-^ — j   ,  <   j  -    -  -  i 

colunm:-  If  the  cluld  ;jh6w3  the  bcliuvior  described  by  the  statemwit  but  to  a  lesser  degree  or  l^s  » 
often,  nlace  an  "x"  under  the  "  Apidies  Somewhat"  column,  if;  ui*  far  as  you  are  c,ware,  the  chUd 
d^not.show  the  behavior,  place  an  ^^x"  in  the  "Doedo't  Apply"^  column.  Please  put  an  ".x"  for 
eaieh  statement  ^ 

Certunly      Applica       Doesn't  = - 
Statement  Applies  ..  Somewhat      Apply  . 

1.  Has  good  physical  hcftlth  (few  colds).     '  '  .  -  —  

2.  Barely  complains  of  aches  and  pains      —   — •  

^  Speech  is  clear  for  age.      '—   —   :  ^ 

4.  Demonstrates  appropriate  use  of  intelligence     —  

6.  .Is  uniqujo,  original,  or  creative    :     — ;  

t.  Demonstrates  a  wide  range  of  interests     ■■■  — :  

7.  Is  intellectually  curious...   - —   —  

5.  Betates  well  with  other  childr«!n   • .  — — —  —  

9.  Be!at»  wdl  with  teachers     

10.  Can  quicidy  establish  a  trusdng  relationship ........    — •   — —  

11.  Can  aasumc  responsibility  appropriate  for  age   ^   —    

12*  Demonstrates  leadership  with  peers     —    

13.  Demonstrates  a  vode  range,  of  feelings  appropriately . .   • —   \- —   ' 

14.  Expresses  himself  weU  (is  understood  by  othera)     

15.  Expresses  both  T>ositive  feciinss  (love)  and  negative  \ 
fediflgs  (auger) directly.......;..  •     '  ;  ^ 

16.  Is  accepting  of  himself; .  —  -  •  •  •   ^ — ^ —   '• —  .  : — 

17.  Is  free  and  sponUncous  in  piay.   —    —  

18.  UtilLees a Tariety of phiy materiab   ■  — 

19.  Demonstrates  flexibility  in  dealing  with  play  mate- 
riab  or  problems  whidh  arise. . . .  .■  •  •  —     

iO.'  Demonstrates  flexibility  in  dealing  ivith  other  children  —    = — 

Certainly      Applies  Doesn't 
SUtement  ^PP^      Somewhat  Apply 

Are  there  any  other  special  characteristics  which  would  be  important  in  gaining  a  fuller  understanding 
of  this  child? 


  i ......  i  • •  •  •  •  • 

Thank  you  very  much  for  your  iielp. 

Signature:  Mr./Mrs./Misa  

copyrighted  by  Clinical.  Pfych^logy  Publishing  Co. ,  Inc.  ;  reproduced  with  Perinlssl 
by  the  Health-Resources  A^mlnlatratlon.    Further  reproduction  prohibited  without 
permission  of  copyright  holder.  \^  '  . 
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Title:  PARS  V  COMMUNI/TY  ADJUSTMENT 
SCALE 

Author:  EJlsworth,  Robert  B. 

Variable:  The  instrument  measures  community 
. -adjustmeiit  of  discharged  psychiatric  patients. 
Community  adjustment  is  operationally  defined 
as  having  two  component  parts:  personal  ad- 
justjn^lit  and  role  skills. 

Description: 

Nature  and  Content:  Ellsworth  (1975)  states 
that  the  PARS  V  ScaW^:  combine  the  features  of 
a.  fixed  scale  and  a -  modified  goal,  attainment 
scale  for  each  client.  There  is  a  PARS  V  Com- 
munity' Adjustment  Scale  pretreatment  and 
posttreatment  form  for  females  and  a  pretreat- 
ment and  posttreatment  form  fpr  males.  The 
basic  scale  is  a  4-piage  instrument  which  con- 
tains 37  items  addressed  to  the  frequency  ,  of 
specified  behavioral  incidents,  2  items  related  to 
earned  income,  9  items  related  to  possible  pa- 
tient problems  the  informant  may  have  per- 
ceived during  the  past  month,  and  8  items  of 
demographic  data  of  the  respondent.  The  areas 
^djfeittaied^by^  author. as  being  covered  in  the 
rin&  areY  (1)  interpersonal  involvement, 

■^^(21  anxiety-depression,  (3)  confusion,  (4) 
•  aiitphol/drug  abuse,  (5)  household  management, 
|?>a5§lationsh  children,  (7^  outside  social  in- 
volvement, and  (8)  employment.  Most  items  can 
be  answered  by  placing  a  check  in  the  space 
prpvidea  for  the  answer  of  choice.  Examples,  of 
;  .j^^ems  afe:  f  iast  month,  has  he  said 

people  don't  care  about  him?  (never,  rarely,  of- 
tei?,alm6st  always.)  During  the  past  month,  has 
he  had  problems  talking  and  rel>ttrf|ito  you  and 
with  people  dose  to  hin^?  (no  problems,  some 
problems,  serious^roblems.)" 

Administration  and  Scaring:  The  PARS  V  is 
to  be  completed  by  a  ''significant  other"  of  the 
patient.  If  the  patient  is  married,  the  spouse  is 
the  preferred  source  of  information.  If  the  pa- 
tient is  not  married,  a  relative  who  has  the  most 
frequent  contact  with  the  patient  is  asked  to 
complete  the  instrument.  The  patient  is  asked  to 
supply  the  name  of  the  "significant  other"  to  be 
contacted,  and  confidentiality  of  the  informa- 
tion should  be  assured.  An  .explanati,on  of  the 
need  for  the  data  is  printed  on  the  firk  page  of 
the  instrument.  Easy-to-follow  instructions  for 
.  the  form  precede  the  fiirst  item. 

The  score  to  be  assigned  each  answer  is  indi- 
cated on  the  form.  The  coded  scores  on  the  forms 
are  summed  to.provide  an  overall  pretreatment 
score  arid  an  overall  posttreatment  score.  The 


patient's  scoVes.are  compared  with  the  appro-  < 
priate  norm  table  to  determine  how  he(she) 
compares  with  other  patients  at  comparable 
stages  of  treatment.  Detailed  instructions  for 
administration,  scoring,  and  interpretation  of 
the  scores,  as  well  as  norms,  are  provided  in  the 
manual  (Ellsworth,  1975).  \  . 

Development^: ;  ' 

...  Ratiohale.-'^lrie  effectiveness  of  mental  health 
services  can  be  measured  most  directly  by  com- 
paring a  client's  posttreatment  community  ad- 
justment with  ais(Ker)  functioning  prior  to 
treatment  (Erickson,  1975;  Evenson  et  al.,  1974; 
Hargreaves  et  al.,  1975).  The  PARS  V  attempts 

^  to  evaluate  treatment  in  the  light  of  Paul's 
(1967)  findings  that  the  most  promising  criteria  . 
are  those  behavioral  changes  that  occur  outside 
the  treatment  setting.  ^ 

Source  of  Items:  The  items  were  based  upon  a 
r.eview  of  professional  literature  and  the  profes- 
.  sional  experience  of  the  author. 

Procedure  for  Development:  An  initial  pool  of 
items  (120  items  for  females,  115  items  for 
males)  was  developed.  Using  the  criteria  of  (1) 
item  retest  reliability,  (2)  t-t^st  differences  in 
pretreatment  and  posttreatment  ratings,  and 
(3)  factor  loadings,  the  initial  pool  was  reduced 
to  57  PARS  III  items.  In  the  selection  of  items 
that  were  scored  for'  the  PARS  V  Scales,  two 
other  criteria  were  added:  (4)  each  item  was 
examined  for  its  effect  on  the  intei-nal  cqnsis- 
tency  of  factor  scales  (Crpnbach's  Alpha,  195i), 
and  (5)  the  F  ratio  for  each  item  as  it  differ- 
entiated between  clinic,  hospital,  and  nonclinic 
populations  was  examined. 
^  The  PARS  V,  then,  uses  those  items  of  the 
PARS  III  that  were  found  to  be  the  most  reli- 
able, that  differentiated  best  between  clinic  and 
hospital  and  pretreatment  and  posttreatment 
groups,  and  that  were  the  most  salient  mea- 
sures of  different  adjustment  areas  as  reflected 
by  high  factor  loadings.  In  addition,  further  rat- 
ings had  revealed  that  the  previCJus  5-point  an- 
swer choice  was  riot  usually  necessary — the 
categories  of  "never"  and  "always"  were  used  so 
infrequently  that  a  4-choice  scoring  format  was 
adopted.  ! 

According  to  the  author,  two  other'important 
changes  were  made  in  the  standardized  PARS  V 
Scales.  Some"  features  of  goal  setting  Were  built 
into  the  scales  by  a  system  of  score  weights,  and 
standards  or  norms  for  improvement  were  de- 
veloped. .Each  patient  or  client  being  rated  by 
the  PARS  V  can  now  be  scored  in  terms  of 
whether  he  improves  more  or  less  than  others 
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with  similar  initial  levels  of  adjustment  by 
using  standardized  improvement  or,  residual 
scores— actual  outcome  minus  predicted  out- 
come (Ellsworth,  1974).  Also,  sc^re  changes  in 
th/se  areas  judged  by  the  rater  to  be  serious 
problems  for  the  client  are  given  more  weight  in 
calculating  the  total  post-treatment  adjustment 
scor6« 

Reliability  and  Validity:  The  author  reports 
test-retest  r's  ranging  from  0.80  to  0,92.  Using 
Cronbach's  (1951)  Alpha  internal-  consistency, 
r'srangedfrom  0.67  to  0.94.     ,  , 

PARS  ,  Scale  reliability  .and  validity  ratihgs 
are  treated  in  12  pages  of  information  and  data 
in  the  manual.  In  summary,  the  predictive  yar 
lidity  of  the  instrument  was  assessed  by  using 
the  PARS  scores  to  predict  group  membership 
as  a  hospitalized  patient,  clinic  patient,  or 
nonclinic  patient.  F  ratios  were  all  highly  sig- 
nificant, with  Anxiety  and  Confusion  the  best 
predictors.  (F  ratio  between  48.70  to  69.57,  p  < 
0.01).  Using  the  three  best  PARS  scores  as  pre-  ' 
dictors,  an  average  of  75.5  percent  of  hos- 
pitalized patients,  clinic  patients,  and  nonclinic 
patients  were  accurately  classified  into  their  re- 
spective groups  (Ellsworth,  1975). 

Concurrent  validity  is  suggested  by' the  find- 
ing that  pretreatment  ratings  of  adjustment  by 
patients  correlated  well  with  ratings  by  their 
"significant  others.",  (r's  up  to  0.76). 

Use  in  Research:  The  author  did  not  provide  this 
information  specifically  for  the  PARS  V.  How- 
ever, the  PARS  in  Scales  have  been  used  in 
several  hospitals  and  clinics.  Eight  mental^os- 
pitals  and  22  clinics  returned  a  sufficiently  large 
number  of  pretreatment  and  posttreatment 
PARS  III  ratings  for  inclusion  in  the  data 
analysis  and  development  of  the  PARS  V. 

The  sample  was  as  follows: 

Female  Male 
Clinic  N  =  299  Clinic  N  =  185 

Hospital  N  =  320  Hospital  N  =  256 

A  bibliography  of  studies  which  have  utilized 
the  PARS  instruments  is  contained  in  the  man- 
ual. .  . 

Comments:  A  detailed  description  of  the  de- 
velopment, of  the  PARS  V  Scale  is  available  in 
the  manual. 

The  poteriti al  user^f  the  PAR S  should  be- cog- 
nizant  of  the~  advantiages  and  disadvantages  of 
using  a  "significant  other''  person  as  the  source 
/  of  data.mUe  t^^^^  other  person 

as  a  data  source  is  sometimes  questionable,  the 
relevance  of  the  data  is  often  superior,  as  the 
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author  suggests.  Any  Potential  user  should 
examine  the  items  carefully  to  be  certain  they 
will  ehcit  the  information  he(she)  seeks.  Some  of 
the  items  are  complex,  i.e.,  ''become  drunk  on 
alcohol  or  high  on  drugs.''  This  problem  could  be 
eliminated  by  making  each  item  address  only 
one  idea  or  thought.  Those  items  which  are 
time-referenced,  e.g.,  "sometimes,"  "rarely," 
"often,"  introduce  a  possible  source  of  inconsis- 
tency in  interpretation  by  respondents. 

In  summary,  however,  the  sound,  methodolog- 
ical development  of  this  instrument  is  impres- 
sive. 
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Ellsworth,  Robert  B.  ' 
pars'  V  COMMUNITY  ADJUSTMENT  SCALE 

Pretreatjnent  HALE  Form 

Name  . of  l^erson  being  kated  '  Date  Sent 

th.  p.r,o„  n.»ea  above  h«  given  us  his  Pernd.sion^to 

his  cowBuaity  adjustment  before  he  cane  for  treatnent.    He  inoicace?.  cn«t  you ^ 
who  knew  Him  well  and  had  recent  contact  with  him.  '  '.I /■- :r ' 

As  indicated  in  the  letter  to  you  (;icbomp«nying  this  questionnair.)  ;^the  infottnati^^ 
t^Si  now  win  help  us  ietter  undeK^t^id  this  person's  behavior  and  plan        his  treat- 
S^t     liter  on   you  wui  again  be  itked  to  rate  his  community  adjustment  so  that  we  can 
^ti;.t^rt"  ^Ucli  of  our'treatment  and  thefeby  improve  our  services  to  everyone. 

The  information  you  provide  will  be  kept  strtcdy  confidential  by 

S^wer  e^y  quwtion  to  the  best  of  your  ability.    In  diking  your  ratings.  »«'^  J^e 
^wer  that  b«t  describes  his  behavior,  during  the  ls«  jnonth.    If  you  have  additional 
comments,  space  is  provided  for  them  on  page  4  and  on  this  page. 

It  is  Important  that  the  staff  receive  this  information  quickly.    Please  complete  the 
.quertio^nalre  as  soon  as  possible  and  return  it  to  us.    Your  cooperation  is  deeply 
appreciated. 

PLEASE  ANSWER  THE  FOLLOWING  QUESTIOriS: 

Vour  f^ame.   '  '  '  "~"       Date  Vou  Ml  led  Out  mis  .onn 


Now,  go  ahead  and  answer  the  questions  on  paces  2.  3,  and  4, 


Col 


U- 

1 ' 

t 

pre 

4r 

mo 

day 

yr 

(To  be  fined  in  by  agency) 


Col 
80 


I     t    .1  t    I     »  '  f  '     ' ' 

5ubj  #  agency  f-.  card 


VOLUME  1 


INSTftXTlOltS: 

A.  Plc«st  dtscrlbs  Um  person*!  comnmlty  «djustnent  during  the  efst 
nnjUN  by  mswtrlng  tjidi  qucstfon^C*^. 

I.  Pleist  inSMr  every  queitlon  even  though 'you  mi^xt  feel  unsure  of 
jfour  enswtr. 

C.  Itark  your  amwer  to  eech  question  by  iMlcInq  en  X  In  the  box  under 
your  eniwer  choice,  like  tlili:  \  • 


Answer  choices 


OURIHG  LAST  HOHTH.  HAS  HE  .  . 


1  «  .  .  Shown  consideration. 

.  for  you.     Mark  one  enswer  . 

T5?~rtW  t<U<It1o» 

2  .  .  .  TeU  close  io  • 
■enters  of  household. 

3  .  .  .  Discussed  li^rtent 
Mtters  with  you 

i  .  .  .  Been  eble  to  telk 
It  til roufih  .when  «Agry 

S  .  .  .  Cooperetcd  (gone 
4)ong)  with  things  Aiktd 
of  hl« 


I 

fterely 


2 

SoNie- 
times 


3 

Usu4ny 


□  □  □ 

□  □  □ 


□  n-  □ 


4 

Alwiys* 


□ 
□ 
a 
iz] 

□ 


Answer  choices 


OWING  I  AST  MOtlTH.  HAS  HE  . 

6  .  .  .  Seld  people  4on*t 
cere  about  hi* 

7  .  .  .  Seld  people  treat 
hi«  unfairly 

'  8  «  .  .  Coaplelned  or 
worried  about  probim 

9  .  .  .  Said  people  try  to 
.  push  hln  around 

10  .  .  .  Said  life  wasn't 
worth  living 


.1  2 
Itever  Rarely 


Some- 
times 


Often 


□     □  □ 

3  □  □  I 


a  □ 


□ 


□  □  □  o 

□  □  □  □ 


mm  {ML  mm.  m  i£  . 


W.  Had  difficulty  eating 
(poor  appetite.  In- 
digestion, etc.) 

12.  Been  nervous 


13.  Acted  restless  and  tense 


14.  Had  difficulty  sleeping 


Answer  choices 

^3  


Almost 
llever 


Some- 
tines 


Often 


Alrnst 
AUyys^ 


□  □  a 

□  EZI  □  □ 

□  □  □  □ 
o  □  □  □ 


PUR IMC  LAST  HOWrn,  HAS  HE  .  .  .  ^ 


IS.  Juinpcd  from  one  sUbJect 
to  another  when  talking 


16.  Just  sat  dnd  stared 

17.  Forgotten  to^do  In* 
portant  Uilngs 

18.  Been  in  a  daze,  or 
confused  ^ 

19.  Needed  super/lslon  or 
guidance 


Answer  choices 

"T  r~ 


Never 

□ 

Rarely 

n 

-  Some- 
times 

n 

Oft^n 

□ 

□ 

u 

□ 

□ 

□ 

□ 

n 

n 

□ 

□ 

u 

OURIHG  LAST  nONTH.  HAS  HE  . 


20.  Been  drinking  alcohol 
to  excess 

21.  Been  using  drugs  . 
excessively 

22.  Become  drunk  on  alcahol 
or  high  on  drugs 

23.  Had  a  drinking  or  drug 
protilem  that  upset  hlS  " 
reUtionship  with  family 

.24.  Had  4  drinking  or  drug 
problne  that  kept  him 
from  working 


Anjwerdiolces 
"'I  3^ 


Hever 

□ 

Rarely 

m 

Sor.e«  Oftdn 
tires 

1  1  □ 

□ 

□ 

u  □ 

P 

□ 

□  □ 

o 

a 

r  1 

□ 

C3 

o  o 
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youA  oM^we^  choice.  Ukl  4kUt  \  /*  I 


_  s 

Answer  ch'ilces 

naiMfi  LA^T  MQN1M    Mf  US. 

z>*  ntipcfl  wiin  cnorci  ^ 
irbund  houst 

.1 
.  Haver 

1  1 

Z 

□ 

. Often 

n 

-  4- 
Alroit 
Always 

□ 

26:  Omt  liouscho Id  cleaning 

□ 

□ 

1  1 

.n 

21.  Prtpirtd  Malt  for  tht 

faiilly  . 

□ 

□ 

1  1 

a 

28.  Doiift  laundry, .  Ironing, 
or  aeodlng 

□ 

1  1 

□ 

29.  Are  there  usually  children  In  the  hone? 

! Hart,  one)  .  . 

I)  No  (If  yott  wrted  "«o",  skip  to  question  34) 
2)        Yet  (If  you  warted  "tes",  answer  questions  30-33) 


WJRIWft  tAST  HDHTH.  HAS  HC 


.30.  Spent  tle«  with  the 
children 

31.  Shown  affection  toward 
tlie  children 

32.  Kept  hit  proalses  to 
the  children 

33.  Been  contis  tent  In  how  he 
reacts  to  the  children 


1 

Answer 
2 

choices 
3 

4 

Almost 

AlflOft 
Never 

□ 

Sow 

a 

Often 

□ 

Always 

□ 

□ 

□ 

□ 

□ 

□ 

LJ 

□ 

□ 

□ 

□ 

n 

DURUIG  LAST  HQ?lTli>  HAS  H£  .  .  . 

34  .  .  .  Been  Involved  In  activities  outside  the  hoae? 

(Hark  one) 

(1*.  Stayed  at  ho«e  this  past  oonth 

(2)        Rarely  Involved  oufslde  the  home 
or     '  InvolveU  In  sow  outside  ictivltles 
(4j        Often  Involved  In  outsldw  activities 

35  .  .  .  Attended  net^ngs  of  civic,  church,  or  other  organltatlons? 

(Hark  one) 

in  Old  not  attend  any  meetings  this  past  wnlh 
21  ;  lUrely  attended  meetings 
3]  Sometimes  attended  meetings 
4)  Often  attended  meetings 


36  .  .  .  Particlpircd  (n  recreational  activities  outside  the  home  , 
(sports*  iiDvlcs,  dances,  etc.)? 

I  I)'*  ""*lo  leciMilonal  activities  outside  the  home  this  past  eonth 
2)        Rdiely  pjrtlcip4tcd  In  obtslde  recreation 

13)  '^  Sowilmes  participated  ' 

1 4)  2  lO'lw  pjrticlpatefl 

37.  During  the  last  wftUi.  has  he  looked  for  or  obtained  employrent? 
tfUrk  one)  ^ 

(1)  Uiemployedi  didn't  look*  for  wort 

(2)  Uiemployod;  wante«l  to  work,  but  didn  t  seek  It 

(3)  &y»etl«?s  went  out  and  locked  for  «rk 

(4)  Employed,  had  a  job  last  month 


NOTE:  If  fHF  P£RSO;i  HAS  IIOT  BEEll  EI^OYED.  OR  IS  NOT  EXPECTED  TO 
  WORl\  PLEASE  SKIP  QUESTIOIIS  38  AND  39.    CO  QM  TO  gi;£STIO:i  40 


3B.  Aboat  how  much  take  h_pme  pay  did  he  eam  trm  working  last  nnth? 
IPIIASE  .  .  .'tTnot  mctuiSt  t%Mty  'inam  ptnucn  0'\  ttftUa^i] 

(1)  Eii-ned  little  or  no  money  from  working  last  month 

(2)  '       Earned  less  than  $100  per  week 

(3)  '  Between  $100  and  $200  per  week 
{A}^  Ovor  $200  per  week  fro«  worting 

39.  Frum  Mirking.  did  he  eam  an  adequate  amount  of  money  . last  month? 
(Hark  one) 

(I)         Earned  no  money  by  working  last  month  • 

i2j        Earned  enuugh  to  .  take  .care  of  his  personal  m;  :! 
3)      !  Famed  enough  to  partially  support  a  faally 
4)    ^  Earaed  enough  to  adequately  support  a  faflly 


HOtt  :   QUEST  ions  40-48  ASIC  TIW  tOU  WOlCATE  WHETHER  CERTAIII  AP£«S  Of 
ADDuSTfCMT  CAUSED  PROBLCHS  FOR  THE  PERSWI  lOU  ARE  RATING  OUR  I  «G  (HE 
^DlfTII  JUST  BZtm  HE  CAME  FOR  TREATHENT.   IE  SURE- TO  IISWCR  EACH 

QUtSTIOHBEUlW  .  ■ 

DURirir,  THL  PAST  WfiTH..  HAS  HE  HAD  PROBLEMS  ... 

40  .  .  .  Talking  mi  relating  to  you  and  with  people  close  to-bin? 
(fbrk  one  answer)                                -  ,   i  •  wi 
(l)  No  problem.  (2)  So««  problems.  (3)  Serious  problems 

41  .  .  .  Feeling  bad  about  himself,  angry  with  others?   (Hark  one) 

(1)  No  problems.  (2)  Some  problems.  (3)  Serious  probWTS  . 

42  .  .  .  Being  nervous,  not  sleeping  or  eating  welll    (Mark  one) 

(1)  tk>  problemi.  (2)_Some  problems.  (3)  Serious  probios 

...  ronietting  things,  being  confused\   (Hart  one  answer) 
(I)  Nn  problems.  (2)  Some  problems,  (3)  Serious  probUri 

UsInNa  alcd»ol  or  drugs  to  excess?   (Mart  one  answer) 
Ho  probleies,  (2),  Some  problems,  (3)__  Serious  problr^ 


43, 


44 


PLEASE  GO  on  TO  PAr^C 


Z41 


/ 
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OWING  THg  PAST  HQHTH,  m.k  HAD  WDeifHS  .  .  - 

4$  ,       ite'ng  houJthoia  chorw.  Uundry,  coofrAng,  cleiMng?. 

4«  .  .  .  taUtln)  to  cUn^fM  In  tht  ijaiel   (Mjrk  ont  answer) 

101        MP  dindrtn  In  Ihmm        (2  So»t  problems 

111  rWa  prabHei  (3)  Striouj  probltw 

17  .  .  .  CtUlna  InMlvtd  «n  outsldt  locUl  •cilwilles,  •eeilngj? 

..  .»   ^ -*  ..J-        i%\        SoMf  probleck 

'  Serious  problcns 


(Oij  not  tjiptcttd  of.  fcl« 

III'       Mo  problen 


(2V        SoMf  problecQi' 

40  .  .  .  Iirnlngionv  froa  working?    (M*rk  one  eniwtr)  ' 

(01  Mot  tJiptcttd  of  him        iZ\  Sow  Problem 

JlJ-r-^Mo  p«M«  (3lZZS««'*w'»  problem 

pmSE  CQj-yiCTE  THE  rOllOmMG  BACKCROWD  QUESTIONS; 

49.  How  often  did  yoii  lee  thli  person  during  the  wOnih  prior  to 
EreatJ^ent?.  (Miffc  onel 


Nis^en't  seen  hla  during  Uiat  aonth 
'  Saw  Ml«  onct  that  BOAth 
"  About  once  a  Week 
"  About  3  or  4  tiats  •  week 
"Swhla  dally 


50.  *4Jiat  Is  your  relationship  to  the  person  you  are  rfttli^g? 
(Mark  one) 

•     I)  MIfe 

2)  -—-  Parent 

i  J)  ^  Other  relative  (sister,  aunt,  etc.) 

'       (41  Friend 

51.  Current  lurUal  status  of  person  you  are  rating? 

iKark  one) 
I)        Never  «arr led  ^ 
2)  turret  I  y  separated,  divorced,  or  w  Mowed 
3]"^  Currently  aarrled  and  living  with  wife 

tt.  HOW  iwch- education  docs  this  person  have? 
I  Hark  one)  ^  ^ 

1 5)  DIAi't  finish  •ore  than  eth  grade 

*  1 2)      '  SoM  high  school 

3)  ~~Hiflh  schoot  graduate 
1 4)  SoM  colUgt 

(51      '  College  graduate 

53.  Ttftal  yearly  Incofa  of  housenold  he  lives  In?   (Mark  one) 
ni   .    Under  St,000  per  year 
it)  Over  10,000  per  year  . 


VOLUME  1 

S4.  How,  long  has  he  hid  the  dllflcully  that  requires  treatment* 

(Hark  otw) 

\\        IMd  ilMfituUy  a  few  weeks  or  less 
[zj-r^  Had  rtifn«uUy  nr  several  eon ihs 


21      .  lldQ  Mini"*"*/  

3)—"  H<d  dlffituliy  l«r  2  or  rore  years 


S5 


How  mich  improvement  do  you  expect  to  see  Jn  his  adjustment 
after  ircalmiml? 

(l)!lL!!*Cxpctl  ho  will  show  lltlle  or  no  Improvement  a'fier  ^ 

irMtment  ■  , 

(2i        Enpect  liewUr  show  at  least  sow  i»provement 

(\{  £j»Dect  he  win  be  awch  better  than  he  Is  now 

\l\  imct  he  will  be  very  well  adjusted  after  Xreaimcnt 


56-57.  Age  of  person  you  are  rating 


•go  . 

IMPORTANT:  Please  check  back  and  make  sure  you'hsve  answered  each 
.  This  is  very  Unporlant. 

finished,  put  this  fona  in  the  postage-free  envelopt 
and  mail  it  to  us  as  soon  as  possible. 

Thank  you  very  much  for  your  help.       .  • 


>\^opyright«d  by  the  Institute  for  Program 
"!^y  the  Health  Resources  Administration, 
permission  of  copyright  holder/ 


Evaluation,  Inc.;  reproduced  with  permission 
Further  reproduction  prohibited  without 


2« 


PSYCHOSOCIAL  INSTRUMENTS 


235 


iltiei  NURSING  RATING  SCALE  (NRS) 

••  •       *  1 

Author:  Hargfeaves,  William  A. 

Variable:  Psychopathology  as  it  can  be  described 
by  the  currfent  behavior  of  acutely  psychotic  pa- 
tients and  patients  undergoing  a  relatively  brief 
hospitalization. is  the  variable. 

.  i*        ■  ' 
Description:  [  ■ 

Nature  and  Content:  !Th}s  is  a  34-item  scale  to 
be  used  by  psychiatric  nurses  or  technicians  to 
describe  symptoms  an4  :ward  behavior  of 
psychiatric  patients.  Each  oIe  the  items  is  rated 
on.a  scale  of  from  0  to  9  to  indicate  the  degree  of 
/severity  or  frequency  of  the  symptom.  The  items 
are  distributeli  as  follows:  Items  1-4  concern  de-  ^ 
pression,  items  5-8  concern  anger,  items  9-12 
concern  aflxiety,  items  13^1B  concern  thought 
disorders,  items  17-20  concern  interpersonal 
behavior,  item  21  relates  to  motility,  item  22 
relates  to  talkativeness,  items  23  and  24  ("con- 
tact with  people"  and  '-'general  functioning")  are 
^ratings  of  "effective"  functioning  rather  than  of 
the  pathological  behavior  of  the  preceding 
it^ms^ 

rater's  manual,  available  from  the  author, 
con^ins  detailed  guidelines  for  rating  each  of 
the  items  by  providing  descriptive  statements 
illustrative  of  the  several  levels  of  behavior  for 
each  item  witjiin  each  group. 

Adminhtration  and  Scoring:  As  mentioned 
above,  detmled  guidelines  for  ratings  are  pro- 
vided in  th^rater's  manual.  For  the  first  20 
items,  a  zero\ating  means  the  particular  be- 
havior is  definitely  not  present,  1-3  is  in  the  low 
oeange,  4-^6,  mpdeffite,  and  7-9  is  considered  high. 

For  items  21  ai>\l  22,  Motility  and  Talkative- 
ness, ratings  of  4-6  represent  average  function- 
ing, while  ratings  ei^er  above  or  below  this 
range  reptesent  deviations  from  the  average. 
■^On  iteriis  23  and  24,  the  scale  values  are  re- 
versed so  that  the  0-3  r^ange  represents  poor 
functioning,  4^  fair,  and  7^9  ^od  functioning. 

Hargreaves;(1968)  pointe  o|Jt  that  "each  rater 
should  expect  to  give  a  9  . rating  several  times  a. 
year  for  every  item.  If  necessary,  the  raters 
should 'agree  to  adjust  the  guidelines  to  match 
the  patient  population  typically  seen  on  a  ward 
so  that  high  ratings  are  frequently^used." 

Raters  may;  use  information  reported  to  them 
by  other  staff  members  to  supple ment^their  own 
"first-hand  observations  if  such  informJE^tion .>yill 
raise  a  patient's  rating  but  no^  if  it  will  lower  it. 
This  limitation  vs  necessafy  because  of  the  way 
in  which  psychopathology  is  expressed  iij  be- 
-  havior.  An  expeiienced  rater  can  make  d^ily 


ratings  on  25  patients  in  approximately  30  min- 
utes. 

The  NRS  generates  a  large  volume  of  data 
and  requires  rapid  and  continuing  training  and 
monitoring  of  interrater  agreement.  The  foUov^- 
ing  techniques  have  been  successfully  used  \ri 
recording  NRS  data:  (1)  a  card  sorting  method, 
(2)  machine  scored  answer  sheets,  and  (3)  an 
automatic  rating  keyboard,  which  is  considered 
superior  to  the  foregoing  methods  in  spite  of  its 
larger  initial  cost. 

Development: 

Rationale:  The  author  indicat(^s  that  no 
specific  psychological  theory  underuies  this  in- 
strument. 

Source  of  Items:  The  items  were  based  on  a 
review  of  the  literature  and  the  professional  ex- 
perience  of  the  author. 

Procedure  for  Development:  Hargreaves 
adopted  the  24-item  Biinney  ahd  Hamburg 
(1963)  Scale  as  a  starting  point  and  used  the 
following  criteria  during  the  18-month  develop- 
ment of  his  scale:       .  « 

1.  The  scale  must  be  short  enough  for  daily 
use  with  a  relatively  large  number  of  pa- ^ 
tients  by  several  rvters. 

2.  Items  should  have  reasonable  comparable 
interrater  reliability.  Items  found  consist^, 
ently  difficuie  to  agree  upon  would  be 
dropped.  • 

3.  Items  should  have  roughly  comparable  var- 
iance. Any  item  rarely  rated  above  zero 
would  be  dropped. 

4;  ftems  should  cover  several  areas  of  patient 
..behavior  normally  noted  by  a  trained 
psychiatric  nurse  or  technician.  No  general 
area  of  behavior  would  be  represented  by 
only  one  item.  . 
Reliability  and  Validity:  Hargreaves  (1968) 
reported: 

It  has  been  our  observation  that  an  experienced  and 
skilled  psychiatric  nurse  or  technician  usually  attains  a 
level  of  interrater  agreement  comparable  to  the  average 
of  our  staff  of  psychiatrists  within  two  months. 

Factor  analysis  has  indicated  the  presence  of 
four  factors  related  to  anger,  thought  disorder, 
anxiety,  and  depression.  Problems  in  the  in- 
terpretation of  this  factor  analysis  are  discussed 
in  some  detail  by  the  author  (1968). 

The  author  suggests  that  since  this  scale  is 
intended  for  longitudinal  studies  of  individual 
patients,  the  items  should  show  significant  time 
trends  in  patients  who  are  changing.  He  con- 
cludes from  his  data  that  the  Nursing  Rating 


EKLC 


^43 


286  /  -  ^ 

Sc^le  does  detett  longitudinal -trends  in  his 
samjile  of  hbspitalissed  patients. 

Use  in  Rese^ircl)!:  The  use  of  the  NRS  a 
.  6-month  period  during  which  ratings  were  made 
on  a  total  of;^,396  patient-days  is  described  in 
the  Hargreayes  rieferences  cited  below. 

Comipents:  The  Rater's  Guide  provides  clear, 
concise  statements  of  the  scoring  criteria,  and 
elaborate  multivariate  methods  were  used  to 
detect  trends  in  patient  behavior  identified 
through  use  of  the  instrument.  The  instrument 
has  an  inherent  difficulty,  as  do  most  scales  of 
its  type^  in  that  scoring  is  dependent  upon  the 
observational  abilities  of  individual  raters.  To 
overcome  unreliable  ratings,  the  author 
emphasizes  the  need  to  select  raters  who  dem- 
onstrate good  reliability,  the  importance  of  an 
ongoing  rating  program,  and^h^  use  of  the  Rat- 
er's Guide. 


References: 

Bunney,  W.  E.,  Jr.  and  Hamburg,  D.  A.  Methods 
for  reliable  longitudinal  observation  ^f  be- 
havior: Development  of  a  method  for  systema- 
tic observation  of  emotional  behavior  on 
psychiatric  wards.  Archives  of  General 
Psychiatry,  1963,  280^-294. 

Hargreaves,  William  A.  Systematic  nursing  ob- 
servation of  psychopathoiogy.  Archives 
General  Psychiatry,  1968, 18,  518-531. 
 Methods  for  large  scale  recording  of  Clin- 
ical ratings.  Journal  of  Psychiatric  Research, 
1968,  6,  169-174. 

Source  of  Information:  . 
William  A.  Hargreaves,  Ph.D. 
Langley  Porter  Institute  ^ 
University  of  California  at  San  Francisco 
San  Francisco',  Calif.  94143 

Instrument  Copyright:  None. 
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Jlargreaves ^  Win iam  A. 
NURSING  RATING  SCALE  '(NRS) 


Patient 

Date,  I 

Rater 


DATC 


JJL    -ii-  sS: 


il!?.  'Kf)'.  "V?. 


^  ^  ja. 

fl      9«  Ct 


.  Aua    UP  ^  OCT    NOV  ote 


II        11       l«   '  n 


90 


lATCJl 
I  t 


II 


rATlENT 


t 

u 


t 

It 


IC 
10 


II 
II 


If 

Kin 
» 


IT 
IT 


I.  OC^KCSSCO  TALK  

%  OC^UCSSCO  MANNER  

9.  IhYSICAL  COMPLAINTS 

4.  icmcssiON,^..  


8.  ANOKX  TALIC_ 
S.  ANQUY  MI*JNCK^ 
\7.  UNCOOPERATIVE, 
t.  ANOSR  


tl.  MOItLITY.  

II.  tIBcativcncss  ,1 

M.  CONTACT  WtTM  PEOPLE 
14.  QCNEKAL  PUNCTtONING 


I  : 


Lbw 

:  t  sass  1  = 
LOW 

I  = 


/ 


t.  ANXIOUS.  T^K . 

10.  ANXIOUS  MANNER 

11.  MCINQ  ANO  WANSERING  • 

II.  nrfnrr^Y  ^ 

IS.  DISOROEREO  JALK  
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L  Dcracssco  TalkV  worthless,  hopeless,  guilty,  suicidal,  helpless    '  -  • 

Low         Mentions  thcs«  leclinRs  once  or  twice  durin^.shift  or  pxjy  on  direct  qucs- 

'   IJii       •    tiohing;  patient  need, not  refer  to  these  feelings  by  name'^if  the  content 
,      of  his  talk  dearly  demonstrates  them. 
Mod'        Volunteers  or  admits  to  these  feelings  in  conversation.. 

Hl^        A  large  proportion  of  his  talk,  is  about  being  unhappy,  worthless,  hope- 

•  7.g         .  less  or  guil^.<^  A  ^ 

2.  Depbessb).  MAnncb:  sad  face,  slumped  body,  self*destnictive 

'  low  «     Slowed  movements,  sad  lobking,\sad  voice,  or  occasional  teaTy-.eyed. 

1-3,  •:.  ■       \  . 

Mod  c      Persistent  dejected  air;  occasional  crying. 

4-6    ■  \ 

High  Steady,  persistent,  extremely  sad  posture  and  expression;  crying;  suicidal 

7-9     •  '  gesture.'  '          .  ^    '  .  ^' 

9  .  Serious  suicide  attempt                  \          ^        ^          •  . 

3.  PHYSicytt.  Complaints 

Low         Occasional  complaints.      ^  \ 
1-3 

Mod         Frequent  complaints  about  real  bodily  ills,  or  exaggerates  bodily  ills.  \ 

'  •  >  ■  .    \  .     .    ■ .  ■ 

High  Frequent  and  obviously  unrealistic  complaints*  about  bodily  iUs;  talk 
7-9  suggests  somatic  delusions.  ^         \  * 

9  Clear  expression  of  somatic  delusions. 

4.  DCFHESSION  \^  , 

Overall  rating: 

This  js  the  place  where  the  rater  can  utilize*  the  previous  depression  items  ^us 
other  aspects  of  the  patients  behavior  to  give  an  overall  rating  for  depressibn.  The 
detailed  Items  will  help  to  bring  to  mind  the  variou^  ways,  depression  can  be  ex- 
pressed, but'  ther«  may  be  other  aspects  of  patient  behavior  whidh  indicate  depres- 
sion. In  most  cases,  the  overall  rating  will  bfe  in  •thejsame  range  as  the  A**5^cr  of 
either  the  talk  or  manner  item.  *But  it  might  be  /oifor  if  you  think  the  fJarticular 
talk  or  manner  is  a  sham,  or  higher  if  you  can  poiiit  to  other  behavior^ which  indi- 
cates more  intense  depression.,  but  jdoes  not  fit  specifically  into  "depressed  talk**,  or 
^depressed  manner."  ^  ^ 

5.  AncBY  T^LK:  grumpy,  resentf'jl,  sarcastic,  abusive    -  -  »- 

y    Low         Occasionally  sarcastic,  snappish,  grumpy,  demanding.      -  \ 

1-3  ■                                                                         \           -  - 

Mod  An  angry  outburst;  outspokenly  annoyed  several  times  during  the  d^ty, 

4l6  '    'or  persistently' grumbling  or  sarcastic. 

High  Verbally  assaultive  or  abusive  more*  than  once  during  the '  day  or  a  large 

7-9  proportion  of  his  taik  is.*  intensely  angry;  the  person  who  is  target  of 

J  .  ''  -  eim^er  need  not  be  present.       .  \ 

6.  Anew  Manner:  annoyed  face,  threatening  posture,  striking  anipther 

*  Low  •     Annoyed  facial  expression;  sulleri;  brusqpe  or  abrupt  «'in  in^jerpersonal 

\JZ  '  contacts..           *  /    \,                     *                 ;  • 

Mod  Occasional  intense,  ilaring,  threatehing  expression,  or  mod^tOi.,  angry 

4^  Z^^"  expression  throughout  the.  shift;  slamming  around, 'kicking  or  banging 

.  Tlirintenm   egression  for  several  hours;  hits  or  grapjdes  with  aopther* 
.7-9  ,        piniOT;  destroys  pro^ 
.  V  9   ^    Z  Simbus  destaMW  of  property  or  physical  attack  on  another. 

7.  UNoboPfBitt^ 

£0^'        Aybtding  loH^         failure  to  live  up  to  established  contracts;  mild 

•  stubtoinn^»i93^        though  claims  wiJcingness. 
Mod  Failuri;ato^^folfcKorders^^^ 

•  ■  4-6:  .  "  •  .'•  •  ^;^>/^  .  '  ■  '  .  ■  :         ;  ■ 
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Hi^        Physically  refusing  to  conforpi  to  staff  requests;  physically  resistive. 

.  '  :  7-9 

^    '      .  &  Anixr 

Overall  rating:  . 

Tht  guidelines  on  overall  ratings  under)  item  4  apply  also  to  this  item. 

9.  Anxious  talk:  worries,  talks  fearfully  j  . 

Low       ■  Mentions  being  anxicus  once  or  twice  during  shift  or  only  oa  direct  ques* 
X  1^  .  tioning--<ioes  not  volunteer  anxious  talk;  patient  need  not  refer  to  fear  or 

anxiety  by  name  if'the  content  of  what  he  says  clearly  demonstrates  it 
Mo*        OccasionaDy  talks  about  these  feelings;  worries  about 
4-6  fearfuUy  asks  for  reassurance:;  volunteers  anxious  talk. 

Hl|^        A  large  proportion  of  his  talk  is  about  Being  anxious,  fearful*  or  worried; 
7-9  insists  on  anxious  talk.  \  \ 

10.  ANXIOC1^iMAN^•ER:  tense,  jumpy,  panicked 

Low    ^'^  r^mewhat  tense;  occasionally  appears  anxious  or  fearful;  shy;  anxious 
1-8       <i  ijuaver  in  voice.  ^ 
Mod      ^%'Tortuied  expression  or  mild  tremor;  distinct  muscular  tension;  occasiont^l 
4-6      ^^"^^  startled  or  fearful  expression. 

Hi^     \  Continuously  agitated,  hand-wringing,  fearfully  hiding,  startling,  gross 
7-9  '.tremor.  ' 

11.  PaOSCG  or  ^ANOEaUNG 

Low         Occasidpal  restlessness. 
.1-3        ^  ?  '1-^:^ 
Mod         Pacing*  or  wandering  part  of  the  time. 

4-6        ■    >    k  ■^-  ■      ^   '  ■ 

Higb        Aimless  fwandering  around  ward  all  day,  or  padng  continuously  back  and 
7-9  foikfi^n  Sdme  krea;  very  restless. 

12.  AKaaETT  ■ 
OvetjQl  rating: --^^  3  ;  - 

The  guidelines  m^vojJeralli^^^        under  item  4  also  apply  to  thw  item. 

13.  DisoCDEaiEa)  Talk:  'KKJ^er'-raxitbiing,  incoherent 

Low  Talk  is  a'^ttl&iiard  to  follow;  rambles.  / 
1-3  ■    ^^--K  vU:  .  .  /  • 

Mod        Talk  is  har3  ^0;%^       easily  distracted,  subject  changes,  loose  associa- 
4.6  tions;  cannoir  ijeS'His  ideas  out,  as  if  thoughts  come  too  fast.  . 

Hi^  OccasionaIlyt,emit5(xompletely  incoherent  sentences:  unconnected  talk 
7.9  with  grammct^^all  mixed  up;  very  loose  or  tangential  associations;  severe 

Mocking;  frequently  retracts  statements  or  immediately  contradicts 
'  '  himselL  ' 

14.  Delusional  Talk:  odd  ideaff^aeibsjpns.^r  hallSci^ tions  c 

Low         Odd  ideas,  unclear  i^t^teraefets;  strange  ideas  which  raise  question  of  delu- 
\  1.3  sions;  ideas  cr  interest  notitthemselves  delusional  but  closely-related  to 

^       .  ..    former  delusions.      ^  ■    %.-\  \ 

Mod         Suffers  from  delusiohaL^'buts^  riot  completely  in  their|1jrip;  may  report 
4^  hallucinations  but  doabts?tiipt  re^^  * 

o  High        Content  of  talk  is  at  times  clearly  delusional:  ideas  of  pcrsecutiori.  somatic 

7.9  delusions;  delusions  of  grandeur,  and  delusions  ibf  absolute  guilt;  mis- 

identifying  persons,  places  or  tilings;  reports  haUucinatio^^ 

15.  Crazt  Manneh:  peculiarities';  symbolic  gestures,  posturing  -  ^ 

'  Low         Minor  peculiarities;  eccentric  behavior  whidi  does  not  clearly  indicate 
i  1^  thought  dutorcier;  person  seems  "odd"  but  his  nonverbal  behavior  would 

riot  ordinarily  c  niise  him  to  Im*  luwpitali/Hl  ur  to  b«  seen  as  rra/y  by  the 

average  i)ers6fu  \ 
Mod    '      Nonverbal  behavior  whMi  dearly  indicutrJH  thought  dlsorcU-r,  hut  dc^^ 
4^  dominate  or  severely  disrupt  his  functioning:  wears  inappropriate  clothwf: 

collects  or -carries  around  small  objects;  moderately  catatonic:  very  in- 
decisive; occasiomil  bizarre  .or  symbolic  gesture  or  posture. 
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High      ^  Poitiirinr.  extreme  cattitonic  rigidity;  undressing;  bizarre  costuming; 
7-9     *     smeafing;  behavior  suggests  hallucinations. 
9         :  Ckatiy  behaves  as  if  hallucinating,  even  if  only  once. 

1&  Susnoora  ob  jPxiuNoip 


Low 

1*3 

Mod 

4^ 

High 

9 


Some  suspiciousness,  but  no  sign  of  paranoid  delusions. 

Suspidoua  talk  but  no  direct  admission  of  delusions;  glancing  around  sus- 
liicbusly;  refuses  food  without  admitting  suspicioasness  of  being  poisoned. 
Vcrbalixes  paranoid  delusions  occasionally,  or  if  questioned. 

/  ... 

•Veibalises  paranoid  delusions  spontaneously. 


17.  ASX8  FOB  Help:  demanding,  dinjring  /  „  j  •  •  - 
Low  Seeks  occasional  reassurance  by  asking  others  to  make  small  decisions 
1-3           forhbau.or  by  asking  trivial  questions. 

Mod  Often  asks  for  help  or  reassurance;  asks  others  to  make  important  de- 
4-6  cisbns  for  him;  continuous/  fndtVccf  asking  for  help- 

High  Verbally  demanding  or  physically  clinging;  continuous  direct  requests 
7-9  for  help. 

18.  Needs  Lisnrs:  leasing,  breaking  rules,  anti-social  behavior 


Low 

1-3 

Mod 

4-6 

High 

9 


Mild  limit  testing,  teasing;  needs  only  minimal  verbal  lunits.  e.g.,  "knock 

it  off.^  /  ^  ^  ^ 

Requires  explicit,  firm  controls  verbally,  and  responds  to  them. 

Requires  physical  controls;  PRN  tranquilizers  for  control. 


^  Seclusion  required  at  least  once  for  control.  .  * 

(Do  not  rate  here  the  lack  of  b^^havior  which  may  lead  the  staff  to  motivate  the 
patient  of  structure  his  aciivities.) 
19.  Al/>OPNESS:  remains  alone,  withdraws,  unapproachable 


Tends  not  to  get  involved  with  others;  may  simpiy  wish  to  br.  by  hunseii. 
but  responds  to  ot/;ors*  approach. 

Avoids  involvement  much  of  ihe  time,  or  with  selected  people,  e.g.,  being 
aloof  frJm  steff  but  not  from  other  patients;  aloofness  may  be  expressed 
primarily  in  passive  witltdrawal. 

Actively  avoids  contact  or  involvement  with  everyone;  does  not  answer, 
turns  away,  leavos  the  room;  at  hi?h  levels  the  patient  must  be  exerting 
considerable  effort  to  avoid  being  involved. 

20  Pbeocccpation:  perSistentj  thmkin?  activity  which  replaces^r  interferes  with  ap- 
propriate! attention  to  persons  and  events  m  the  here  and  iinw^ 
Stares  off  into  space  or  daydreams  part  of  the  time.  biJt  has  no  difficulty 
attending  when  involved  in  an  activity  or  in  conversation. 
Stares  off  iito  .space  when  left  aibne  but  attends  fairly  well  to  conversa- 
tion when  abproached;  or.  gonerally  participates  in  surrounding,  aciiviticd 
bat  "drifts  ofT'lor  kses/the  flow  of  conversation  occasionally. 
Stares  off  into  ipace  all'  the  time;  or  if  talking,  is  limited  to  one  or  a  very 
few  topics.  \ 


Low 
1-3 
Mod 
4-6 

oHigh 
7-9 


Low 
1-3  r 
Mod 
4*6 


High 
7-9 


MOTIUTT  AND  TAUvATI\T:NESS  /  .    \^  .  , 

These  two  items  are  diiterent/from  the  preceding  ones,  m  that  normal  variation 
in  bifhavior  is,  rajed  in  t^e  middle  ^ll^^^-orthe  scale,  instead  of  in  the  low  range. 


Avoid  a  rating  of  5  if  the  patient  is  even  slightly  slower  or  faster  than  usual. 
Ratines  of  3  or  7  may  l>e  Wmuil  fur  .some  individuals  and  do  not  necessarily  mdi- 
'  cate pathology.    "        '  j  \/ 
21  MonUTV:  retarded  tu  average  (4  0)  tu  liyperattive 

0  Completely  immobilizwL  never  moving  unlt^sH  staff  insists. 

1  Severely:  retarded,  frozen,  or  catitonii!. 

2-3  Noticeably  slower  than  is  average  for  most  piH)|)le. 

4-0  Normal  dailyj/fluctualioiis  in  an  avorajcc  persons  motility. 

■  /I  ;        .      .  ■ 
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'  7*8  Enough  iictivity  that  it  is  noticeably  greater  than  avorngc  for  most  people. 

9  •  Manic  excitement;  nearly  constant  physical  activity. 
22.  TAUCATnrENjESS:  niutc  to  average  (4-6)  to  constant  chatter 
0  Mute;  docs  not  talk. 

~  1  Little  talk;  single  word  hnswers. 

2-3  Quiet;  doesn't  waste  words;  prefers,  not  tojnitiate  contacts. 

4.6  Talks  about  as  much  as  an  average  person. 

7*8  Gregarious;  likes  to  initiate  contacts  with  others. 

9  Constantly  talking;  unable  to  stop. 


EPFEcnvE  Functioning 

The  scale  for  items  23  and  24  is  reversed  from  the  cne  used  for  items  1-20.  Ratings 
of  0-3  represent  very  poor,  ineffective  functioning,  while  4-6  is  fair,  and  7-9  is  good 
enough  to  be  discharged  and  to  handle  his  own  affairs  fairly  well.  Remember  that 
9  meani;  good  functioning  in  a  person  who  ha^i  needed  hospitalization  in  the  past 
Even  a  9  rating  includes  people  functioning  a  bit  poorer  than  the  average  person 
of  his  age,  education,  etc. 
23.  Effective  Contact  Wmi  People:  reality,  honesty,  warmth 


/.  Poor  Conversation,  doing  tasks,  playing  games,  or  just  being  with  other  people 

0-3  is  characterized  bv  aloofness,  quarreling,  tension,  coldness,  unrealistic 
dependency. 

Fair  Engagement  is  partial  and  .sporadic;  less  aloofnessrniore  realistic  ex- 

4-7  pression  of  feelings;  difEculty  being  direct:  awkward  buS  trying. 

Good  Is  able  to  show  through  deeds  and  Avprds  some  concern  for  other  people; 

7-9  works,  plays,  talks  with  others  successfully;  is  relatively  direct;  interper- 


sonal frictioiis  are  resolved  almost  as  well  as  the  aventge  nonpatient 
24*  Effectivb  General  Functioning  ... 

Poor,  fair,  and  good  ranges  are  determined  by  the  patient's  ability  to  perform  the 
type  of  functions  shown*  . 

Poor  Feed  self  without  assistance:  keep  his  clothing  appropriate  without  assist- 
"0-3  ance;  make  his  bed  by  himself;  wash  face,  take  shower  without  super- 

vision; stay  in  an  exercise  group  and  follow  the  exercises:  wash  his 
dothcs  vrithout  help;  remain  in  O.T.  and  gym;  stay  with  group  on  outings: 
\  be  aware;  of  the  score  in  gnmes  played  at  gym. 

Even  if  ho  can  do^^  these  things,  rate  no  higher  than  3  if  you  feel  the. 
patient  probably  c^ld  not  minimally  care  for  himself  all-day  alone: 
Fair         Groom  hims;elf  appropriately;  stay  with  tasks  on  the  ward;  participate 
4-6  effectively  in  O.T.;  c;irry  out  cooking  project  with  others;  participate 

sensibly  in  activities  planning  meeting;  handle  building  passes  with  an- 
other patient;  initiate  and  plan  a  project  in  O.T.  on  his  owtl 
Good        Function  adequately  in  Wunteer  work;  handle  unaccompanied  passes 
7-9  away  from  the  hospital;  successfully  manage  home  visits;  look  sincerely 
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Title:    PEDIATRIC    BEHAVIORAL  QUES- 
TIONNAIRE 

Authors:  Tasem,  Walter  M,  Dasteel,  Joan  C,  and 
Goldenberg,  Erwin  D. 
'  Variable:  A  child's  behavioral  .characteristics 
which  a  parent  perceives  as  an  important  prob- 
lem is  the  variable  studied. 

Description:  r    i  • 

Nature  and  Content:  This  is  a  self-admm- 
istered,   28-item   questionnaire   designed  for 
psychiatric  screening,  i.e.,  to  uncover  common 
behavioral  problems  in  age-related  developmen- 
tal sequence  (Tasem  et  al.,  1974).  Parents  are 
asked  to  check  "yes"  in  the  space  provided  for 
any  item  they  feel  is  a  serious  problem  for  their 
child  and  ^'no"  for  any  item  they  feel  is  not  a 
serious  problem  for  their  child.  'Included  are 
such  items  as  eating,  sleeping,  bowel  problems, 
bed-wetting,  speech,  discipline,  sex  behavior 
and  education,  extre  me  dependency  or  independ- 
ence, recurrent  physical  complaints,  size,  al- 
cohol, drugs,  etc.  The  questionnaire  is  available 
in  both  Spanish  and  English.  Space  is. also  pro- 
vided to  report  the  presence  of  problems  or  con- 
cerns not  listed  on  the  instrument. 

Administration  and  Scoring:  The  instrument 
was  designed  to  be  completed  by  parents  during 
initial  screening  interviews  in  a  pediatrician's 
office  or  a  pediatric  facility.  Instructions  for 
completion  are  on  the  form,  and  respondents  are 
urged  to  answer  all  questions.  The  authors  state 
in  the  instructions  that  "several  do  not  apply  to 
all  ages."  It  is  estimated  that  the  instrument 
.  could  be  completed  in  approximately  5  miputes 
though  no  time  limits  are  imposed.  The  authors 
did  not  score  the  instrument  per  se.  Scoring  pro- 
cedures will  be  dependent  upon  the  needs  and 
purposes  of  the  investigator. 

Development: 

Rationale:   Delegation   of  certain  medical- 
*     related  tasks  by  physicians  to  dllied  health  per- 
sonnel has  been  widely  proposed  and  sometimes 

adopted  as  a  means  of  expanding  pediatric 
manpower  and  improving  the  quality  and  quan- 
tity of  pediatric  care  (Tasem  et  al.,  1974).  Early 
detection  of  emotional  and  behavioral  distur- 
bances in  patients  seen  in  a  department  of 
pediatrics  was  the  motive  for  developing  a 
psychiatric  screening  program;  this  instrument 
was  developed  for  use  by  allied  health  personnel 
.  in  that  screening  pro^?ram  to  help  identify  par- 
ents' concern  about  their  children. 
Source  of  Items:  The  items  were  based  upon 


the  professional  experience  of  the  authors. 

Procedure  for  Development:  No  information 
was  provided. 

Reliability  and  Validity:  No  information  was 

provided. 

Use  in  Research:  The  instrument  was  used  in  a 
survey  research  study  conducted  by  Tasem,, 
Dasteel,  and  Goldenberg  in  the  Department  of 
Pediatrics,  Southern  California  Permanente 
Medical  Group  ^nd  Kaiser  Foundation  Hospi- 
talL>,  1.0S  Angeles.  The  patients  werie  2,022  chil- 
dren ages  4  to  14  years.  On  the  basis  of  data 
collected  using  the  instrument,  1,540  parents 
'  reported  problems  and  622  parents  reported  no 

problems.  /" 
In  a  followup  interview  of  1,137  parents  re- 
"porting  problems,  13  percent  stated  the  problem 
was  resolved,  59  percent  required  reassurance,  7 
percent  needed  further  medical  work-up  or 
another  interview,  and  16  percent  were  referred 
to  a  mental  health  facility. 

Comments:  This  instrument  was  designed  to  be 
used 'by  pediatric  aides  for  th  -  purpose  of  iden- 
tifying those  parents  willing  to  report  their 
child  as  having  an  important  behavioral  prob- 
lem. Then,  a  social  worker  talked  in  person  or  on 
the  telephone  with  the  parents  to  determine  th^ 
existence  and  nature  of  the  problem  and  the 
disposition  of  the  case,  e.g.,  reassurance,  advice, 
or  referral  to  a  mental  health  facility. 

The  items  on  the  questionnaire  concern  gen- 
eral classes  or  areas  of  behavior  rather  than 
specific  behaviors.  A  few  items  include  more 
than  one  class  or  are^.  Consequently,  the 
specific  meaning  of  any' response  is  unclear 
without  a  subsequent  interview.  Any  potential 
user  should  note  that  in  its  present  form,  the 
instrument  leads  to  a  simple  tabulation  of  data, 
and  its  psychometric  properties  are,  as  yet,  un- 
.^.tested. 
References: 

Tasem,  Walter  M.,  Dasteel,  Joan  C:,.and.Golden^ 
berg,  Erwin  D.  Psychiatric  screening  and  brief 
intervention  in  a  pediatric  program  utilizing 
allied  health  personnel.  Jpumal  of  Ortho-' 
ps2/c/i?a*7i/,  1974,      (4)^  568-578; 

Source  of  Information:    ■  '     ■  \ 
Walter  M.  Tasem,  M.D. 
Department  of  Pediatrics 

Southern  California  Permanente  Medical  Group 
4900  Sunset  Boulevard 
Los  Angeles,  Calif.  90027 
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Tasein,  Walter  H.,  Dasteel,  Joan  C,  and  Goldenberg,  Erwin  D. 
PEDIATRIC  BEHAVIORAL  qUESTIONNAIRE 


Please  check  "YES"  to  any  of  the  following  which  you  feel  may  be  an  IMPORTAMT  PROBLEM  for  your  child. 
Please  ANSWER  ALL  QUESTIONS  (We  know  several  do  not  apply. to  all  ages).  If  other  probleias  are  present,' 
. please  describe  briefly  below,  (after  "other") . 

NO      YES  NO  YES 

I.  Siting  (Include  weight  problems)      15.  Hlgh_8trung;  easily  upset.  ^  _ 

.  2.  i^leep  problems  (Include  night- 
mares! sleep-walking,  etc) 

3.  Bowel  problems  (Include  consti- 
pation, soiling,  recurrent 
diarrhea). 

4.  Toilet  training. 

5.  Bed-wetting. 

6.  Day  time  wetting. 

7.  Speech. 
,  8.  i^chool  problems. 

9.  Jevelopmental  progress  for  age. 

10.  Ability  to  get  along  with 
others. 

II.  Discipline,  obedience. 

12.  Temper  tantrums. 

13.  Sex  behavior  and  education, 

14.  Need  for  attention. 

.  other'  


16,  Overactive;  restless. 

17.  Excessive  fears. 
Extreme  jealousy. 
Extreme  stubbomnes^. 
Extreme  destructive! 


18. 
19. 
20. 
21; 
22. 


ness. 


23. 

24. 
25. 
26. 
27. 
28.' 


8 


8 


Extreme  dependency  or  Independence,   

Nenous  habits  (eye  blinking, 

grimacing,  etc.)    _ 

Recurrent  physical  c|[)mplalnts 
(headache,  pain,  etc^) 
Posture. 
Size. 

Tobacco.,  ' 
Alcohol. 
Drugs.  • 


I 
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Title:  WASHINGTON  SYMPTOM  CHECKLIST 
(WSCL)  • 

Authon  Wimberger,  Herbert  C,  and  Gregory, 
Robert  J. 

Variables:  The  .  variables  are  parents'  percep-  . 
tions  of  the  behavior  of  a  child  for.  whom  the 
parent  seeks  professional  psychiatric  help  and 
the  parents'  motivation  in  seeking  that  help. 

Description: 

Nature  and  Content:  The  checklist  consists  of 
three  sections.  Section  one  contains  66  behavior 
symptoms  of  childt'en  commonly  reported  by 
pfiurents  seeking  help  in  a  child  psychiatry  clinic. 
Some  of  the  items  are  reverse-worded.  Each 
item  is  checked  as  occurring  ''never,"  "seldom," 
"frequently,"  or ''very  often." 
'  Section  two  contains  five  questions  designed 
to  assess  parental  motivation  in  seeking  profes- 
sional help.  Response  choices*  for  these  items  are 
yes,  undecided,  or  no. 

^  The  final  section  contains  four  open-ended 
questions  designed  to  further  assess  parental 
motivation  in  seeking  help  and  the  existence  of 
psychopathology  in  the  child.  ■  [ 

Administration  and  Scoring:  The  first  part  of 
the  WSCL  can  be  completed  by  any  literate  per- 
son who  knows  the  child  well.  Preferably,  each 
parent  completes  an  entire  questionnaire  (re- 
sulting in  two  completed  instruments  for  each 
child,  if  both  parents  are  present)  under  super- 
vision in  the  clinic  just  prior  to  tho  intake  inter- 
view. Parents  take  an  average  of  15  to  20 
minutes  to  complete  the  WSCL. 

A  total  score  may  be  assigned  to  each  com- 
pleted WSCL'by  summing  scores  for  the  first  66 
items.  Items  are  scored  0  (never)  through  3  (very 
often)  for  items  indicating  the  presence  of 
patholo^  and  vice  versa  for  items  indicating 
the  absence  of  pathology.  The  positively  worded 
questions  (Items  1,  8,  26,  27,  45)  are  scored  in 
reverse.  A  high^tptal  score  indicates  both  a 
greater  number  of  symptoms  and  a  greater  se- 
verity of  symptoms.  . 

No  information  on  the  scoring  or  categoriza- 
tion of  the  remaining  items  Was  provided. 

Development: 

Rationale:  Clinicians  generally  agree  that 
clinical  improvement  correlates  to  a  highet  de- 
gree  with  the  disappearance  of  symptoms  than 
with  any  other  trait.  Predicated  on  the  assump- 
tion that  the  nymber  and  degree  of  symptoms 
are  directly  related  to  the  extent  of  emotional 
disturbance,  the  WSCL  represents  a  pragjnatic 


attempt  to  devise  a  behavior  rating  scale  in 
terms  of  parents'  report*  of  their  cl^ild's 
symptoms.  Although  parents  are-  neither 
trained  nor  detached  observers,  they  are  usu- 
ally the  person  with  the  most  knowledge  about 
the  behavior  of  their  child. 

Source  of  Items:  The  WSCL  consists  of  items 
derived  primarily  from  the  verbal  complaints  of 
parents  seeking  help  in  a  child  psychiatry  set- 

*  ting.  . 
Procedure  for  Development:  No  details  were 

provided. 

Reliability  and  Validity:  Test-retest  rehabil- 
ity  of  the  first  part  of  the  WSCL  was  evaluated 
for  a  group  of  40  children  referred  to  a  clinic  for 
treatment  and  a  second  group  of  40  nonclinic 
children.  In  both  cases,  parents  completed  the 
WSCL  under  supervision  and  then  completed  a 
second  WSCL  30  days  later.  Neither  group  had 
any  clinic  contact  during  this  period.  For  the 
clinic  group,  66  parents  of  40  children  showed  a 
correlation  (Pearson  r)  of  0.84  between  the  two 
administratioijlk;  for  the  nonclinic  group,  74  par- 
ents of  40  children  showed  a  Correlation  of  0.87 
between  test  and  retest. 

The  validity  of  the  first  part  of  the  instrument 
was  studied  by  coynparing  WSCLs  from  parents 
of  children  undergoing  treatment  with  WSCLs 
obtained  from  the  child's  therapist.  Twenty-two 
se.ts  of  parent-therapist  ratings  were  ^naljrzed. 
For  each  of  the  66  items,  a  measure  of  agree- 
ment was  obtained  by  subtracting  the  parent's 
score  from  the  therapist's  score.  These  observed 
discrepancies  were  compared  to  the  expected 
discrepancies  obtained  by  assuming  that  'the 
ratings  of  parent  and  therapist  were  indepen- 
dent. A  Chi-square  analysis  indicated  that  the 
hypothesis  of  independence  was  rejected  (p  < 

0.001). 

Use  in  Research:  .Wimbergfer  and  Millar  (1968)'-'^ 
conducted  a  study  in  which  the  tihild  behavior 
before  a  clinic  intake  interview  was  compared 
with  his(her)  behavior  30  days  later  by  th^  use  of 
the  WSCL.  The  purpose  of  this  project, was  to 
measure  the  effect  of<a,  single,  initial  interview 
on  a  child  psychiatry  patient  las  compared^o  a 
similar  control  group  receiving  no  treatment.*  A 
significant  "  trend  toward  a  lessening  of 
symptoms  appeared  for  the  clinic  group,  while 
the  control  group  showed*  *^  slight  r.icrease;^ 
symptomatology  (Wimberger  and  Gregory, 
1968).  The  size  of  this  sample  was  not  indicated. 


Comments:  The  first  part  of 
siderable  face  validity  and 


the  W3CL  has  con- 
demonstrated  test- 
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retest  reliabililly;  the  second  part  provides 
valuable  adjunctive  information  for  clinical  and 
research  purposes*  Future  work  should  focus  on 
a  more  extensive  assessment  of  parent-parent 
and  parent-therapist  interrater  reliability  and 
should  continue  the  authors'  work  in  the  in- 
strument's discriminant  validity. 

The  WSCL  provides  relatively  quick  access  to 
the  types  of  behavior  problems  present  in  the 
child,  as  well  as  information  about  the, family's 
motivation  and  attitude  toward  psychiatric,  in- 
tervention. As  the  authors  suggest,  the  instru- 
ment gives  parents  an  opportunity  to  address 
problems  they  may  be  reluctant  tp  discuss  ini- 
tially (Wimberger  and  Gregory,  1968). 

An  important  unanswered  question  is  the  re- 
lationship between  scores  obtained  using  this 
instrument  and  scores  of  the  severity  of  emo- 
tional disturbance-in  the  child  obtained  by  other 
means.  v  ' 

References: 

Wimberger;;  Herbert  C,  and  Gregory,  Robert  J. 


A  behavior  \  checklist  for  use  in  child 
psychiatry  clinics.  Journal  of.  the  American 
Academy  of  Child  Psychiatry,  1968,  7, 677-688.  \ 
Wimberger,"  H.,  and  Millar;  G.  The  therapeutic 
effect  of  the  initial  clinic  contact  in  child 
psychiatry  patients.  In  S.  Lesse  (Ed.),  An 
evaluation  of  \the  results  of  the  psycho- 
therapies.  Springfield,  Illinois:  Thomas,  1968.* 


Source  of  Information:  - 
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Division  of  Child  Psychiatry  - 
University  of  Washington  School  of  Medicine 
Coach  House,  Building  Number  8 
2309  NE  Forty-eighth  Street 
Seattle,  Wash.  98105  \ 
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Winberger,  Herberit C  and  Gregory.  Robert  J.  ^ 

WASHINGTON  SYMPTOM  CHECKLIST  (WSCL)  ■      .  " 

The  parent  is  asked  to  fill  out  the  name,  age."  sex.  and  school  grade  of  the 
c^ild.  and  to  give 'his  own  name  and  age.  The  items  1  -  66  listed  below  are  fol- 
lowed by  boxes  in  which  the  parent  is.  asked  to  check  "Very  Often."  "Frequently." 
"Seldom."  and  "Never."  Items  68  -  72  are  followed  by  boxes  in  which  thi  parent^ 
is  asked  to  check  "Yes."  "Undecided."  and  "No."  Items  67  and  73  -  76,  being 
open-ended  questions,  are  followed  by  empty  spaces. 

ISiTRUCTIONS:    The  answers  to  the  following    questions  will  help  us  to.  understand 
the  problems  of  your  child.    Please  compare  him/her  his/her  friends  or  other 

childraa  ycu  know  when  filling  in  the  answers.    Mark  your  first  thought..  Do  not 
deliberate.    Please ;answer.  the  questions  considering  the.  behavior  of  your  child 
during  the  last  month.    Questions  marked  with  an  asterisk  (*)  are  regarding  your 

"  child's  whole  life,  and  they  should  be  answered  with  this  in-mind. 


1.  Has  inteifests  or  hobbies 

2.  Has  trouble"  reading 

3.  Has  serious  fights  with  other  children 
A.  Has  temper  tantrums 

5.  Forgets  things 

6.  Is  easily  led  by  others  ^ 
7..  Disobeys  father  ,,^14 

8.  Is  understanding  ot  other  pfeople  s  feelings 

9 .  Refuses^  to  shiare 

10.  Daydreams 

11.  Is  inattentive  in  school  ^      /  oi-o^i-o 

12.  Has  difficulty  in  finishing  a  task  he/she  starts 

-13.  Shows  jealousy 

14.  Gets  hurt  in  accidents 

15.  Fegls  unhappy.  '  "  \ 

16.  Is  shy  . 

17.  Angers  easily 

18.  Disob.eys  mother 

19.  Has  difficulties  with  teachers  \ 

20.  Takes  things  that  are  tiot  ,hi&/hers 

21.  Demands  a  great  deal  of  attention 
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22.  Shovs  Imature  behavior 

23.  Misbehaves  at  home 

24.  Is^'a  discipline  problem  at  school 

25.  Blames  others  for  his  troubles  « 

26.  Is  self -sufficient 

27.  16  cooperative  and  follows  directions 

28.  Prefers  to  play  alone 

29.  Pouts  or  sulks  when  told  to  do  something 

30*  Has  difficulty  making  grades  In  school  ^ 

31.  His/her  feelings  are  easily  hurt 

32.  Doesn't  tell  the  truth 

34.  Relies food  ^ 

35.  Talks  back  to  parents 

36.  *Has  been  held  hack  a  grade  In  school  ^ 

37.  Lacks  self-confidence 

38.  •*Has  been  In  trouble  with  "Juvenile  Authorities 

39.  Has  sleeping  disturbances 

40.  Prefers  to  play  with  children  not  his/her  ovn  age' 
^41.  Cries  easily 

42.  Refuses  parental  Instructions 

43.  Gets  along  poorly  with  children  of  opposite  sex 

44.  Is  irritable 

45.  Gets  along  well -with  grownups 

46.  Has  speech  difficulty  ,  ' 

47.  Gets  along  poorly  with  brothers  and  sisters 

48.  Is  resentful    of  discipline 

49.  Teases  others 

50.  Is  fearful 

51.  Is  stubborn 

52.  Is  nervous  and  jumpy  . 
58.  Is  bossy 

54.  Is  destructl^ye  u 

55.  Is  overactive 

56.  ""'Is  afraid  to  defend  herself /himself 

57.  Has  physical  complaints 

58.  Wets  bed 

59.  Sucks  thumb  , 

60.  Bltes^alls 

61.  Masturbates 

62.  Shows  unusual  Interest  In  fires 

63.  Has  a  tic  (nervous  twitch) 

64.  Does  not  show'  feelings 

65.  Is  concerned  about  neatness  '  . 

66.  Oomplalns  about  going  to  school 

67.  Other  problems  not  listed: 

.  ■  ■      -     \-  .        .  •  ■  '     ■  ' 

The  next  nine  questions  are  directed  to  you^  as  the  child's  parent.  They' 

may  not  be  exactly  appropriate  to  your  special  iBltuatlon^^  but  please  answer  them 


to  the  best  of  your  ability. 
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68.  Do  you  think  that  your  child  has  an  emotional  problem? 

W  D^M  it  enibarrass  you- that  your  child  has  emotional  problems? 

70.  Does  your  wife/husband  agree  that  there  are  problems? 

71  S"oJ  feel  in  part  responsible  for  your  child's  problems? 

72.  Do  you'feel  that,  your  child  will  outgrow  the  Problem? 

73  Afl  the  child's  parent,  what  concerns  you  most  about  him/her f 

U.  Tt  ms^lnt  what  solutions  to  your    ifficulties  have  you  considered? 

75.  Do  you  feel  that  our  prof essional- help  will  asssist  you? 

76.  Who  originated  the  idea  of  coming  to  the  clinic? 


Copyrlght«d  by  Int.ni*tlon*l  Unlvar.lty  Pr.*.;  r.produced  "i'''.  5"""^"^°" 
th.  niSlth  Roowrc.  A*ilnl.tr.clon.    Furthet  reproduction  prohibited  without 
p«TBl**lon  of  copyright  holdar. 
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Client  Physical  Health  Status 


Title:  ORAL  ASSESSMENT  GUIDE  f 

Author:  De  Walt,  Evelyn  M.  | 

Variables:  'the. instrument  was  designed  to  as- 
^sess  ninie  ^variables:  (1)  salivation,  (2)  tongue 
moisture,  (3)  tongue  color,  (4)  moistVe  of  pal- 
_tftes,  (5)  condition  of  gingival  tissue,  (6)  color  of 
the  membranes,  (7)  lip  t.3xture,  (8)  lipl  moisture, 
and  (9)  soft  tooth  debris,  I 

DescEiption:  i 

Nature  and  Content:  The  instrument  is  a  set 
of  nine  fully  scored,  3-point  rating  scales — one 
for  each  variable.  iEach  of  the  3  points  on  the 
rating  scale  is  provided  with  descriptors  that 
assist,  the  rater  in  making  the  ratlings.  The 
range  of  the'  scale  is  from  1  (undesirable  oral 
tissue  condition)  to  3  (most  desirable  yral  tissue 
condition).       ,  j 

Administration  and  ^coring:  Usingithe  mate-  , 
rials,  methods,  and  criteria  specified  {in  the  in- 
strument, the  i^ter  assesses  and  rates  each  of 
the  nni6"Variables  for  each  subject.  jNo  other 
specification sXor  scoring  were  provided.  \ 

Development:       -  ,  i 

Rationale:  The  state  of  oral  health  can  be  de- 
termined by^a  sieries  of  observations  done  ac- 
cording to-  professional  dental  directions.  This 
instrument  was  constructed  as  an  explicit  guide 
for  such  observations. 

Source  of  Items:  The  items  for  the  guide  were  j 
adapted  from  an  instrument  developed  for  the  / 
study  of  Passos  and  Brand  (1966).  The  Passos  / 
and  Brand  study  instrument  was  based  upon 
information  contained  in  an  article  by  Greene 
arid  Vermillion  (1960). 

Procedure  for  Development:  With  the  assis- 
tance of  dental  consultation,  the  author  adapted" 
the  guide  from  the  Passos  and  Brand  study.  A 
pilot  study  involving  40'  subjects  was  conducted 
by  the  author  and  her  assistanttto  determine 
in terrater  reliability. 

' .  Reliability  and  Validity:  Interrater  reliability 
of  D.92  was  obtained  on  the  pilot  study;  however, 
the  author  did  not  i^jdicate  whether  this  was  the 
reliability  for  all  nine  variables  or  one  variable 
alone.  Although  no  figures  are  reported  for 
test-retest  reliability\  data  are  reported  from 
which  this  can  be  inferred  (Dewalt,  1975). 
Content  validity  was  established  by  having 


the  instrument  reviewed  by  /dentists  at  Ohio 
State  University  and  the  University  of  Arizona. 

Construct  validity  was  established  by  factor 
analyzing  pilot  data  which  appeared  to  have  an 
identifiable  dimension. 

Use  in  Research:  This  instrument  was  used  by 
>■  DeWalt  in  a  study  conducted  to  identify  and  • 
compare  the  effects  on  oral  rnucosa  when  oral- 
hygiene  was  performed  using  a  toothett^  versus 
a  toothbrush  at  2,  3,  and  4-hour  interv^  during 
an  8-hour  period  for  10  days. 

The  study  sample  consisted  of  48  geriatric  pa- 
tient randomly  selected  from  an  extended  care 
facility.  These  patients  were  unable  to  perform 
their  own  oral  care  and  were  willing  to  partici- 
pate in  the  study.  ,  : 

Comments:  The  method  of  assessment,  the  nu- 
*  merical  ratings,  and  the  descriptive  ratings  are 
clear  ind  would  seem  to  be  easy  to  understand. 
Ho\^ever,  the  author's  study  would  seem  to  indi- 
cate that  it  is  dif^cult  to  assign  numbers  to  some 
of  4;hese  variables  unless  the  condition  is  in  the 
direction  of  either  extreme,  i.e.,  1  or  3. 

The  author's  factor  analysis  having  identified 
ohly  one  factor  indicates  that  the  variables  are 
highly  related  and  that  onib  variable,  amount  of 
salivation,  determines  all  other  variables'  mea- 
surement.   •  o 
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fteWalt,  Evelyn  M. 
ORAL  ASSESSMENT  GUIDE 


;  "' 

NUtfRICAL  AflO  DESCRIPTIVE  RATIIICS 

^     DCPENoarr  , 

roots  FOR 

OAiA  muaion 

IffiTllOO  or  HlASUftCMEriT 

1 

■  I*. 

o  ■ 

X  . 

y    -/  • 

■ 

Tongut  blade 

Insert-blaiJii  Into  aouth.  . 
touching  ^uas.  palaics*  . 
and  floor' of  aouth. 
Slowly  renove  and  ohservt  ^ 

Ropy  of  viscid 

Dry  or  scanty 

Moist 

Toogiw  Bolsturc 

Visual  and  F«lp<tofy 
assessvent 

Feel  and  observe 
appearance  of'tlssue 

Coated' 

Dry 

Moist 

k  -  '  ■  ■ 

Tongut  coloring 

Visual  assessaentc 

'  Observe  appearance  of 
tissue 

Rtfd  and  blistered 

Red 

Pink 

Visual  assessaent 

Observe  appearance  of 
tissue 

Dry  and  coated 
with  debris 

Dry 

Moist  ^ 

Gingival  tissut 

Tongut  blade  and 
visual  assessaent 

Cently  press  tls.sue 
with  tip  of  bladr 

Red.  shiny, 
fdcaatous.  bleeding 

Red.  shiny 
edeaatour 

Pink  and 
resilient 

■  /> 

Heobranes  (paUtts. 
uvula,  and 
tonsillar  fossa) 

Visual  assessaent 

Observe  appearance. of 
tissue 

Red  with  general 
inflaarutlon 
(lnc1udes\tH0  of  ' 
the  aeab^^nes) 

Red  with  local 
Inflaaoatlon 
(Includes  one  of 
the  aeabranes) 

,Flak 

I" 

Ltp  textuf;t 

Visual  and  palpi tory 
assessaent 

Observe  anJ  feel'  tissue 

Rough,  large  aaount 
of  debris 

Rougt),  saall  aaount 
of  debris 

Saooth  and- 
soft 

.  Lip  Molsturo 

Visual  and  palpi tory 
assessaent 

Observe  and  feel 
appearance  of  tissue 

Cracked  or  bleeding 

Dry 

Moist 

Soft  tooth  debris 

Disclosing  solution 

Applied  by>  applicator  stick 
to  all  tooUi  surfaces.  Acts 
as  dye  which  penetrates  the, 
Invisible  foreign  material  ^ 
clinging  to  teeth.  *  For     1  \ 
purposes  of  scoring  the  total 
amount  of  tooth  debris  was 
coaputed  according  to  an  Index 
developed  by  Greene  and 
.VenftllUon  (ig71) 

^SofFdebrls  covers 
iore  than  2/3  toUl 
'  teeth  surfact 

Soft  debris  covers 
1/3,  but  less  thao 
2/3  total  teeth  surface 

Debris  less 
than  1/3  or 
•edentulous: 

Copyrighjted  by  the  American  JoumAl  of  Nursing  Conponyr  reproduced  with  penniaeion  by  the.  Health  Reaourcea 
Adainiatr^tion.    Further  reproduction  prohibited  without  petmiaaion  of  copyright,  holder. 
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Title:  GESTATIONAL  AGE]  IN  THE  NEW- 
BOKN  INFANT 

Authors:. Dubowitz,  Lilly  m|s.,  Dubowitz,  Victor, 
and  Goldberg,  Cissie 

;.  ■  . •  ■ 

-  Variable:  The '  instrument  assesses  the  gesta-  . 
tional  age  of  a  newborn  infant  oja  the  basis  of  10 
neurologic  and  11  "external"  criteria.  The 
neurologic  criteria  are:  posture,  square  window, 
ankle -dorsiflexion,  . arm  recoil,  leg  recoil,  pop- 
liteal angle,  heel  to  ear,  scarf  sign,  head  lag,  and 
Vvntral  suspension.  The  external  criteria  are: 
skin  texture,  skin  color,  skin  opacity,  edema, 
lanugo,  ear  form,  ear  firmness,  genitals,  breast 
size,  nipple  formation,  and^plantar  skin  creases. 

Description: 

NaJmre  itnd  Contet^t:  This  is  a  21-item  obser-, 
vation  guide  that  can  be  used  to  clinically  assess 
the  gestational,  age  of  a  newborn  infant.  It  is 
divided  into  the  two  sections  identified  above 
under  YaHable.  Section  1  pertains  to  the 
neurologic  assessment  and  consists  of  a  stick- 
figure  representation  for  each  grade:  of  each- 
sign  and  the  score  to  be  assigned  for  each  of 
these-  The  section  is  accompanied  by  descriptive 
"Notes  on  Techniques  of  Assessment  of 
Neurologic  Criteria"  which  describe  the  proce- 
"dure  for  testing  the  infant  for  each  sign.  Section 
2  pertains  to  the  external  signs  to  be  assessed 
and  consists  of  verbal  descriptions  for  each 
point  on  the  rating  scale  for  each  sign.  For  both 

:  sections  the  number  of  grades  which  riay  be 
assigned  varies  according  to  the  sign  being  as- 
sessed, i.e.,  for  some,  one  of  three  possible. 

'  grades  may  be  assigned,  for  others,  6ne  of  four 
or  one  of  five  possible  grades,' and  for  popliteal 
angle,  one  of  six  possible  grades  may  be  as- 
signed. 


Neurologic  cyiteria 


Criterion 


Score 


Posture 

Square  window  , 
Dorsiflexion  of  foot 
Arm  recoil 
Leg  recoil  . 
Popliteal  angle: 
Heel  to  ear 
Sfearfsign 
Head  lag 

Veaitfal  suspension 
total 


0-4 
0-4 


0- 
0- 


0-2 
0-5 


0- 
0 


0-4 
0-35 


External  criteria 


Score 


Edema 
Skin  texture' 
Skin  color 
Skin  opacity  ' 
Lanugo 

Plantar  creases 
Nipple  formetion 
Breast  size 
Ear  form 
Ear  firmness 
Genitals 
Total 


0-2 

0-4 

0-3 

0-4 

0-4 

0-4 

0-3 

0^-3 

0-3 

0-3 

0-2  ' 

0  -  35 


Administration  and  Scoring:  The  assessment 
'   should, be  completed  by  a  health  care  profes- 
sional who  is  proficient,  in  conducting  pediatric 
examinations  and  who  is  familiar  with  the  in-  • 
.    struntent.  In  the  study  reported  by  Dubowitz, 
Dubowitz,  and,  Goldberg  (1970),  the  assessments 
were  conducted  "on  the  obstetric  landings  and 
\in  the  Special  Gare  Unit  and  Premature  Nur- 
sery  AH  assessments  were' made  within  5 

days  of  delivery;  in  a  large  proportion  the  first 
V%ssessment  was  made  within  24  hours  (of 
birth)."  The  authors  report  that  the  whol^  pro- 
cedure, once  one  becomes  familiar  with  it,  re- 
quires approximately  10  minutes. 

If  scores  on  the  right  and  left  sides  differ,  a 
mean  score  is  used  for  that  particular  'sign. 
Scores  for  each  sign  are  summed  to  provide  a 
total  score  for  each  infant.  Total  possible  scores 
range  from  0,  which  is  compatible  with  the  post- 
ure or  state  of  the  reflex  of  the  immature  infant, 
to  70.  Total  scores  can  be  equated  to  estimation 
of  gestational  age  in  weeks  by  reference  to 
graph  (Dubowitz  et  al-,  1970,  p.  9). 

■  /'     _  .  ■     ■  '     .  ,         '     ■ .  • 

Development: 

^  ^Rationale:  Interest  in  the  assessment  of^the 
gestational  age  in  the  newborn  infant  and  in 
differentiating  the-«hort-gestation  infant  from- 
the  small-for-date  infant  has  increased  in  recent 
years.  These  interests  have  fallen,  mainlyjinto 
two  broad  groups— a  series  of  neurologic  signs, 
and  a  series  of  external  characteristics.  The  au- 
thors of  this  instrument  were  interested  in  de- 
veloping one  which  would  include  both 
neurologic  and  external  characteristics,  would 
have  an  objective  scoring  system,  and  would  be 
more  accurate  than  trying  to  assess  the  gesta- 
tional age  on  the  presence  or  absence  of  indir 
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vidual  neurologic  or  externa;  j 
al.,  1970),  . 

Source  of  Items:  The  itbms  were  based  upon 
the  professional  experience  of  the  authors,. a  re- 
view of  literature,  and  th^  work  of  other  profes- 
sionals in  the 'field,  especially  Koenigsberger 
(19.66),  Amiel-Tison  (1968>1  Robinson  (1966),  and 
Farr  and  Associates  (I960. 

Procedure  for  Development:  The  authors  con- 
ducted a  pilot  study  using  all  of  the  neurologic 
criteria  defined  by  Koenigsberger,  Amiel-Tison, 
and  Robinson.  Based  upjon  the  results  of  the 
pilot  study,  a  series  of  neurologic  criteria  were 
selected,  i.e.,  they  were  easily  definable  and 
were  least  influenced  by  the  state  of  the  baby  or 
the  presence  of  neurologic  abnormality.  At  this 
time,  it  was  also  decided  to  score  each  neurologic 
sign  along  the  Jines  used  by  Farr  and  Associates 
for.  scoring  external  characteristics.  In  parallel 
with  this,  the  authors  al?o  used  the  criteria  for 
external  characteristics]  defined  by  Farr  and/ 
Associates.  (Dubowitz  et  al.,  1970).  / 
The  instrument  was  then  used  for  a  survey  o^f 
-167  infants. in  the  Jessop  Hospital  for  Womerj, 
Sheffield,  England  (Dubowitz  e^  al,  1970).  / 
'  Reliability  and  Validity:  An  observer  who  hqld 
no  knowledge  of  the  delivery  dates  used  the  in- 
strument to  assess  167  infants.  Aftpr  completion 
of. that  initial  survey,  thjree  pediatricians  prsjc- 
vticed  using  the  scoring  system  on  a  number  of 
infants.  Following  that,  ihe  three  pediatricians 
assessed  9, 10,  and  130,  respectively,  of  the  same 
infants  assessed  by  the  )nitial  single  observer. 
The  Student's  t-test  of  the  differences  between 
the  scores,  obtained  by  the  original  observer  and 
the  three  pediatricians  showed. .no-significant  s 
differences.  The  scores,  obtained  by  three  nurses\ 
were  then  compared  with  those  obtained  by  the 
original  observer  on  somp  of  the  same  infants 
(ll,;7,''and  11  infants,  respectively,  for  the  three 
nurses).  The  Student's  t-t!^est  showed  no  signifi- 
cant differences  between  tjhe  scores iobtained  by 
the  original  observer  and  two  of.  the  three 
nursps,  but,  the  third  nurse  consistently  scored 
eachvinfant  5  points  higher  than  the  original 
observer.  None  of  the  three  nurses  had  had  any 
previous  experience  withl  the  instrument  or 
method.  1  * 

Validity  for  the  instrument  is  evidenced  by 
the  following:  the  correlation  coefficient  of  the 
scores  obtained,  by  the. initial  observer  against 
the  . gestational  age  of  jthei  167  infants  based 
upon  data,  obtained  from  thp  mothers  was  0.93. 
The  error  of  prediction  of  a  single  score  based  on 
these  data  was  1.02  weeks ^and  95  percent  confi- 
dence limits  were  plus  or  mipus ^  weeks.  When 


(Dubowitz  et       two  independerit  assessments  were  done  on  the 
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same  infant,  the  error  of  prediction  of  the  aver- 
age of  the  two  readings  was  0:7  weeks,  and  the 
95  percent  confidence  limits  were  plus  or  minus 
1.4  weeks.  The  correlation  coefficient  of  the  ex- 
ternal criteria. against  gestation/was  0.91  per- 
cent and  of  the  neurologic  criteria  against 
gestation  was  0.89.  The  corresponding  95  per- 
cent confidence  limits  of  the  single  score  on  ex- 
ternal, criteria  were  2.4  weeks  and  on  the 
neurologic  criteria  were  2.6  w^eks. 

Use  in  Research:  The"  instrument  ^has  been 
widely  used  by  the  authors  in  their  research  in 
England  and  by  researchers  in  this  country. 

Comments:  The  instrument  has  much  to  com- 
mend it.  The  criteria  are  clearly  defined,  easily 
identified  and  observed;  the  scoring  system  is 
clear,  comprehensive,  ,  and  can  be  readily 
learned;  the  evidence  of  interrater  reliability 
and  validity,  though  lipiited,  is  promising. 
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NEUROLOGICAL 

SCORE 

SIGN 

0 

2 

3 

4 

POSTURE 

••  • 

SQUARE 
WINOOW 

r  . 

go"- 

.  ANKLE 
DORSIFLEXION 

20" 

ARM 

RECOIL 

^  ,80" 

V  90-18tr 

4^  <so" 

t 

LEG 
RECOIL 

90-180^ 

Oca- 

«90" 

POPLITEAL 
-X  ANGLE 

180 

160" 

0^  

130" 

110" 

90" 

«90" 

HEEL 
TO 
EAR 

SCARF 
SIGN 

f 

r 

HEAD 
LAG 

VENTRAL 
SUSPENSION 

41 

294 
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SOME  NOTES  ON  TECHNIQUES  OF  ASSESSMENT  OF 
NEUROLOGIC  CRITERIA 

POSTURE:  Observed  with  infant  quiet  and  in  supine  position  Score  0:  Anm  and  lep  «- 
tended  1-  beninning  of  flexion  of  hips  and  knees,  arms  extended;  2:  stronger  flex.on  of  legs. 
iSs  b^tendedTs:  frms  slightly  flexed,  legs  flexed  and  abducted;  4:  full  flex.on  of  arm.  and 
legs. 

SQUARE  WINDOW:  The  hand  is  flexed  on  the  forearm  between  th.j.thmnb  and  ind«  finger 
Ke  ^ail^n^^rr^^^^  3).  Enough  pressure  is  applied  to  get  '^^  [fj'^^Z:LT^^su7^ 
.he  anirle  between  the  hypothesiar  em  nence  and  the  ventral  aspect  of  the  forearm  is  measurea 
ll^d"  adeS  a'ordlSg  ^diagram.  (Care  is  taken  not  to  Rotate  the  infant's  wrtst  wh.le  do.ng 
this  maneuver.) 

ANKLE  DORSIFlEXIONt  The  too.  »  do,>ifl.«cd  omo  .ho  ''f^'^'J 
foot  and  the  anterior  aspect  of.  the  leg  is  measured. 

ARM  RECOIL:  With  the  infant  in  the  supine  position  '^e  forearms^^^^  fig^ls^dly 
followed  by  random  movements  the  score  is  0.  < 


I  rC.  RECOIL-  With  the  infant  supine,  the  hips  and  knees  are  fully  flexed  for  5  seconds,  then 

porting  the  knee.  The  leg  is  then  extended  by  gentle  pressure  from  the  exammers  ngnt 
finger  behind  the  ankle  and  the  popliteal  angle  is  measured  (Fig.  H- 


as 


a 

HFFL  TO  EAR  MANEUVER:  With  the  baby  supine,  draw  the  baby's  foot  as         t°  * 

St-  Stir  ii^^::^;r^^^ 

is  left  free  and  may  draw  down  alongside  the  abdomen  (Fig.  b). 

SCARF  SIGN-  With  the  baby  supine,  take  the  infant's  nand  and  tr>-  to  put  it  around  the  neck 

;  a^ii^Scr  0:  tbow  reacres^7pi:i.c  ax^^^  Elbow  between  midline  and  opposite 

axillary  line;  2:  Elbow  reaches  midline;  3:  Elbow  will  not  reach  midline. 

HE\D  LAG-  With  the  babv  lyin<?  supine,  grasp  the  hands  (or  the  arms  if  a  very  small  infant) 

with  body;  3:  Brings  head  anterior  to  body.        .  '  " 

VENTRAL  SU^ENSION:  The  infant  is.suspcndi-d  in  the  prone  position,  with  examiner's 

relation  of  the  head  to  the  trunk.  Grade  according  to  diagrams.  , 
If  score  differs  on  the  two  sides,  take  the  mean. 
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External 
sign 


Score* 


Edema 


Skin  texture 


Skin  color 


Skin,  opacity 
(trunk) 


 0  

Obvnbus  edema  of  Xo  obvious  edema  No  edema 
hands  and  feet;     of.  hands  and 
pitting  over  tibia    feet;  pitting  over 
tibia 


Ver>-  thin,  gelati- 
nous 


Dark  red 


Numerous  veins 
and  venules 
clearly  seen, 
especially  over 
abdomen 


Thin  and  smooth    Smooth;  medium    Slight  thickening^  Thi^^^^ 

thickness.  Rash  .or„  Superficial  crack-    mcnt-like  ,  super- 
superficial  peci-      ing  and  peeling     ficia  or  deep 
ing  especially  of  hands  cracking 

>  and  feet 


Lanugo  No  lanugo 

(over  back) 

Plantar  creases  No  skin  creases 


Nipple  forma- 
.  tidi 


Uniformly  pink 


Veins  and  tribu- 
taries seen 


Abundant;  lorig 
and  thick  over 
whole  back 

Faint  red  marks 
over  anterior 
half  of  sole 


Nipple  barely  vis- 
ible; no  areola 


Pale  pink:  variable  Pale;  only  pink 
over  body  over  ears,  lips, 

palms,  or  soles 

A  few  large  vessels  A  few  large  vcs- 
clearly  seen  over  sels  seen  indis- 
abdomen  tinctly  over  ab- 

domen 


No  blood  vessels 
seen  .  . 


Hair  thipning        Small  amount  of  At  least  /j  of  back 

especially  over  .  lanugo  and  bald  devoid  of  lanugo 
lower  back  areas 

Definite  red  marks  Indentations^ over  Definite  deep  in- 
over  >  anterior     >  anterior  H        dentations  over 


Nipple  well  de- 
fined ;  areola 
smooth  and  flat,v 
diameter  <  0.75 


Yz ;  indentations 
over  <  anterior 


>  anterior  % 


Areola  stippled.  Areola  stippled, 
edge  not  raised.     edge  raised*  diani' 
diameter  <  0.75    eter  >  0.75  cm. 

cm.  ■  :  . 


Breast  size 


Ear  form 


Ear  firmness 


No  broau  tissue 
palpable 


•Pinna  flat  and 
shapeless,  litt'e 
or  no  incurving 
of  edge 

Pinna  soft,  easily 
folded,,  no  recoil 


Ocnitals  . 
Male 

Female  (with 
hips  /2 
abducted) 


Neither  testis  in 
scrotum 


Breast  tissue  on 
one  or  both  sides, 
<  0.5  cm.  diam- 
eter 

Incurving  of  part 
of  edge  of  pinna 


Breast  tissue  both   Breast  tissue  both 
sides;  one  or  both   sides;  one  or  both 
0.5  -  I.O  cm.         >4  cm. 


Partial  incur\-ing 
\Vhole  of  upper 
pinna  « 


Well-defined  in^ 
curving  whole  of 
upper  pinna 


Pinna  soft,  easily    Cartilage  to  edge  Pinna  firm, 

of  pinna,  but  cartilage  to  edge; 

in  places,  ready  instant  recoil 

recoil  ' 


folded,  slow  re- 
coil 


At  least  one  testis 
high  in  scrotum 


Labia'  majora  Labia  inajora 

widely  separated,  almost'  cover 

labia  minora,  kibia  minors 
protruding 


At  least  one  testis 
right  down 

Labia  majora 
completely  cover 
labia  minora  . 


•M  leorc  diffci*  on  two  sides,  ukc  the  mean. 
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Title:  RECOVERY  ROOM  ACTIVITY  SCHED- 
ULE 

Author:.  Elms,  Ronlyn  R.  ^  . 

Vkriables:  This  instrument  provides  informa- 
tion on  five  variables:  spontaneous  behavior  ac- 
tivity (SBA),  spontaneous  behavior  comfort^ 
(SBC),  response,  to  stimuli  comfort  (RSC),  re- 
sponse to.  stimuli-positive  responses  (RSPR), 
and  response,  to  stimuli:negative  responses 
(RSNR). 

Description:  - 

Nature  and  Content;  This  instrument  consists 
of  a  list  of  overt  patient  behaviors  and  their 
respective  comfort  ratings.  Spontaneous  be- 
havior activity  is  operationalized  by  counting 
body  movements,  verbal  statements,  and  ver- 
balizations made  by  a  patient  in  a  recovery 
room.  Spontaneous  behavior  comfort  is 
operationalized  by  observers'  ratings  of  the 
amount  of  comfort  expressed  by  patients  in  the 
recovery  room,  apparently -in  response  to  some 
inner  feeling,  impulse,  or  tendency  without  ob- 
vious external  stimulation.  A*-"  4-point  rating  scale 
is  used  to  record  this  information.  The  four  re- 
sponse categories  are  defined  as  follows:  0  =  no 
evidence  of  discomfort,  1  =  evidence  of  mild  dis- 
\  comfort,  2  =  evidence  of  moderate  discomfort, 
Xand  3  =  evidence  ojf  severe  discomfort. 
*  \  Response  to  stifiuli  comfort  is  operationalized 
by  observers'  rafi|igs  of  the  Amount  of^ comfort 
expressed  by  pa,ti^nts  in  the  recovery  room,  ap- 
parently in  res^)iinse^to  -e^^ernal  stimulation. 
The  same  rating  scale  is  used  to  record  this  in- 
formation as  IS' used  to  record  the  information 
gathered  for  spontaneous  behavior  comfort.  Re? 
sponse  \to  stimuli-positive  responses  is 
operationalized  by  comparing  the  number  of 
positive  responses  made  by  the  patient  to  exter- 
nal stimuli  with  the  total  number  of  such  re- 
sponses. A  positive  response,  is  one  which 
appears  to  indicate  Jthat  a  patient  iB  .willing  to 
comply,  cooperate,  or  correctly  follow  instruc- 
tions. iZesponse  io  stimuli-negative  responses  is 
operationalized  by  comp^ng  the  number  of 
negative  responsesXmade  L^  he  patient  to  ex- 
ternal stimuli  with  the  total  number  of  such 
responses.  If  fear  or  displeasure  is  indicated  by 
the'patient  as  part  of  aVesponse,  that  response 
is  rated  as  a'negative  response*  So,  too,  are  pa- 
tient actions  and/or  responses  which  indicate 
unwillingness  to  coojperat^j  .to  comply  with  re- 
quests, or  to  follow  diirections.  Responses  which 
are  ifieither  clearly  positive  nor^clearly  negative, 
iand/6r  which  appear  to  have  little  connection  to 


E  1        ■      .  ■ 

the  stimulus,  are  defined  as  neutral  responses." 
.  Administration  and  Scoring:  The  information 
provided  by  the  instrument  is  obtained  by  ha^r 
ing  an  observef^rate  pati'^nts  while  they  are  in 
the  recovery  room.  E.ach  observation  period  is 
15  minutes  long,  and  is  followed  by  a  15.-minute 
nonobservation  period.  Each  behavior  is  re- 
corded in  brie?  as  it  pccurs  and  includes  patient 
verbalisations,  vocalizations,  and  body  move- 
ments, as  well  ay  tlie  apparent  purpose  of  these 
behaviors.  Continuous  movements  are  recorded 
as  one  unit  until  there  is  at  least  a  3-second 
pause  in  that  behavior  or  until  a  moving  part  is 
returned  to  its^original  position. 

The  score  on  "spontaneous  behavior  activity^ 
(SBA)  is  computed  in  two  steps:  (1)  add  together 
the  total  number  of  body  movements,  verbal 
statements,  and  vocalizations  that  were  appar- 
ently due  to  nonexternal  stimuli,  afid'(2)  dividje 
this  total  by  the  total  number  of  li^iits  of  spon- 
taneous behavior.  The  resulting  mean  score  can 
range  from  0  to  3.  The^score  on  "response  to 
stimuli  comfort"  . is  also  computed  in  two,  steps: 
(1)  add  together  the  comfort  indices  for  all  be- 
haviors apparently  due  to  external  stimulation, 
and  (2)  divide  this  sum  by  the  total  number  of 
behaviors  which  occurred  as  a  response  to  exr 
ternal  stimulation.  The  resulting  mean  score 
can  ran^e  from  0  ta  3.  The  score  on  "response  to 
stimuli-poiitive  resj>onses"  is  ^iomputed  by  divid- 
ing the  number  of  positive  responses  ±o  external 
stimuli  by  the  total  number  of  responses  to  ex- 
ternal stimuli.  This  results  in  a  percentage  ratio 
of  positive,  responses.  The.  total  number  of  re-, 
sponses  is  the  sum  of  the  positive,  negative,  and 
neutral  external  responses/ The  score,  on  "re- 
sponse  to  stimuli-negative  responses"  is  simi- 
Jarly  computed,  except  that  in  this  case  the 
number  of  negative  responses  to  external 
stimuli  is  divided  by  the  total  number  of  re- 
sponses to  external  stimuli.  A  similar  percen- 
tage ratio  results.  .     '  . 

Development: 

Rationale:  The  author  notes  thst, 

Nurses  frequently  believe  that  the. patient  who  wakes 
quicfiy  after  surgery,  cooperates  easily  with  routine 
procedures,  and  ha?  little  discomfort  will  have  less  diffi- 
culty adapting  postoperatively  than  the  patient  who 
takes  a  icng  time  waking  up,  exhibits  much  discomfort, 
and  finds  extreme  difficulty  in  coughing,  turning,  or  fol* 
lowing  simple  instructions.  Proceeding  on  such  assump- 
tions is  not  uPComm9h  in  nursing,  since  nursing  priictice 
has  tradjiionally^  been  based  on  experience"  (Elms, 
1972). 

This  in.^trument  was  developed  to  provide  in- 
fortnation  th2i<5,could  be  used  to  Systematically 
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examine  the  relationship  between  patients'  re- . 
covery  room  behaviors  and  their  patterns  of 
convalescence.  Assuming  that  the  positive  rela- 
tionships were  observed  between  these  two  sets 
of  variables,  information  on  the  former  could 
then  be'gathered  and  made  available  to  person- 
nel who  care  for  patients  postoperatively.  Hope- 
fully, such  information  could  be  used  to 
remediate  or  limit  the  severity  of  subsequent 
problems. 

Source  of  Items;  The  items  were  based  upon  a 
review  of  the  literature  and  the  author's  profes- 
sional experience. 

Procedure  for  Development:  The  instrument 
was  developed  by  observing  60  patients  in  the 
recovery  room  at  Parkland  Memorial  Hospital, 
Dallas,  Texas.  The  number  of  observation 
period?/ per  patient  varied  from  1  to  12.  Their 
ages  ranged  fiJDm  18  to  82  years/and  approxi- 
mately one-third  of  the  patients  were  males.  A 
variety  of  surgical  procedures,  having  a  wide 
variety  of  risk,  were  performed  on  tlie.  patients. 
The  surgical  procedures  lasted  from  .35  to  570 
minutes.  The  scores'  on  the  five  variables  de- 
rived from  this  instrument  were  examined  in 
relation  to  foiir  other  variables  derived  from  the 
Ppsioperative    Convalescence  Questionnaire 

(Elms,  1972).  *  »  - 

Reliability  and  Validity:  Interobserver  reha- 
bility  information  was  gathered  by  comparing 
the  author's  scores  on  the  five  measures  for  sev-. 
eral  patients  with  those  of  the  observer.  The 
Pearson  correlations  for  SB  A  and  SBC,  based  on. 
one  session  were  0.86.  The  Pearson  correlation 
for  RSC  in  two  sessions  was  0.88^  and  the  Pear- 
son correlation  between  the  negative  and  posi- 
tive Responses  to  External  Stimuli  was  0.86  for 
three  sessions. 

Scores  on  the  five  measur.es  of  Recovery  Room 
Behavior  were  correlated  with  scores  from  the 
Postoiierative  Convalescence.  Questionnaire 
(Elms,  1972).  Of  the  25  correlations  performed, 
only  four  showed  statistical  significance  to/ 
another  variable.^  Response  to  stimuli-negative 
responses  (RSNR)  was^the  most  sensitive  indi-  ^ 
cator  of  postoperative  recovery  as  measured  by 
the  Postoperative  Convalescence  Questionnaire 
(Elms,  1972). 

-   The  correlation  between  the  spontaneous  be- 
*  havior  comfoH  (SBC)  and  the  response  to  stimuli 
comfoH  (RSC)  was  0.72. . 

.  Use  in  Research:  Elrns's  (1972)  use  of  the  in- 


str.ument  is  described  in  the  reference  cited  be-. 

low.     ,  ' 

«     ■■  .  ^ 

Comments:  This  instrument  appears  to  have  a  . 
potential  for  providjng  information  on  the  vari- 
ables it  is  presumed  to  measure.  The  initial  in- 
terob&erver  reliability  information  suggests 
that  there  may  be  considerable  agreement  be- 
tween observers.  However,  it  would  be  desirable 
to  have  additional  information  regarding  the 
characteristics  of  these  measures  before  a  more 
definitive  conclusion  is  reached.  . 

The  information  available  does  not  indicate 
the  number  of  patients  or  the  range  and  type  of 
surgical  trauma  experienced  by  the  patients  in- 
volved in  the  reliability 'phase  of  this  test  de- 
velopment effort.  Since  training  was  required  to 
prepare  observers  to  use  this  instrument,  it 
would  be  useful  to  have  additional  information 
regarding  these  procedures. 

The  magnitude  of  the  relationships  between 
the  five  variables  measured  by  this  instrument 
and  those  from  the  Poistoperative  Convales- 
cence  Questionnaire  is  quite  small,  which 
suggests  that  how  a  patient  behaves  in  the  re- 
covery room  is,  minimally  related  to  convales- 
cence type  behaviors.  However,  since  the  results 
are  based  on  a  fairly  small  sample,  and  since 
they  are  incongruent  with  What  is  expected,  it  ^ 
would  be  useful  to  gather  additional  informa- 
tion on  a  larger  sample  of  patients.  Further  ex- 
ploration of  the  relation  of  recovery  room  scores 
to  other  convalescence  data  such  aathe  number 
of  pain  medications  received,  the  length  ofhos-  , 
pital  stay;  and  the  degree  or  type  of  sumc^ 

■ '  tr.au  ma  would  also  be  useful.  j 

.'  ■  .  ■         '■  * 

^References:; 

Elms,  Roslyn  R.  Recovery  room  behavior  and 
postoperative  convalescence..  Nursinp  Re- 
search ,  1972,  21 ,  390-397. 

Source  of  Information: 

Roslyn  R.  Elms,  R.N,.  M.S. 
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RECOVERY  ROOM  ACTIVITY  SCHEDULE:  GUIDELINES  FOR  SCORING  ^ 


During  each  IS-mlnute  observation  period,  the  observer  records  in  brief 
all  overt  Behavior  as  it  occurs,  including  verbalizations,  vocalizations,^  . 
and  body  iaovements.    He  then  scores  this  behavior  using  the  following 
guidelines: 


The  observer  used  this  score  when  the 
patient's  behavior  did  not  seem  to 
indicate  discomfort « 

Examples:    Patient  opens  his  eyes. 

Patient  says  "Thanks." 

1  -  mild  discomfort  This  rating  was  used  wh€in  the  behavior 

indicating  discomfort  was  of  low.  v 
intensity  and  of  short  duration,  showed 
only  slight  muscle  tension,  and  when 
t^he  pace  of  movement  wag^islow.  ,  Verbal 
pitch  was  soft  (below  normal  speaking 
level);  the  patient  was  apparently 
able  to  tolerate  the  situation  easily 
and  made  no  ofevious  attempt  to  relieve 
his  discomfort. 

'  . 

Examples:    Patient  slowly  turning  head  side  to 
side  for  3  seconds. 
-Patient  rubbing  incisions  slowly  with 

hand.  '  \ 

Patient  frowning,  but  with  only  fore- 
^  head  involved. 

Patient  scratching  ear. 
J>atient  whimpering  intermittently  for 
a  few  seconds. 


yi 

0     no  discomfort 
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-  moderate  dlsc/mfort  '    The  score  was  used  when  the' patient 

/  was  obviously  restless,  when  muscle 

/  .  /  tension  was  easily  apparent,  when 

movements  continued  at  a  regular 
^       and  quick  pace  and  Indicated  that 
the  patient  was  having  some  diffi- 
culty coping  with  the  situation  - 
and  was  making  some  effort  to 
relieve  his  doscomfort.  Verbals 
pitch  was  clearly  audible  (normal 
speaking  level  or  slightly  above). 

^  Examples:     Patient's  frowning  involves  fore- 

head, eyebrows,  ^yes. 
Patient  tossing  head  rapidly  side 

to  side  for  7  seconds/  - 
Patient  groaning  with  each  exhal- 
ation for  10  breaths* 
'  Patient  asks  nurse  for  help  in 

turning  over. 
Patient  adjusting  oxygen  mask  5  / 

times  consecutively* 


«  severe  discomfort 


f 

0 


t 

Examples: 


The  behavior  in  this  category  showed 
ifigid  muscle  tension  and  extreme  ^ 
restlessness;  movements  were  abrupt 
and  sometimes  wild;  the  behavior 
continued  over  an  extended  per iod^ 
of  time.    Verbal  pitch  was  loud 
enough  to  be  shouting  or  screening,  : 
and  the  situation  seemed-to  danand 
immediate  attention.    The  patient 
seemed^  unable  to  cope  with  the  ^ 
situation  and  was  trying  very  hard 
to  relieve  the  discomfort  in  some 
way. 

Patient  throwing  chest  at  side  rails 
twice  in  an  attempt  to  get  out  of 
bed.  ; 

Patient  grimaces  Involving  entire 
face,  mouth  pulled  back  and 
teeth  clenched.    Fist a  clenched 
so  knuckles  are  white. 
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Patient's  body  arching  Jrom  bed 
^   as  he  Is  suctioned •  'Neck 

muscles  rigid.. 
Patient  screaming  out  loud  several 

times  that  he  Is  In  severe  pain. 
Patient  yelling  for  a  nurse  to  help 

him. 

Patient  crying  uncontrollably. 


copyrighted  by  the  American' Lrnal  of  Nursing  Company;  reproduced  with  P«-«»J"^°" 
Copyrlgnteo    y     ^^^^^^^  reproduction  prohibited  without  permission  of  copyright  holder. 
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Title:  DATA  COLLECTION  SHEET  '''OR  /AS- 
SESSMENT^  OF  PATIENT'S  POTENTI  AL  FOR 
PRESSURE  SORES 

~^thor:  Gosriell,  Davina  J.  - 


Variables:  This  instrument  provides  informa- 
tion on  eight,  variables:  mental  status,  conti-  . 
nence,    mobility,    activity, »  nutrition,  _^kin 
>ppearance,  skin  tone,  and  skin/sensation.  Men-  ' 
tal  8tatii8  is  defined  to  mean  assessment  of  one's 
level  of  responses  to  his  environment.  Conti- 
nee  is  defined  as  amount  of  bodily  control  of 
urination  and  defecation.  Mobility  is.  defined  as 
amount  and. control  of  movenrent  of  one's  body.  ^ 
\JkdiivitU^  mean  anility  of  an  indi- 

Woual  to  walk.  Nutrition  is  defined  as  process  of 
food  intake.  Sfcin  appearanee  is  defined  to  mean 
the  aescription  of  observed  skin  characteristics. 
Skintone  is  defined  to  mean  degree  of.. turgor 
•and  tension  of  the  skin,  and  skin  sensation  is 
defiried  as  the  response  to  tactile  stimuli  of  the 
epidermis.  Each  of  the  first  five  variables  is 
operationalized  by  rating^  patiefit  on  the  single 
irating  Wale 'for  that  .variable;  skin  appearance," 
skin  tone,  and  skin  sensation  are  not:  rated 
numerically. 

Description: 

Nature\  and  Content:  The  Data  Collection 
Sheet  forVAssessmenjtr of  Patient's  Potential  for 
"Pressure  sores  is  made  ,  up  of  eight  qi^stions, 
each  of  which  provides  information  on  one  of  the 
eight  variafibles  described  above.  In  addition,  the 
instrumeinti  ts  designed  to  identify  information 
regarding  yital  signs,  medication,  and  demo- 
graphic infdirmation  such  as  age,  sex,  weight, 
height,  and  (jfiagnosis^  A.  rating  scale  with  three 
.  to  five  response  categories  is  provided  for  the 
first  five  variables  (mental  status,  continence; 
mobility,  activity,  and  nutrition).  No  numerical 
code  is  associifted  with  the  response  categories 
for  skin  appearance,  skin  tone  or  skin  sensation. 

*Five  Response  categories  are  used  to  de-scribe 
mental  sti(tus:  unconscious,  stuporous,  "con- 
fused, apathet\ic,  and  alert.  Four  response 
categories  describe  continence  status:  absence 
of  controU  minimally  controlled,^  usually  coYr-  ' 
trolled,  and  fully  controlled.  Four  response 
categories  describe  mqbilitytrstatus:  immobile, ^ 
very  limited,  slightly  Hmited,  and  ♦'uU.  Four  re- 
sponse categories  capture  information  on  activ- 
*  ity:    bedfast,    chairfast,    walks    with  •  help, 
and  ambulatory.  Three  response  categories  are 
used  to  provide  information  on  nutrition:*  poor, , 
fair,  and  good.  1 

Three  categories  are  used  to  assess/skin  toneij 


hard,  moderate,  and  lo6se.  No  instructions  were  ^ 
provided  on  how  to  apply  the^e  codes  other  than 
to  indicate  that  the  skin  at  identified  high  risk 
sites  should  be  stimulated  for  touch. and  2-point 
discrimination. 

Skin  appearance  is  assessed  by  the  rater 
using  his(her)  own  adjectives,  e.g.,  dry,  oily,  flac- 
cid, etc. 

Administration  and  Scoring:  This  instrument 
was  designed  to  be  used  by  a  nurse  as  one  part  of 
a'  typical  patieht  assessment  procedure.  From  3 
to  &  minutes  are  required  to  complete  the  in- 
strument.        '  *  . 

A  test  score  ii^  computed  by  summing  the  re-, 
sponses  to  the  first  five  variables.  The  score  may 
range  from  5  to  20.  A  low  score  is  presumed  to 
indicate  poorer  health  status. 

Development: 

Rhtiariale:  This  inistrument  was  developed  be- 
cauise  of  the  author's  belief  that  the  presence  of 

^pr^ssure  sores  constitutes  a  significant  pr.oblem, 
both  in  terms  of  cost  of  care  arid  personal  dis- 
comfort for  a  substantial  number  (10-15  per- 
c€^nt).  of  patients.  Since  little  information  was 
presumed  to  be  available  regarding  why  a  par- 
ticular patient  develops  pressure  sores,  it  was 
hope^THat  the  data  gathered  from  this  instru- 
ment would  provide  some  leads' that  could^'be 
used  to  reduce  the  incidence  of  this  prpblem. 
Source  of  Hems:  The  test  variables  >yere  based 

=  upon  research  conducted  by  Norton  et  al.  (1962). 
'  ProceduH  for  Development:  This  instrument 

[  was  administered  to  30;  patients  within  24  hours 

^  after  they  were  admitted  to  one  of  four  extended 

■  care  facilities  located  in  th/  Ohio  metropolitan 
area.  The  patients  ranged  in  age  from  65  to  91 
years.  All  but  one  were  Caucasian,  two-thirds- 

/  were  females.  None  of  these  persons  had  a  pres- 
sure spre  at  the  first  administration  of  the  test. 
The  instrument  was  readministered  to  patients 

'  on  a  biweekly  basis  for.  4  weeks,  unless  a  pres- 
sure sore  developed,  tor  the  patient  was  dis- 
charged. .  * 
Reliability  and  Validity:  No  information  was 

■  provided  regarding  the  test-retest,  gerieralized/ 
split-half,  or  interrater  ireliability  characteris- 

•  tics  of  the  instrument.  \ 
-Test  scores  on  this  instrument  for  the  30  pa- 
tients ranged  frpm  10  to  20.  The  mean  score  was 
approximately  17-  Four  of  the  30  patients  de- 
veloped pressure  sores.  Two  of  these  ha'd  scoi'es 
from  16-20.  Nineteen  patients  who. did  not  de- 
velop a^pressure  sore  afeb  had  scores  within  .thiis 
range.  The  otheB  two  patients  who  developed  a 
pressure  sore  had"  test  scores  from  11-15.  Six 
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patients  yvho  did  not  develop  a  pressure  sore  y 
also  had  scores  witHin  this  range. 

The  four  patients  who  developed  a  pressure 
sore  had  had  scores  on  this  test  which  decreased 
from  1  to  8  points  across  a /4-week  observation 
periods  Eight  patients  who  did  not  develop  pres- 
sure sores  had  similar  decreases  in  their  test 
scores. 

Use  in  Research:  Gosnell  (197^)  described  the 
development  and  use  of  the  instrument  in  the 
publication  referenced  below. 

Comments:  As  a  result  of  |ier  use  of  the  instru- 
ment, the  author  recommends  that  provision  for 
the  coUectioh  of  the  following  data  be  added  by 
any  potential  user:  ■ 

1.  Medications— name,  dpsage,  frequency; 

2.  Hydration  and  circulatory  status  including 
intake  and  output; 

*  3.  Temperature,  pulse,  respiration,  and  blood 
pressure  at  the  actual|  time*of  the  observa- 
tion of  t^e  patient;  T 
1     4.  Type  of  diet  ordered  for  the  patient; 

5;  A  measui^  of  protein  metabolism  via  labo- 
[       ratory  studies  to  more  accurately  assess 
i        each  patient's  nutritional  status. 
\    The  Data 'Collection  Sheet  for  Assessment  of 
i  Patient's  Potential' for  Pressure  Sores  appears 
to  be.  e'asj^  t,o  administer  and  score,  a'ncLthe  item., 
used  to  measure  each  variable  appears  to  have 
jface  vilidity*  Consequently,  the  instrument  ap- 
i)ears  to  have  some  potential  for  providing  in- 
.  formation    regarding    the    development  of 
i)ressure  sores.  However,  due  to  the  very  limited 
.  nature  of  the  ^ampje  (only  fouj:  patients  actually 
developed  pressure  sores),  and  the  similarity  in 
tWt  scores?  both /at  a  point  in  time  and  across 
t[me  for* those  -v^o  did  and  those  who  did  not 
develoi)  tressurrf  sores,  It  is^pr^mature  to  draw 
aW  definitiveyconclusions  about  the  ultimate 
usefulness  of  the  instrument.  \^ 
.  iThe  ,rating  categories  for  the  various  vari\ 
ablesyare  fairly  easy  to  understand.  The  end 
pp^rji^  of  each  set  of  rating  categories, 'in  par- 
*^ular,  are  clear  and  distinct.  However,  there  is 


some  ambiguity  in  categories  adjacent  to  each 
other.  For  example,  for  the  variable  mobility , 
the  choices  "yery  limited"  and  "sli'ghtly. limited"  / 
are  defined/  by  essentially  the  same  phra^,es— 
"Requires  assistance  to  change  position"  and 
"Requir^^  the  assistance  of  another  person  to 
change/position."  Consequently,^  is  uncertain 
what  (determines  bow  an  observer  decides  which 
category  to^use  for  a  particulai*  observation.  ^ 
yko  information  was  presented  that  provided  a 
-Rationale  for  combining  the^responses  to  the  fifve 
variables  into  one  score.  Thennformation  avail- 
able does  not  indicate  a  substantive  relatioiiship 
between  a  total  test  scc^w  and  the  presence  of 
pressure  sores.  It  Avould  oe  useful,  therwre,  to 
have  information  regarding  the  relationship  be- 
tween individual  variables  and/or  vamus  com- 
binations of  variables '  and  the  presence  of 
pressure  sores.  A  large  number  of  patients 
'  should  be  studied,  and,  from  such  data,  a  factor 
weighting  scheme  based  on  empirical  evidence 
(developed  which  would  identify  those  patients 
at  risk  for  developing  decubiti. 
,  •  Any  potential  userishpuld  consult  all  of  the 
mdst  recent  literatur«>available  on  decabiti^as 
well.  " 

References:  \ 

Gosnell,  D.avin^  J.^Stiwit^fsessment  tool  to  iden- 
tify pressure' sores.  Nursing  Research,  1973, 22 
(1),  55-59.  .  ,  1^ 

Norton,  Doreen,  e^  al.  An  investigation  ofgeriat 
ric  nursing  problenis  iji  hospitals.  Londpn 
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DATA  COLLECTION  SHEET  FOR  ASSESSMENT  OF  PATIENT'S  < 


fOTENTIAL  FOR  PRESSURE  SORES 


( 


Sex 


Diagnosis,^ 


Date  of  Admission, 
Date  of  Discharge^ 


RATING  SCALE 


■9 

MENTAL 
STATUS: 
5  Alert 
4  Apathetic 
3  Confused 
2  Stuporpus 
V  U^onsctouS'/ 

corniNEijCE^ 

4   Fully  controlled 
3  Usually  Controlled  . 
2  Minimally  Controlled 
1  Absence  of 
Control 

MOBILITY:  _ 

4   Full  /   

3  Slightly 
Limited 
.  2  Very  Limited 
1  iDitnblle 

ACTIVITY: 

4  Ambulatory 
Walks  with 
^Syassi  stance 
2  Chair fast 
1  BedTast 

NUTliniON: 

3  Good 
2  Fair 
1  Poor 

»      \  ^ 

TOTAL  SCORE 

.  r  . 

* 

•  * 

t 

a 


■ 


M 
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Vital  r 

SIGNS 

SKiH 

APPE»\RANCE 

SKIN  , 
TONE; 

p.. 

SKIN 

SENSATION 

MEDICATIONS: 

COMMENTS: 

BP. 
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GUIDE  FOR  NUMERICAL  RATIIIO  OF  FHE  OFFINEO  CATEGORIES 


RATING 


HenUl;  Status; 

An  assessment  of 
.one's  level  of 
response  to  his 
environment. 


Unconscious; 

Mon- responsive 
to  painful 
stimuli 


Stupe  rous: 

Total  disorien- 
tation. Does 
not  respond  to 
naine^  simple 
commands,  or 
verbal  stimuli 


Confused: 

Partial  and/qr 
in teniiittent  di s- 
orlentation  io  TPP. 
Purposeless  response 
to  stimuli.  Restless 
aggressive,  irritable, 
anxious  &  may  require*^ 
tranquilizers  or 
sedatives  ' 


Apathetic: 

liethargic,  for- 
jgctful,  drowsy, 
passive  &  dull , 
slijggish,  depressed. 
Able  to  obey  simple 
coninands.  Possibly 
disoriented  to  time. 


Alert: 

Oriented  to  timet 
place,  4  personr 
Responsive  to  all. 
stimuli,  and 
understands 
explanations. 


Continence;  ^ 

•  7  " 

The  .ampunt  of 
bodily  cfintrol 
of  urination  & 
defacatlon. 


Absence  of 
Control : 

Incojitienet 
of  both 
urine  &  feces 


Hiniiikilly  con- 
trolled: " 

Often  incon- 
tinent of 
urf?ie  with 
occasional -to 
often  inconti- 
nence of  feces. 


Usually  cort- 
tfoVled: 

Incontinent  of  - 
urine  4/or  of 
feces  once  in 
awhile  -  or  - 
has  foley  cath- 
eter &  is  incon- 
tinent of  feces. 


Itobility: 

The  e;-nbunt  and 
control  of  move- 
ment of  one* s 

-body^x-^l  


Iiignobile:- 

Does  hot  assist 
self  in  any  way 
to  change  posl-^l,, 
-ti  ohTT^  r  una  bl  e 
to  change  position 
withO'^i  assistanV^. 
Is  completely  de  ^ 
pendent  on  others 
for  moventcnt. 


I  Very  Li mi  ted: 

Requires  assis- 
tance to  change 

_pQs.i  tion  Offers 

minima)  'assls-. 
t^nce  in  helping 
to  change  one^s'^ 
position.  .  May 
have  contrac- 
tures, paraly- 
ses, etc.  . 


Slightly:  Limited: 

Able,  to_ control 
and  nwve  all  ex- 
-  treiui  tieirbut^ 
some  degree  of 
llmi  tiition  may 
be  present.  Re- 
quires the  assis- 
tance of  another 
person  to  change 
position. 


Activity: 

The  ability  of  an 
Individual  to  . 
ambu3ate^ 


Bedfast: 

Is  confined  to 
bed  d)jr1ng 
entire  24  hours 
of  they  day. 


Chairfast: 

Ambulates  only 
tii  ^  chair; 
ruqtr  res 

assistance  to  do 
so-or-is  con  - 
fined to  a 
wheel'^halr. 


Walks  with  Help: 

 . —  1- 

Able  to  ambulate 
wvth  assistance 
of  another  per- 
son, braces,  or 
crutches.  *  finy 
ha*6  limitation 
qf  stairs. 


Z1& 


Fullv\Con trolled: 

Total  control  of 
urine  ind  feces. 


Full: 


Able  to  control  and 

jKweall^^   ^ 

at  wiTTr^Huy  require 
the  use  of^  a  aev'tce.but,^. 
can  turn,  (lift,  pull,  » 
balance,. apd  attain  sitting 
position  at  will. 


Ambulatory:!  / 

Is  able  to  ^/alk  unassisted. 
Rises  from  bed  unassisted. 
With  the  usi  of  a  devfice  such 
as  cane,  of  walker  is  able*"! 
to  ambulato'viiUiout  tha  assistance 
of  another  person. 


EKLC 


r  Nutrition; 

V  The  process  of 
.>food  Intake. 


Poor: 

SelckMR  eats  a 
complete  iwal. 
Eats  only  a 
few  bites  of 
food  at  a  heal* 
Is  dehydrated 
K  has  nlnlnar 
fluid  Intake. 


Fair; 

Occasionally 
refuses  a  meal  or 
frequently  leaves 
the  larger  por- 
*tion  of  a  meal. 
Hust  be  encour- 
aged to  take 
fluids.  \ 


Good:  . 

Eats  some  food  from 
each  category  of  the 
Basic  4  every  day. 
Drinks  6-8  glasses  of- 
fluid  every  day. 
Eats   the  major  portion  of 
each  meal  served  -  or  -  is 
receiving  tube  feedings. 


^AssessMent  of  the  skin  was  made  but  not  rated  numerically.   It  was  described  In  the  following  manner: 


Skin  Appearance: 

A  description- of 
.  observed  skin 
characteristics. 


Terms  used; 

Dry*  o11y»  wrinkled,  scaly,  flaccid,  etc. 


Skin  Tone:  .  . 

The  degree  of  turgor 
and  tension 'of  the  skin 
deternined  by  pinch 
at  specific  high-risk  suites, 
for  pressure'* sores. 


Hard      Moderate  Loose 


Skin  Sensation; 

The  response  of  an 
>  Individual  to  tactile 
stfnull  of  the 
iepi  dermis.  Identi- 
fied high-risk  sites  for 
pressure  sores  stimulated 

for  tou/rh  and  two  point  

— descrlmi  natlonT^ 


None      Slight      Moderate  Great 
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Title:  ORAL  HYGIENE  INDEX  (OHI)  and 
SIMPLIFIED  ORAL  HYGIENE  INDEX 
(OHI-S)  .  . 

Authors:  Greene,  John  C,  and  Vermillion,  Jack 

Variable:  Oral  hygiene  as  identified  by  the  ex- 
tent of  oral  debris  and  cal::ulus  found  on 
selected  teeth  is  the  variable.  Oral  debris  is  de- 
fined as  the  soft  foreign  matter  loosely  attached 
to  the  teeth.  It  consists  of  mucin,  bacteria,  and 
food,  and  varies  in  color  frbm  greyish-white  to 
*  green  or  orange.  Calculus  is  defined  as  a  deposit 
»of  inorganic  salts-composed  primarily  of  calcium 
carbonate  and  phosphate  mixed  ^th  food  de- 
bris, bacteria  and  desquamated  epithelial  cellsi. 

Description: 

Nature  and  Content:  Both  of  these  instru- 
ments include  a  physical  examination  of  the 
mouth  and  a  scoring  system  used  to  rate  the 
cleanliness  of  the  mouth.  As  their  titles  indicate, 
the  OHI-S  is  a  sirnplified  version  of  the  OHI 
desigrod  to  offer  a  more  rapid  method  for 
evaluating  oral  cleanliness  of  population 
:groups.  ' 

"  The"* two  instruments, differ  in  the  number  of 
tootli  surfaces  scored, -the  metV^od  ofWecting 
surfaces  to  be  scored,  and  the  sciores  which  can 
be  obtained.  For  the  Simplified  Oral  Hygiene 
Index,  jnly  6  surfaces  (from  4  posterior  and  2 
anterior  teeth)  are  examined  for  debris  and  cal- 
culus; 12  surfaces  are  examined  for  the  Oral 
Hy,^;i'3ne  Index.  Only  fully  erupted  permanent 
teeth  are  scored. 

Both  the  OHI  and  the  OHI-S  have  two  compo- 
nents, the  Debris  Index  8tnd  the  Calculus  Index. 
Each  of  these  Indexes,"  in  *-urn,  is  based  on  nu- 
merical determinations  representing  the 
amount  of  debris  or  calculus  found  on  the  pre- 
selected surfaces.  Th^  individual  Indexes  are 
derived  from  scpres  based  on  the  fraction  of 
tooth  surface  area  covered  by  debris  or  calculus. 

^  The  scores  and  criteria  for  both  Indexes  are 
identical. 

The  scores  and  criteria  for  oral  debris  are: 

0 —  No  debris  or  stain  present. 

1 —  Soft  debris  covering  not  mote  than  one- 
third  of  the  tooth  surface,  or  the  presence 
of  extriflsic" stains  without  ot^ier  debris  re- 
gardless of  the  surface  area  covered. 

2—  Soft  debris  covering  more  than  one-third, 
but  not  more  than  two-thirds,  of  the  ex- 
posed, tooth  surface.  " 

-  r..  3 — Soft  debris  covering  more  than  two-thirds 
of  the  exposed  tooth  suif  ace. 


The  scores  and  criteria  for  oral  calculus  are: 

0 —  ^No  calculus  present. 

1—  Supragingival  calculus  covering  not  more 
than  one-third  of  the  exposed  tooth  sur- 
face. ^  , 

2 —  Supragingival  calculus  covering  more  than 
one-third  but  not  more  than  two-thirds  of 
the  exposed  tooth  surface,  or  the  presence 
of  individual  flecks,  of  subgingival  calculus 
around  the  cervical  portion  of  the  tooth,  or 
h^h.  '      '  * 

3 —  Supragingival  calculus  covering  more  than 
'  two-thirds  of;  the  exposed  tooth  surface,  or 

a  continuous  heavy  band  of  subgingival 
calculus  around  the  cervical  portion  df  the 
tooth,  or  both* 
Diagrams  and  illustratic  -s  of  these  scoring 
categories  are  included  in  Greene  and  Vermill- 
ion (1960). 

Administration  and  Scoring:  To  determine 
the  debris  and  calculus  scores,  each  of  the  pre- 
selected surfaces  are  examined,  first  for  debris; 
and  then  for  calculus.  In  both  .instruments  the 
surface  area  covered  by  debris  is  estimated  by 
running  the  side  of  a  No.  23  explorer  (Shepard's 
Crook)  along  the  tooth  surface  being  examined.  • 
The  occlusal  or  incisal  extent  of  the  debris  is 
noted  as  it  is  removed.'  A  No.  23  explorer  is  also 
used  to  estimate  the  surface  area  covered  by 
supragingival  calculus  and  to  probe  for  subgin- 
gival calculus.  The  examiner  is  instructed  to 
score  the  lesser  value  when  in  doubt  about 
which  score  to  assign.  It  was  estimated  that  not 
more  than  2  njinutes  per  person  were  required 
for  the  OHI  examinations  given  in  one  study 
(Greene  and  Vermiilion,  1960).      '  . 

When  preparing  to  use  the  debris  and  calculus 
components  of  the  OHI  and  OHI-S,  standardiza- 
tion of  examiv::ers  and  examinsltion  procedures 
are  essential  T!K^.  sequence  of  observations  is 
quite  critical.  When  other  types  of  observatij^ns 
are  to  be  made,  the  sequenq^  shouid  be  such 
that  the  debris  and  calculus  are  not  disturbed 
before  they  are  assessed 

As  stated  above,,  the  criteria  ^ised  to  assign 
the  scores  to  the  tooth  surfaces  in  tHe  OKI-S  are 
the  same  as  those  used  for  the  OHI.  The  same 
procedure  is  followed  to  compute  scores  for  both 
instruments,  the  only  difference  being  that  12 
scores  are  recorded  for  each  Index  of  the  OHI 
and  six  scores  for  each  Index  of  the  OHI-S.  After 
the  scores  for  debris  and  calculus  are  recorded, 
the  Index  values  are  calculated.  For  each  indi- 
vidual, the  debris  scores  are  totalled  and  divided 
by  the  number  of  surfaces  scored.  (In  the  OHI-S, 
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at  least  two  of  the  six  possible  surfaces  must 
have  been  examined  for  an  individual  score  to 
be  calculated.)  A  score  for  a  group  of  individuals 
is  obtained  by  computing  the  average  of  the  in- 
dividual scores.  The  average  individual  or  group 
score  is  known  .as  the  Qebris  Index  (DI).  The 
same  methods  are  used  to  obtain  the  calculus 
score  or  Calculus  Ihdex  (CI),  The  average  indi- 
vidual or  group  debris  and  calculus  scores  are  ^ 
combined  to  obtain  the  Oral  Hygiene  Index  or 
Simplified  Oral  Hygiene  Index.  The  CI  and  DI 
values  may  each  range  ft  om  0  to  6,  and  the  total 
Index. values  from  0  to  12,  on  the  OHI.  These 
values  are  reduced  by  half  for  the  OHI-S. 

In  one  study  using  the  OHI-S  (Greene,  1963) 
subjective  assignments  of  the  terms  ^'good," 
"fair,"  and  "poor"'  were  applied  to  correspond  to 
different  levels  of  debris  and  calculus  for  two 
groups  of  children  12-14  years  of  age.  The  ranges 
for  the  DI-S  and  CI-S  6f  thesa  groups. were:  good 
(0.0  to  0.6),  fair  (0.7  to  1.8),  ami  poor  (1.9  to  3.0). 
The  ranges  for  the  same  groups  for  ihe  OHI-S 
(overall  index  score)  were:  good  (0.0  to  1.2),  fair 
(1.3  to  3.0),  and  poor  (3.1  to  6.0). 

Developmeot:  °   .  .  -o  i 

Rationale:  The  need  to  categorize  individuals 
and  groups  to  their  oral  hygiene  status  was  the  * 
force  that  precipitated  the  development  of  the 
Oral  Hygiene  Index.  "'  ■  ' 

The  authors  believed  that  ^uch  a  tool  would  be 
useful  when  studying  the   epidemiology  of 
periodontal  disease  and  oral  calculus,  when  as- 
sessing tooth  brushing  efficiency,  and  when 
evaluating  the  dental  health  practices  of  a 
community  and  the  immediate  as  well  as  long- 
term  effects,  of  dental  health  education  proce- 
dures.. ,     •  ,  .  .     ,  1 
..  The   authors  felt  that  the   original  Oral 
Hygiene  Index  required  the  user  to  mak.  more 
decisions  and  to  spend  more  time  in  arriving  at 
his  evaluation  at  an  individual's  oral  cleanliness  ^ 
■  than  is  always  warranted.  Therefore,  an  effort 
was  made  to  develop  another  equally  sensitive 
.index  which  would. reduce  both  the  number  of 
decisions  required  cn  the  part  of  the  examiner 
and  the  time  required  for  the  inspection.  The 
result  of  this  effdSrt  is  -the  Simplified  Oral 
Hygiiene  Index.              ,    .     .    ,  , 

Source  of  Items:  The  content  of  the  Indices 
was  based  upon  a  retaew  of  the  literature  and 
the  professional  experience  of  the  author,. 

Procedure  for  Development:  In  the  develop 
ment  of  the  OHI-S,  232  men,  women,  and  ; 
dren  from  Huntfjigton,  W.  y:x.  iind  SuUland,  j;! 
>  Were  examined,  and  ewr-.   ■  •  th  surface  was 


scored  for  debris  and  calculus.  After  careful 
study,  six-surfaces  were  selected  from  among  all 
of  these  surfaces  as  those  which  provide  rea- 
sonably representative  information  on  the  oral 
cleanliness  of  the  segment  oCthe  mouth  of  which 
they  are  part  as  well  as  the  whole  mouth. 

Reliability  and  Validity:  A  group  of  Navy  re- 
cruits were  examined  and  reexamined  in  the 
same  half  day  by  the  same  examiners  (Smith  ,  ;  , 

al.,  1970).  Reexaminations  were  randomly  .i.' 
termixed  with  examinations'  of  new  recruits  so 
the  examiners  did  not  know  when  a  reexamina- 
tion was  being  performed.  Debris,  supragingival 
calculus,  and  subgingival  calculus  scores  were 
recorded  separately.  The.  overall  percentages  of 
agreement  between  first  and  second  scores  on 
the  627  surfaces  examined  were:  debris  80  per-^ 
cent,  supragingival  calculus  93  percent,  and 
subgingival  calculus  76  percent.  These  figures 
represent  the  percentage  of.  intraexaminer 
agrC'.iment.  IntereXaminer  agreement  percent- 
ages in  other  studies  have  been  lower. 

An  inverse  relationship  between  oral  hygiene 
scores  and  tbothbrushing  frequency  was  dem-  . 
onstrated  in  a  field  trial  of  the  OHI  (Greene  and 
Vermillion,  1960).  A  positive  correlation  was 
demonstrated  between  the  debris,  calculus,  and 
OHI  and  Russell's  Periodo'>?al  Index,  and  the 
OHI  was  shown  to  be  more  closely  correlated 
with  the  Russell  Periodontal  Index  than  either 
of  the   OKI's  separate   component  indexes 
(Greene  and  VermilUon,  I960); 
Use  in  Research:  The  OHI  and  OHI-S  have  been 
used   in   many  clinical   and  epidemiological 
studies.  Two  examples  of  the  use  of  the  OHI-S 
are    provided    in    the    reports,  by  Suomi, 
"Periodontal  Disease  and  Oral  Hygiene  in  an 
InstitutionaUzed   Population:    Report   of  an 
Epidemiological    Study"    (1969)    and  Smith 
Suomi,  Greene,  and-Barbano,  "A  Study  of 
Intra-Examiner   Variation    in    Sconng  Oral 
-Hygiene  Status,.  Gingival  Inflammation,  and 
Epithelial  Attachment  Level"  (1970). 
'  Comments:  The  OHI  and  OHI-S  have  proven 
usrful  in  evaluating  dental  health  education 
programs  in  public  school  systems,  in  evaluat- 
ing tire  cleaning  efficiency  of  toothbrushes,  and 
in  evaluating  patients'  oral  hygiene  practices.  A 
modification  of  the  calculus  portion  of  the.ir|dex 
.as  been  used  in  a  study  of  the  epidemiology  of 
calculus  formation,  and  a  modification  of  the 
OHI-S  has  been  emplojfed  in  a  longitudinal 
atudy   of  periodontal   disease.   The  author- 
suggests  -joveral  modifications  of  the  examina- 
tion procadure  if  the  purpose  of  the  examination 
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is  to  determine  the  effectiveness  of  a  device  or 
procedure  in  removing  soft  deposits  from  the 
teeth,  or  when  small  differences  among  patients 
are  expected  (Greene,  1967). 
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ORAL  HYGIENE  INDEX  (OHI)  AND  SIMPLIFIED  ORAL  HYGIENE  INDEX  (OHI-S) 


Name 


Age 


Sex   M     F.    Grade  Race  W  N  


School 


Date  of  Examination 


DEBRIS 


CALCULUS 


Debris  Index, 


Calculus  Index 


Oral  Hygiene  Index 


Frequency  of  Toothbrushing:    Seldom  Daily 

BID  TID 


2Si 
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■  .     ■  '  CRITERIA  FOR  CLASSIFYING  ORAL  DEBRIS 

Oral. "debris  is  defined  as  the  soft  foreign  matter  on  the  surface  of  the 
teeth,  consistihg  of  mucin,  bacteria  and  food,  and  varying  in  color  from 
greyish  white  to  green  or  orange. 

As  stated  previously,  two  scores  should  be  assigned  to  each  segment  in 
which  there  are  fully  erupted  permanent  teeth  present:    one  score  for  the 
buccal  surface  having  the  greatest  surface  covered  by  debris  and  one  score 
for  the  lingual  surface. 

*  ■ 

-The  scores  and  criteria  far  oral  debris  are:  ^ 

Q;-No  debris  or  stain  present.   „  '  '  *  . 

1*— Soft  debris  coverins  not  more  than  one  third  of  tbe  tooth  surface, 
or  the  presen.ce  of  extrinsic  stains  without  other  debris  regardless  of  sur- 
face area  covered. 

2—  Soft  debris  covering  more  than  one  third,  but  not  more  than  two  thirds, 
of  the  exposed  tooth  surface'.  ^ 

3—  Soft  debris  covering  m^re-  than  two  thirds  of  the  exposed  tooth  surface. 

■  '■      .  \  "         „  '       ■  '  •  •• 

Copyrighted  by  the  Journal  of  the  American  Dental  Association;  reproduced  with 
permission  by  the  Health  Resources  Administration.    Further  reproduction 
prohibited  without  permission  of  copyright  holder. 
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CRITERIA  FOR  CLASSIFYING  CALCULUS 

Dental  calculus  is  defined  as  a  deposit  of  inorganic  salts  composed  primarily 
of  calcium  carbonate  and  phosphate  mixed  with  food  debris,  bacteria,  and 
desquamated  epithelial  cells.    Dental  calculus  is  divided  into  two  types, 
differentiated  primarily  by  location  on  the  tooth; in  relation  to  the  free 
gingival  margin:    (1)  "supragingival  calculus"  denote^^deposits  • 
-located  occlusal  to  the  free  gingival  margin  and  usually  white  to  yellowish 
brown  in  color;  and  (2)  "subgingival  calculus"  denotes  deposits  J ocated 
apikally  to  the  free  gingivaV  margin,  which  are  usually  light  brown  to 
black  in  color  because  of  inclusion  of  blood  pigments. 

Qnly  definite  deposits"of  hard  calculus  should  be  recorded.    Adcordlng  to^^t^^^ 
criteria,  two  scores  are  assigned  to  each,  segment  having  one  or  more  fully 
erupted  permanent  teeth  present-on.  score  for  the  buccal  surface  m  the  . 
segn^nt  and  one  score  for  the  lingual  surface  having  the  greatest  accumu-  • 
.  ration  of  calculus.    The  buccal  score- and  the  lingual  score  for  a  particular 
segment  need  not  be  taken  from  the  same  tooth. 

The  scores  and  criteria  for  oral  calculus  are: 

0-  No  calculus  present.  ^   *  4.u-  ' 

1-  Supragingival  calculus  covering  not  more  than  one  third  of  the 

exposed  tooth  surface.    ^  ^         4.u  » 

2-  Suprag1ngival  calculus  covering  nore  than  one  third  but  not  »re  than 
two  .th1rds  of.  the  exposed  tooth  surface  or  the  presence  of  Individual  flecks 
^of  subgingival  calculus  around  the  cervical  portion  of  the  tooth  or  both. 

■  al-Supragingival  calculus  -covering  n«re  than  two  thirds. of  the  exposed 
,to.th  surface  or  a  continuous  heavy  band  of  subgingival  calculus  around  the  . 
'  cervical  portion  fif  the  tooth  .or  both. 

prohibited  without  perral^STon  of  copyrignc  no 
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Title:  INDEX  OF  INDEPENDENCE  IN 
ACTIVITIES  OF  DAILY  LIVING  (INDEX  OF 
ADD 

Author:  Katz,  Sidney 

Variables:  The  Index  of  ADL  measures  the  in- 
dependence of  the  chronically  ill  and  aging  per- 
son in  the  performafice  of  six  hierarchically 
related  functions:  (1)  bathing,  (2)  dressing,  (3) 
going  to  toilet,  (4)  transferring,  (5)  continence, 
and  (6)  feeding.  Independence  is  defined  ias  ''act- 
ing without  supervision,  direction,  or  active  per? 
sonal  assistance,"  and  performance  is  based  on 
actual  status,  not  on  ability. 

■'  ^ 

Description: 

Nature  and  Content:  This  instrument  has.two 
parts:  (D  a  6-item  observational  rating  scale 
(called  the  Evaluation  Form)  on  which  the  ob- 
server checks  one-  of  three  degrees  of 
independent-deifendent  behavior  for  each  of  the 
six  functions,  ana  (2)  a  grading  or  scoring  sheet 
(called  the  Index)  which  specificallly  defines  in- 
dependence and  dependence  in  terms  of  the  six 
functions  and  permits  the  patient  to  be  ranked 
according  ta«a  defined  continuum.  Each  item  on 
the  rating  scale  is  fully  anchored  and  designed 
to  increase  observer  awareness  of  subtle  . 
distinctions  byintroducing  an  intermediate  de- 
scription. This  intermediate  position  is  trans- 
lated into  dependience  for  some  items  and  into 
independence  for  others  in  the  bipolar  defini- 
tions on  the  scoring  sheet.  Definitions  and 
categories  for  grading  the  patient  are  presented 
on.  the  instrument  itself. 

Administration  and  Scoring:  Extensive 
guides  are  riot  needed  to  administer  the  Index, 
although  initially  the  observer  may  be  required 
to  study  the  definitions  provided  for  each  of  the 
six  functions.  By  means  of  a  senes  of  questions 
and  observations,  the  observer  forms  a  mental 
picture  of  the  patient's  ADL  status  as  it  existed 
Muring  a  2-week  period  preceding  the  evalua- 
tion. The  observer  may  create  .test  situations, 
such  as  asking  the  patient  to  show  the  observer  , 
the  bathroom,  as ''a  means  of  verifying  observa- 
tions. If  special  conditions  or  regulations  exist 
which  might  influence  the  ratings,  these  should 
be  noted.  For  examplera  patient  might  not  be 
allowed  use  of  the  shower  unattended. 

The  rating  scale  allows  for  classification  of  pa- 
tient behavior  on  each  of  the  six  variables  on  a 
3-point  scale.'  In  order  to  sc^r^  the  Index,  the 
investigator  reduces  the  obL^^^ed  behavior  to 


cither  independent  or  dependent  by  following 
the  definition  guidelines  on  the  scoring  sheet. 
For  example,  a  person  who  can  eat  without  as- 
sistance except  for  cutting  meat  and  buttering 
bread  (the  intermediate  position  on  the  scale  of 
feeding)  is  classified  as  independent,  while  the 
person  wh-:  needs  assiiitance  in  gettin:^'in  or  out 
of  bed  or  a  chair  (the  intermediate  position  on 
the  scale  of  transfer)  is  classified  as  dependent. 
The  patient  is  ultimately  scored  on  a  continuous 
scale  of^sA  to  G,  where  A  represents  indepen- 
dence and  G  dependence  in  all  functions.  This 
hierarchical  grading  scale  is  designed  to  refJ-ict 
the  order  of  recovery  (or  the  progressive  loss  of 
ability).  Occasionally,  a  patient  who  -can 
adequately  perform  a  more  basic  fanction  but 
not  a  less  basic  one  may^bfe  classified  as  "other." 
,  By  definition,  ^his  classification  is  more  depen^- 
dent  than  A  or  B,  but  more  independent  than  G. . 

A  modified  form  of  scoring  the  Index  of  ADXi 
has  been  successfully  used  and  eliminates  the 
need'  for  the  category  of  "other."  In  this  version, 
scores  of  the  Index  of  ADL  represent  the 
number  of  activities  in  which  the  individual  is 
dependent.  Scores  expressed  as  0, 1, 2, 4, 5,  or  6 
thus  reflect  th^  number  of  areas  of  dependence 
as  a  single  su^  .mary  term.  Th^s  type  of  scoring 
correlates  highly  with  the  original  scale  and 
does  not  assume  an  inherent  hierarchical  order 
among  the  variables. 

Development: 

Rationale:  The.  .Index  of  the  ADL  was  de- 
veloped to  study  the  results  of  treatment  and 
prognosis  in  the  elderly  and  chronically  ill. 

In  the  course  of  the  use  of  the  instrument,  it 
has  been  obsc :  "'ed  that  the  order  of  recovery  of 
Index  functions  in  disabled  "patients  is  remark- 
ably similar  to  the  order  of  development  of  pri- 
^•mary  functions  in  children.  Th#  parallelism  and 
similarity  to  the  behavior  of  primitive  people 
described  in  anthropolo.  ical  studies  .has  given 
rise  to  the  theory  that  the  Index  appears  to  be 
based  on  primary  biolbgical  and  psychosocial 
functions  and  reflects  the  adequacy  of  organized 
neurological  and  locomotor  response  (Katz  et 
al.,  1963).  ' 

Source  of  Items:  Items  were  developed  from 
extensive  observations  of  function-dysfunfctibn 
among  severely  disabled  people.  Activities 
which  appeared  empirically  to  be  related,^-  a 
hierarchical  nature  were  retained,  and  thAse 
which  were  not  hierarchically  related  were  dis- 
carded. «Guttman-type  techniques  wejie^tilized 
in  item  selection.^ 

Procedure  for  Development:  The  original  form 
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of  the  instrument  was  constructed  as  a  result  of  . 
detailed  analyses  of  the  patterns  of  activity  J 
status  (not  afc'Hty)  in  study  patients.  It  included 
detailed  definitions  foi:  the  six  functions  to- 
gether with  thie  A-G  ranking  classifications.  The 
observational  3-point  rating  scale  was  de- 
veloped at  a  later' date,  and  the  operational 
definitions  for  use  with  this  scale  have  teep  ex- 
panded. _^  .  .  • 

Reliability  and  Validity:  After  a  short  train- 
ing period,  simultaneous  observers  differed  in 
their  observations  only  once  in  20  evaluations  or 
less  frequently.  Katz  et  al.,  (1970)  investigated  ^ 
the  predictive  vaUdity  of  the  ADL  using  as  sub- ' 
jects  270  patients  discharged  from  a  hospital  foi- 
the  chronically  ill.  T.he  measure  of  relationship 
used  was  the  Index. of  Order  Association.  The 
ADL  was  administered  at  the  time  of  hospitali- 
zationj  then  patients  were  observed  2  years 
after  discharge  and  evaluated  in  terms  of  three 
criteria:     survival,     mobility,     and  house- 
confiribment.  Relationships  with  ADL  .'scores 
were  ks  follows:  survival,  -0.22  (not  significant); 
mobility,  0.50  (significant  at  0.05  level);  and 
house-confinement,  0.39  (not  significant  at  0.05 
level,  but  significant  at  0.10).  All  relationships 
were  in  the  hypothesized  directions.  ^ 

The  independent  convergence  between  the 
hierarchical  or^r  of  variables  within  this  scale 
and  the  hierarchical  orders  of  behavior  in  cHild 
development  and  in  primitive-civilized  de- 
velopment give  supportive  evidence  to  the  con- 
struct validity  of  the  instrument.  The  successiul , 
use  of  the  instrument  to  detect  group  differ- 
ences in  various  research  studies  pr  '^^s  some 
evidence  of  the  discriminatory .  va  of  the 
instrument.  ,  _ 

•  Use  in  Research:  This  instrument  has  been  used 
frequently  to  assess  need  for  care,  to  determine 
the  effectiveness  of  treatment,  and  as  a  teach- 

.  ing  aid  in  rehabilitation.  It  has  also  been  used  as, 
a  todl  to  help  accumulate  information  about 
prognosis  and  aboUt  the  dynamics  of  disability 
in  the  aging  process  (Katz  et  al.,  1970,  Katz  and 

.  Akpom,  1976KAS  an  example,  300  consecutively 
discharged  patients  from  Abington  House,  a 
hospitalforthe  chronically  ill  in  Cleveland,  were 

-  admitted  into  a  2-year  study  whose  primary  goal 
was  to  test  experimentally  the  effectiveness  of 
a  sustained  program  .of  home  nursing  services 

,  after  rehabilitation  (Ford  et  al.,  1965). 

Comments:  Interobseryer  reliability  as  reported 
is  relatively  high  for  this  type  of  measure.  The 
predictive  validities  are  low  to  moderate,  al- 


though it  shguld  be  noted  that  the  time  span 
between  administration  of  the  ADL  and  as- 
sessment of  the  outcome  criteria  is  long  (2. 
years),  and  the  criteria  are  vigorous.  The  ADL 
should  be  useful  in  studies  on  prevention  of  dis- 
ability and  in  nVaintenance  of  rehabilitatioif 
gains  in  the  aged/  It  may  also  be  quite  useful  in 
theoretical  studies  designed  to  test  the  similar- 
ity between  recovery  of  disabled  patients  and 
developmental  growth  of  children.  Users  are 
Urged  to  respect  the  six  variables  measured  as 
to  their  utility  for  the  particular  purpose  at 
hand.  In  some  castr,  it  may  be. desirable  to  use 
^ales  measuring  other  activities  than  those 
^represented  by  the  ADL  even  though  such 
sjcales  may  not  be  "hierarchically  pure." 
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Katz  Sidney  .   '    ^  *  . 

'index  of  indepekdence  in  activities  of  daily  living  (INDEX  of  add. 


Nane_ 


Day  of  evaluation^ 


BatMna-elther  sponje  bath,  tub  Mtn,  or  shiwer. 


□ 


,„«1n,-.«i  ilotl.es  f™  cl.««  ,„Mr»ers-1n=,.<,.»9  ™«rc,.ti,«.  .o«r  s.menu  .ni 
'—Miis  fsstar  r-s  (ircludteg  traces  if  won.)^  p_,    .  , 


Sets  c'dthes  and  ce:s 
coinpletely  dressed  without 
assistance 


G^ts  clothes  T^oets  dressed  '";"r;?4^!;"» 

assiSudnce  i  \-  undressed  ^ 

Tongting--ooin5  to  the  "toilet  room"  for  bowel  and  urine  elimination;  cleaning  self  after 
/elimination;  and  arranging  clcthes  ^^..^  / 

n  ^        □  ^  . 

- /-  -i  -^-       cleansing  self  or  iff  arrang-   process  ^ 


ion 


aci7^  —  ^- 

idthdut  assistance  (may 'use 
object  for  support  sucn;as 
c?^e,  walker,,  orr  wheelchair 
./•^   may  manage  nighi  bedpan  . 

commode,  emptying  same  in 
noming)  •  i 

Transfer* 


— i 
Ho    '  in  and  out  or  bed  as 

well  as, in  and  out  of  dhair 

without  assiste^nce  Tmay  be 

using  object  for  support  such 

as  cane  or  walker)  ! 

Continence*"      p^-  ^ 


Controls  urlnati  on  and 
Bovement- completely  by 


Feeds  self  without  assistance 


bowel 
self 


ing  clotnes  after  elimina- 
tion or  in  use?  of  nighf 
becp'^ji  or  commode 


\    □  • 

Moves  ia  and  out  of  bed  or 
^  chair  with  assistance 


□ 

Has  occasional  "accidents" 


□  : 

Doesn't  get  out  of  bed 


7 


□ 


^^Supervision  helps  keep  unne  cr 
bowel  control;  catheter  is  used, 
or  is  incontinent 


fLs' self  except  for,getting  ^-vves  asTgance  Injeedi^^ 
assistance  in  cutting  meat      or  ;|^J««»^P^^yi.°l[„Sa5enojiS 
or  buttering  breTad  f^ySSs       T     i  . 


/ 
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Ih^  lttdtM  of  In J«pflodcAC«  .la  AcfiviHes  of  Daily  Uving  is  bai«d  on  an  •valuation  of  iha  funchonal  indapar.dtnca 
or  tiapnn^hco  ^f  pcKanh  in  baHiing.  grassing,  goinq  to  toiUt,  tranffarnng.  continanca,  and  faading.  Spadiic  dtfini- 
ibAi  .of  loQcHonai  thdapondanca  ahd '^dapandf  nca  dppaar  Mow  tna  indas. 

A— Ifid^pondont  in  laadTng.'ConKnanca^  transfaning.  going  to  MUK  <imsiing.  and  be^hmg. 
^^ndftpandcnf  in  all  bv^  ona  of  fhasa  funcKony* 
~C>--ln^fpaR^(anf  in  all  b^  bathing,  nnd  ona  «ddiKonal  funcKon.  . 
fr^rindapandanf  Injff^is^  bathing,  draising.  and  on*  dddtflonal  funcKon.  . 
E— IsMcbpaiidont  in  all  but  bathing,  drassiftg.  going  to  toI2at,  and  ona  additional  function. 
^— Indopandont  in^ll  but  bathing,  draining,  going  to  toilat,  transfarring.  and  ona  additional  funcKon* 
6-Ht)op«ndanf  in      4a  functions. 

OKioi^Dapandanf  in  «f  laast  tv^^-lvnct'ont,  but  not  c!as$T(ia8U  as  C,  D,  E  or  f. 


/ 


Indapandancd  maant  %vithout  supervision.,  diraction.  or  activa  parsonai  assistanca.  axcapt  as  spneiHcally  noted  btToi^* 
TMt  h  basad  on  actual  statu*  and  not  onjdbnity.  A  p^finnf  who  refuias  to  pafform  a  function  is  con^idarad  m  j 
net  parfcrrming  tha  function,  ovan  thoug^  ha  is  daamad  abla.  . 

Sifhinji  (Sponga,  Showar,  or  Tub]  \ 

tndapondant:  assistanca  only  in  bathing  a^ingla  part 
'(as  hfdk  or  disabled  astr«mitf]  or  bathas  aolf 

Dap|ind)nt:  assistance  in  bsthing  more  than  ona  part 
of  body;  assistance  in'  getting  in  or  but  of  tub  or 
dc|^/.not  bathe  snif 

/  M  ^  • 

Indepe/tdent:  gats  clothes  from  closets  and  drawers: 
^uts  pn  clothes,  outer  germants.  breces;  mAnagas 
tattaners.'^act  of  tying  shoes  is  excluded 


Dependant:  does  not  dress  self  pr  remeins  partly 
undressed  ^-^ 

■/ 

GoV)  U  Toilet 

IndMpwdnnU  gets  to  toilet;  gets  on  et:d  off  toUet;  ' 
arrjnges  clothes;  claens  organs  of  excretion  (may 
menage  own  b»dpan  u»d  at  night  only  and  may  or 
may  not  be  using  ma charticel  suppo^f). 

Dependant:  uses  bedpan  or  csmmode  or  receives 
assistence  in  getting  to  end^  using  toilet 


Indmp^ndwfi  moves  in  and  out  of  bed  independently 
and  moves  in  end  out  of  chejr  independently  (me^. 
or  My  not  be  using  mechanical  supports) 

Depende;^):  essTstonce  in  moving  in  or  out  of  be^  . 
and/cr  chair;  dons  not  perform  one  or  more  trensiert 

Centi^nce  *  ^ 

Independentr  orinetion  end  defac^tion  entirely  self* 

controlled  ^ 

Dependent:  pertiai  or  total  incontinence  in  urinetiyi 
or  dcfecction;  perttef'  or  totdl  control  by  enem£x» 
cetheters,  or  reguleted  use  of  urinels  an6/or. 
bedpens 


Fueding 

Independent:  gets  food  from  pfete  or\lts  equivdltnt 
into  tnouth  (precutting  of  meet  and  pfp^ffion  of 
food,  m%  buttering  broad,  are  excluded  from  evab* 
4tton]  ,       .    o  , 

Dependent.*  4rssistence  in  act  of  feeding  (see  nbove): 
does  not  eet  et  ell  or  parenterel*  feeding 
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Independent  In  all  six  functions  (bathing,  dressing, 
feeding,  continence,  transfer,  toileting)  . 

Independent  in  five  functions  and  dependent  in  one  function 

Independent  in  four  functions  and  dependent  in  two  functions 

Independent  in  three  functions  and  dependent  in  three 
fultetlons 

Independent  in  two  functions  and  dependent  in  four  functions 
Independent  in  one  function  and  dependent  in  five  functions 

0 

Dependent  in  all  six  functions 
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Title:  MINOR  ILLNESS  INVENTORY 

Author&-  Lakin,  Jean  A.,  An seln}/>/ Sandra  A., 
and  Sainmons,  Hope  C*  " 

VariafaiE::  The  instrument  was  developed  to  as- 
sess the  nature  and  incidence  of  minor  ill*: esse? 
of  chiloEen  in  day  care  centers.  Minor  ilLressc- 
are  demrfed  in  terms  of  the  identification  i  or  - 
servahate  symptoms,  rather  than  specifica 
a  diagrrmsis — e.g.,  "runny,  stuffed  nose'*  rrizh^'- 
than'^ciiid/'  ; 

Descripwn: 

Natwi  ^  and -Content:  The  Minor  Illness  .     ••'  u- 
tory         a    51-item    checklist    inventor  f 
symptn^ms  designed  to  study  the  nature  an  " 
cidenR^-  )f  minor  illnesses  in  children  uia- 
year?    //  age.  Many  itepis  are  group^i  iv 
cateisnon- 1  of  similar  location  or  funct 
exan^F^  \Eyes'*  may  have  "discharge.  :^4.-far 
disrhac=fe,  colored/thick";  or  they  mav'T?^'  •  ' 
iPo^*^i-^*n."  "Urina--*ion"  may  be  "fre{  / 
"7i%i»lfuiL   Four  of  tbfesate  items  refer  to  ^7^ 

Mv'  '>Yktid's  act- level,  appetite,  >i^»  .»Mt^^ 
p  rmflod.  bj  tce  is  provided  to     v  ^ ' 

.  c;*:iW    abs^' *      fron'      e  day  care  ce:  -vt  j 
pstfitsencft^'^n^-  (^b^U'v-    le    injury,  am: 
sympto!TT>   "TP^'^racTt^ ^  •  parents  at  the  •^•Var^ 
the  d3sr./ 

Spar*'*  '  )rov  \^   f  fwY  recording  or>«^rr 

tions    r         a;ay  of  week. 

Adv  ?rcw      ''  "^'ann  ^comig:  The  che  khs^^v 
ieew  mi(inl>y  oi    ^. zings  ax  caregivers  of  obtetervii- 
W**T-:?5-T«0l^<?fll5!>,  i- doe=^  ^^ciude  a  few  plu,r^^  in 
recorctu^»  aj^Z/'^^fiorts  oy  older  childi^r*  ~  v 
"sajys  t^/*  bu'rts/^  "Ehe  presence  pf  any  sjvr  ^ 
at  a  parfu'Uic     time  of  :ay — e.g»,  midmo;;rw  '^R^r- 
midaffce     *ai«-   ^  recorded  by  checking  th  iJQr- 
propiri^V  .oxm,  i-*ems  that  require  ^the  obsc  i^Vtr 
to  axsae^a^  changier necessitates  observation  or  tb» 
chaikdover*  v*OTid  of  days.  Detailed  descriptinmk: 
of  eadtt  «ryTT5fc/.:^m  appear  in  a  scoring:  manual 
aiwailaiite  f r  >o   the  authors.  The  authors  st  iat 
tfciat  mcHrt  jPi^u  ts  can  readily  learn  to  use  :he 
inventory  aand  that  use  of  the  scoring  manuiL 
ami  caresSttLttra   ing  sessions  help  to  avoid  denn- 
it^^raial  miBsnor  (Lakin  et  al.,  1975). 

aesuhts  tabulated  for  each  individua. 
item.  Tlhe^totil  mumber  of  symptoms  for  eacr 
child  can  fejobt  ned  by  summing  the  number  ir 
checkmarriHL 


Develoi 

RdtioimBe::  Ti  author  states  that  there  is  am 
urgent  rvessiiito  u^elineate  what  constitutes  minar 
illness  in  children  over  the  entire  age  raigg^ 
from  2  mfiBisrths  to  5  years  who  are  in  group  das- 


care  settings.  Little  is  known  regarding:  ram  or 
illness  which  occurs  in  day  care  settings.,  amino 
standardized  methoc  exisxs  for  recortttng 
symptcrms.  The  need  for  assessment  is  lisafer- 
scored  by  the-  receni  American  Acado^my  of 
Pediatrics  recommendation  that  childrn.  ex- 
aeriencing  minor  illness  can  be  cared  for  n  nur- 
aery  school'  or  day  care  placement  xfee 
discretion  of  the  parent. 

Joum  nf  I  terns  t  Content  of  the  invent  v  ^as 
establinned  through:  1)  an  in-depth  re  ^  r-'^of 
the  literature  fof  synctptoms  of  nxinor  illuv*^^^^^  oc- 
currimr  in  the  infancy  and  nrescnool  y  ra.  (2) 
obsen-TOAiin  of  childj^jsir  for  overt  symf  fm  of 
minor  iness,  and  '(^^-  :-:»nsultat-nn  -/ttier 
health   are  prof<f?«sio  iritis. 

Proi  'fiiv  for  De-  *  f'^"  memt:  The  5u^<  (^r' rhe 
Early  Chniiiihood  .^licK  x^n  Center  .a-'  ictmg 
and  re*»  4rch  fac?litrr  he  Univerntry  o  Iowa, 
-ised  \  .H^e  mventoiy  system  a  t  icaduy  ollect 
:;aia  '  i  ^4  chiJdiy^n  Tanging:  in  ase  '>^m  2 
luontii?  t:.  ft  years  w-^fho  were  eEraAfe-/"  £l  the 
Center  TV. e  staff  i..t  th***  Center  used "is^^  urven- 
.ory  for  .  v^ek  anr  tfey^  it  was  r^raeia  or-  me 
basis  of  : .  ^  ^  recomimendatio^.  Triir  step  was 
^•^MeKjred  -  -  .'^ral  r* until  ^e  tool  ^*?if?  < 'lear 
nd  ^ttasy  :  tise  in  tw^^  '^pinion  -"the  au^  *  m  and 
^»  *:^:r  st£±:. 

Reuabiir-u  and  t  ^vfidity:  Rsiiabii.":  was  de- 
termined bv  the  SP'treement  between  caresfivers 
or  betv/een  caregi  x^er  snd  registered  nurse to 
whether  a  ;sympt«Tn  ass  present  or  absent  w  a 
child  on  a  giver  .fj'  Assessment  was  made 
daily  at  a  set  tinae  over  a  period  of  a  month  for 
the  84  children  m^^JHtiuned  above.  For  each  pair 
of  rat^^rs,  the  rati©  between  agreement  ob- 
servation of  a  certain:  symptom  and  the  mimber 
of  possible  obserteat»ns  wefe  computed.  Be* 
tween  all  pairs  of^^'mtssrs  and  over  alt  symptoms, 
the  mekn  reliabilfT-T  wwas  0.90  (Lakin  et  al.,  1975). 

Content  validity  wks  estabhshed  through  a 
comprehensive  rafifftBotd  of  item  selection  involv- 
ing consultatifflD  ^^wfa  health  care  worket*s,  au- 
thors of  studies  oimnealth  in  day  care,  and  the 
staff  of  the  Earfy  Childhood  Education  Center. 

Use  in  Research:  TThevinventory  does  not  appear 
to  have  been  use/^  isi-any  research  study  other 
than  the  one  caiUAuinBd  for  its  development. 

Comments:  The  anirtiofrs  have  established  the  re- 
liability of  then  lutfffirument  for  use  by  trained 
observers  with  a.^Bmple  of  children  represent* 
ing  the  full  spectrruEn  of  families  in  a  university 
community.  The^c  aotoiowledge  that  their  initial  • 
effort  is  a  pilot  ^tna^y  and  that  "further  work 
with  the  Minor  nimt*«s  Inventory  will  be  neces- 
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sary  before  making  more  definiiive  statements 
about  the  natmre  and.in'cidence  of  minor  illnetSB 
in  young  children  in  da^  care  enters''  (Lafcin  el 
ar,T975).  ^ 

References: 
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Lakin,  Jean  A. ».  Ansel  mo,  Sandra  A.,  Solomons,  Hope  C. 
MINOR  ILLNESS  INVENTORY 


Monday       Tuesday     Wcdnesdiay    Thursday  Friday 


Abstot  (give  reason) 


Appearance 


Change  In  activity  level  (-f . 


Change  In  i4ppetlte  (-f . 


Change  Inr  sleeping  pattern 


Change  > 


Skin:    flushed  face 


pal< 


hot/ sweaty 


cold 


scratching  (specify  -vhere) 


rash;    diaper  rash 


heat  Tash 


cradlbe  cap 


straw  colored  sore 


other  (speciffy) 


Eyes:    discharge,  cJLear 


discharge,  colored/ thick 


red 


swollen 


Ears :    says  ear  hurts 


pulls  at  ear 


discharge 


hard  of  hearing 


Head;    says  head  hurts 


Hair/scalp;  lice 


scaly  patches  of  baldness 


Nose:    ninny,  stuffy- 


sneezing 


nosebleed 


Mouth  / throat;    rubs  gums,  swollen  guns 


white  patches  In  mouth 


says  tooth  hurts 


hoarse  voice  or  cry 


say 8  throat  hurts 


mouthbreather 


Lungs:  cough 


noisy  or  difficult  breathlnjg 
wheezing 


Abdomen/stotnach:    says  otomficVi  or 
abdomen  hurts   


vomiting 


gas 


Elimination:    Bowel  movement^;  friSsquent   , 

loose  ;  •   J 

worms  In  stool  V      '  V 

straining,  difficulty       -  ■    -  ^ — ^ 

Orlnatlon:    frequent  '   ;  •  ■ 

painful   .     ■  ■  ;   ^ 


Injury:    blte»  sore  bruise^  bum,  cut» 
accident  (specify) 


Describe  any  symptoms  mentioned  by  parents  at  the  start  of  the  dsy: 
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.Scoring  Manual 


Absent  from  center 
A^^arance 

Cliange  in  activity  level 


ChzBstge  in  appetite 


Change  In  ^ieeplng  pattern 
Change  In  mood 


List  reason 

Record  appropriate  term. 

May.  appear  tired.,  uncomfortable,  or  111; 

not  "up  to  parr." 

Record  wheth^  -  or  +:  " 

Much  quletSET  than  usual,  appears 
listless,  decssased  Interest  In  surrouna- 
Ings,  play,  orrpeople. 

+:    More  active  than  usual,  very  restless, 

"In  orbit."  ~  ^ 

\ 

Record  whether  -  or  +: 
~:    Little  or  no  appetite;  has  hardly 
touched  food,  not  Interested  In  eating. 
+:    Eating  and  drinking  more  than  usual 
amounts,  after  being  "off"  food  for  a 
few  days,  appetite  has  returned. 

Naps  more  than  usual,  less  than  usual. 

Record  appropriate  term.  . 
Withdrawn,  clings /seems  unhappy,  whines; 
Increased  demands  for  attention  and  close 
physical  contact. 

Appears  angry,  upset;  fempjer  tantrums. 
Irritable,  uncooperative. 


Skin 


Flushed  face 


Pale 


Hot/sweaty 


Continuous  red  or  reddish  color  of  face, 
warm  to  touch.    Exclude  reddish  color 
with  rough  patches  of  skin  commonly  seen 
with  exposure  to  weather  conditions  and 
changes  following  vigorous  physical 
activity  which  may  produce  a  temporary 
reddish  color  df  the  face. 

Whitish  appearance,  skin  lacks  reddish 
color.  / 

Identify  appropriate  symptoms.    Child  feels 
hot  to  r.ouch;  complains  of  being  too  warm. 
Periods  of  sweating  in  the  absence  of  prior 
strenuous,  activity.    Record  temperature  if 
taken,  fever  usually  indicated  by  m  tempera- 
ture of  100"*  F  or  greater. 


Cold 

1  ■  •  .  — 

"* 

Scratching 
Rash 

Diaper  rash 
Heat  rash 

Cradle  cap 
Straw  colored  ipores 

Other 

Eyes 
Ears 


PSYCnMllitg;.LJ3ISTRUMENTS  2&5 

19DhZld  fee^s  cold  to  touch;  con^lalns  of 
wmg  cold.    Shivers,  lips  and  finger- 
iiEEis  blue,^  "gooffCP  bumps"  cki  Ain. 
(Exclude  malfunct^mns  of  furnace  or  air 
conditioning  or  laaKdiate  prioir  exposure 
tD.  extreme  temperature  outside. 

Identify  body  area.    Freqwnt  acr^zrri  l.ng 
of  body  part:    scalp,  eyes,  eais,   tarp , 
ch^t,  belly,  arms,  legs,  feet,  gHtitrals 
or  anal  area. 

^ittry  eruption  on  boA^^  with  an  aisa  o"f 
anrrounding  rednesB  and/or  raised  hnxnpy 
areas. 

Itoches  of  rough  red:  skin  or  raised  Bjur^*- , 
SEEa;    May  also  ha^iEE  patches  of  raw^rt 
or  bright  red  skin  iiolor.  ^ 

Small  minute  pimples  with  a  surrouni&li^ 
pink  or  red  area.    Commonly  seen  on  ^te 
face,  neck  or  body.    Frequently  app^rs 
with  overdressing  or  the  day  follotfc&g 
hot  weather. 

A  yellowish,  scale  and/or  «;usting  TBcst 
commonly  seen  on  the  scalp^uring  infancy. 

Raised  fluid  filled  btinpy  areas  -sjfalch 
quickly  form  straw  colored  .crust,  sores. 
Most  commonly  seen  on  the  face. 

Identify  color  and  characteristtEs  of  the 
rash  and  body  area.    Note  if  rasjtn  spreads 
or  changes  in  consistency.    Suspect  communi- 
cable diseases — chickeniTox,  meafliSes — ^may 
be  entered  here.    Also  enter  roxmd  puffy 
red  patcHes  which  spread  outward:  on  the 
skin  and  sunburn.  ' 

'  * 

Discharge  -  clear  or  colored  and  thick; 
redness  on  white  portion  of  eye  or  on  eye- 
lid; or  swelling  of  eyeMds,  crusting  of 
lashes •  - 

] 

Rubs  or  pulls  at  ear;  ear  may  be  aMfldened  ' 
or  appear  irritated;  discharge;  coopolains 
of  ear  hurting;  hearing  seems  affetswi — 
doesn't  seem  to  hear,  asks  to  have:^ings 
repeated,  tiltd  head  toward  person aspeak- 
ing. 

■  2$4 


/ 

.  Ba±x/9calp 


'  Mouth/Throat 
Lungs 

Abdomen/ S  tom^^ 


Rub*  or  holds  head,  as:r±ough  in  pain; 
caflpiains  'of  head  huftizzg* 

Ubm  infestation  .is  usually  initially 
ofaMSved  by  the.preMice  of  eggs,  or  nits^ 
cliwslng  to  the  hair,    fcaly  patches  of 
hmMm  1  on  the  head.are  usually  due  to 

NmlI  discharge,  rumsy  or  thick,  crusting 
or  rsMdened  area  near  nostrils,  audible 
"attlfffeig."    A  stufr^  nose  usually  presents 
sow  difficulty  \witfa  breathing. 

V 

luMirtsuith  a  stuffy  nose  may  have  diffi- 

^^ing.    Older  children  with  a 
starfT^  nose  may  complain  of  dryness  and 
naBaL  icdtation.    Frequent  sneezing 
throui§tant  the  day  with  or  without  nasal 
d±sch-args. 

Nosddiffid  -  a  bloody  discharge  from  the  . 
nostsrils  • 

Swollsen  gums,  rubs  teeth  or  gums,  complains 
of  s^^e  mouth,  says  tooth  hurts.  .White 
pat    as  in:  moutl^^:    A  cheese-like  coating 
on         tongue  inside  the  mouth.  This 
coac^ig  remains  \Aen  the  infant  is  given 
wat*^^  following  a  feeding.    Rubs  neck 
ai^*  complains  of  pain  on  talking  or 
swallowing,  complains  or  sore  throat. 
Votee  or  cry  sounds  nasal  or  hoarse.  In- 
fant or  child  breathes  through  mouth 
, instead  of  nostrils. 

Frequent  coughing  throughout  the  day. 
Noisy  or  difficult  breathing  is  usually 
heard  .both  breathing  in  and  0)xt.  Wheezing 
la  heard  primarily  on  breathing  out.  -The 
sound  has  a  musical  quality  and  seems  to 
come  from  the  chest,  not  the  nose/ 
Breathing  out  is  prolonged. 

Vomiting  refers  to  food  being  brought  up 
forcibly  from  the  stomach.    This  needs  to 
be  distinguished  from  spitting  up,  which 
usually  implies  small  amounts  of  food 
cotaing  from  Lhe  mouth  or  stomach  follow- 
ing feedings,  and  is  not  forceful.  Child 
passes  gas  frequently.  - 

Child  may  rub  or  ,hold  and  complain  of 
abdomen  hurting.  • 


295 


PSYCHOSOCIAL  INSTRUMENTS 


287 


Elimination 

Bowel  Mbviii^nts 


Urination  • 


Injury 


Comments 


Frequent  -several  more  stools  than  usual 
dally  pattern.    Loose  bowel  mmremesatB  are 
watery  or  semi^-llquld.    WormBLizarB  some- 
times observed  in  the  bowel  is^esent^.  ^ 
Straining  and  difficulty  -  hmd  stools 
passed  Infrequently,  complains  of  inabil- 
ity to  have  a  bowel  movement ,  spends  a 
lot  of  time  in  the  bathroom. 

Frequent  urination  -  more  oftaen:  than  usual 
daily  pattern  (i.e.,  in     prearaool  child, 
urinating  more  often  than..ever^  two  hours). 
Include  frequent  dribbling.    Palnfnl  - 
child  complains  of  burning  on  urina±ioi|< 
Do  not  include^^<fcidental  wesxing. 

Bruise,  burn,  cut,  bite  (hussn*.  animal), 
accident.    Note  location  on  tbfld, 
describe  type  of  injury' and  ^amse,  if 
known^  under  comments     Nola«  any  incon- 
sistencies between  a  non-acfcidental 
injury  and  the  stated  causft^^  Eecord 
symptoms  linked  with  same  Injury  only 
one  time.  ' 

V  - 

If  symptoms  need  explanation.  \ 


\ 
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Title:  A  MODIFIED  VERSION  Of  Tt?S  IN- 
FANT  PSYCHOLOGICAL  DEVEDff'^ENT 
SCALE  ^   .  - 

Auttior:  McElroy,  Evelyn  M.  \ 

.  Variable:  An  infant's  sensorimotor  irteis^nce 
\  is  the  variable  being  measured,  S^ejumir-nnoior 

)'  intelligence  is  defined  by  the  a.uthor-aK^   u  form 

/  of  intelligence  evolvfng^n  tlit  orgainixation  of 

spatial  relationships^  the  organizamoiL  of  ob- 
jects, including  a  notion  of  their-  -permanence; 
^   .        and  the  organization  of  causal  reJacininships" 
(McElroy,  1975). 

/  Description: 

Nature  and  Content:  This  is  an  I^item,  mod- 
ified version  of  the  Uzgiris-Hiunt  Infant 
Psychological  Development  Scale  adafrted  by 
Kenney,  Minard,  and  McElroy.  Iters  scitje  was 
designed  to  assess  neonates  and  ccmsists  of  four 
"series/'  One  item  from  each  serie^^is  as  follows: 
Series  I— Visual  Pursuit  and  PernBanence  of  Ob- 
jects (items  1-5): 

"1.  Target  with  light  in  the  center.  Move  it 
r  slowly  through  an  arc  of  180°.  Does  infant  fixate 

on  the  light?  (A)'Yes —  (B)  No  " 

Series  IV— The  ConstructiorTof  Object  in  Space 
(items  «-13):  • 

"6.  Target  and  black  circle  with  lights  m  ^ 
center  of  each   stimuli.   First  presentation, 
•      target  to  the  right  ofcircle-.-tfoes  infant  fixatfe  on 

~  target?  (AV  Yes_  (B)  No_."  o 
Series  III — Development  of  Schemos  in  Relation 
to  Objects  (items  14-15): 
*'     --"14.  Hold  baby  bottle  6  inches  from  the  infant, 
observe  eye  movements.  Does  the  infant  fixate 

on  the  bottle?  (A)  Yes —  (B)  No  " 

Series  V—Localization  of  an  Object  by  Its  Souiid 
,      .  jn^the  Waking  State  (REM  sleep,  waking,  or 
NPEM  sleep)  (items  16-18): 

"17.  The  infant  localizes  the  source  of  sound 

with  his  eyBS.  (A)  Yes_  (B)  No  "  ^ 

"Yes"  and  "no"  are  the  response  alternatives 
for  each  of  the  18  iteni^ 

'Administration  and  Scoring:  The  scale  must 
be  administered  by  an  investigator  trained  to 

:  .        reliably  judge  neonate  responseslJTwo  trials  are 

•  -conducted  on  each  of  the  18  iteml^,  i.e,.,  the  first 

trial  is  cMiducted  from  the  infant's  right  side, 
.     the  secon<«trial  from  the  infant's  left  side.  Re- 
sponses are  judged  "yas"  if  the  infant  responds 
~       '  to  the  stimuli,  "no"  if  he  does  not; 

McElroy  (1973)  states  that  approximately  5 
*  minutes  are  required  to  complete  administra- 
-   tion-  however,  "additional  observation  time  is 


required  if  thg'infant  is  not  in  the<^ppropriate^ 
state  desired  for  testing." 

'  In  additiqn  t<y  copies  af  the  scale,  the  re^ 
searcher  miist  Have  a  hulVs  ^ye  target,  a  pfen 
light,  an  apparatus  to  regulate  the  blinking  of 
the  light,  a  stop  watch,  a  screen  with  which  to* ' 
isolate  the  infant's  bassinette,  a  baby  bottle,  a 
tape  recorder  with  the  necessary  voice  record** 
ing,  and  an  8"  x  10"  sheet  of  paper  (MpElroy, 

1973).  '  '  „ 

For  scoring,  "yes"  responses  are  rated  1;  "no 
responses  are,  rated  0.  Scores  are  summed  to 
provide  a  total  score*  for  each  infant;  ^possible 
total  scores- range  from  0  to  16  (McElroy,  1973). 

Development:  ,  ' 

Rationale:  The  instrument  is  based  on 
Piaget's 'theory  of  sensorimotor  intelligence;  the 
final  three  items  of  the  scale  reflect  concepts 
derived  from  the  ontogenetic  theory  of  the  func- 
tion*of  rapid  eye  movement  (REM)  sleep  of 
Roffwarg,*  Muzio,  and  Dement  (1966). 

Source  of  Items:  These  items  were  adapted 
froi^  the  Uzgiris-Hunt  Infant  Psychological  De- 
velopment Scale  (1966). 

Procedure  for  Development:  No  information 

was  provided.  / 

^  Reliability  and  Validity:  Some  reliability  evi- 
dence is  available— for  two  groups  of  neonates 
the   interobserver  coefficients  of  correlation 

were:  . 

Sample  1  ..N  =  15  0.97 

Sample  2  N=  15  0.86  ; 

No  oth^r  specific  information  was  provided,  e.g., 
how  many  investigators  were  involved,  etc. 

One  predictive  validity  estimate  was  derived 
based  upon  McElroy's  (1973)  testing  of  69  neon- 
ates with  Series  I  of  the  Instrument  and  com- 
paring the  scores  with  maturation.  (Maturation 
was  defined  by  the  latency  of  observed  eye 
movertient>-LOEM,  i.e.,  the  period  of  timle  be- 
tween final  eyelid  closure  and  the  appearance  of 
rapid  eye  movements  under  closed  lids.)  With 
age  partialed  out,  the  relationship  between, 
maturation  and  the  instrument  sco.re  was 
r  =  0.31.  ^  . 

Use  in  Research:  The  development  and  use  of 
the  instrument  are  described  in  McElroy's 
(1973)  doctoral  dissertation  and  in  McElroy  and 
Minard  (1976).  In  her  study,  M(?Elroy  also  used 
Apgar  ratings  and  Dubowitz's  instrument  for 
assessing  gestational  age  and ,  maturation  V>f 
newborns. 

'  Comments:  This  instrument  per  se  is  still. in  ^n 
early  stage  of  developm.ent.  Reliability  and  va- 


PSYCHOSOaiL  INSTRUMENTS 


289 


lidity  need  to  be  established,  especially  due  to 
th^fact  that  an  administration  procedure  such 
,  asrthis  instrument  involves,  could  be  subject  tq 

a  great  deal  of  interrater  variation. 

>  •'  ' 
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A  MOOrFIED  VERSION  OF  THE  INFANT  PSYCHOLdGICAL  DEVELOPMENT  SCALE 


A.    Series  I  -  Visual  Pursuit  and  Permanence  of  Objects 

l\  Target  with  light  on  ia'the  center.  .  Move  it  slowly  through  an 'arc 
-     of  180*.    Does  infant  fixate  on  the  light? 

A)  Yes  .     ^  .  X 

-BV  *No  -^j^  ,  ^  ; 

2.    Does  the  infant  pursue  the  moving  light?    .  .  . 

>-    A)  Yes  ^  .  .  ^ 

'  No  .'."^^  ■    .        ■  ■  . 

'3.  -  Repeat  the  procedure  with  the  light  flashing.    Does  t^e  Infant 
fixate  on  the  light  flashing?  . 

'  ■  A)    Yes  __  '  "  = 

B)  ,    No   '  .  ^ 

•1  "  ■ 

■  4.'    Does  the  Infant  pursue  th«  moving  object?  ^ 

'  •'■^ 

A)  Yes  ~1  '  "  /  • 

B)  NO    •      ^        .  ^ 

.  *     5.    Target  w^th  light  on.    Rave  the  simulus  move  behind  the  wKite 

3x5  card.    Does  the  infant  fixate  at  the  gc^nt  , where  the  light 
disappeared?  '  ^  ^  *^  » 


A)  Yes 

B)  No 


r  ■ 

B.    Series  IV  -  The  Construction  of  Object  in  Space.     (The  purpose  of  this 
sequence  was  to  observe  the 'development  of  alternate  glancing.) 

6.    Target  and  black  circle  with  lights  on  in  center  of  each  stimuli^ 
First  presentation,  tarp,  t  t6  the  right  of  the  circle.    Does  theN^ 
.infant  fixate  on  target?  .  ^     '  - 
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7.  Does  infant  fixate  oa  black  circle? 

i.  A)    Yes   .  .  '  -  ■     ,    •  " 

B)    No      *  .  ^  • 

8.  Does  Infant  look  at  both  patterns,  but  switches  glances  slowly  - 
froE  one- to  the  other  (thrpe-fqur  switches  per  20  secbnds)? 

A)  Yes   '  .      '  . 

B)  No    .  ,  ■  " 

9.  Does  infant  look  at  both  patterns,  swittAes  the  glance  quickly  . 
'*      from  one  to  the  other  (five-six  switches  per  20  seconds)? 

A)    Yes    * 

B^    No   _  - 

10.  After  20  seconds  reverse  the  procedure.    (Black  ci^le  will  be 

to  the  right  of  the  target  -  lights  on.)    Does  infant  fixate 
on  targf t?  ,  ' 

A)  Yes    '  . 

B)  No   '  _  . 

11.  Does  infant  fixate  on  black  circle? 
.A)  Yes   

■  B5    No   '  .  * 

iic«^  <  infant  look  at  both  patterns,  but  switches  glayes  slowly 
?        tne  to  the  other  (three-four  switches  per  20  seconds)? 


13.  Does  the  infant  look  at  both  patterns,  switching  the  ^ance 
quickly  from  one  to  the  other  (five-six  switches  per  2^  seconds)? 

A)    Yes  *_  ' 

^         B)    No   .  '  • 

—        •  ^         '  ■  L  ■ 

Series  III  -  Development  of  Schemas  In  Relation  to  Objects.. 

14.  Hold  baby  bottle  six  Inches  from  the  Infant,  observe  eye  movements, 
Does  the  Infant  fixate  on  the  bottle?  * 

A)  Yes   ^  ' 

B)  No   '  / 
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15,  Move  the  bottle  through  a  180*  arc.    Does  the  infant  pursue  the  , 
.   moving  bottle?  * 

F  - 

A)  Yes  _  .  •  ' 

B)  No  . 

Series  V  -  Localization  of  an  Object  by  Its  Soup-^  in  the  Waking  State 
.  (REM  Sleep,  leaking  or  NREM  Sleep) 

16,  Tape  recordings ;of  a  male  or  female  voice  saying,  "Hi,  pretty 
baby"  are  presented  to  the  infant,    Does  the  infant  turn  his 

,  head  to  the  source  of  the  sound? 

%  .  ■ 

\  •  "  i .  ■  -  .  ■      \  '  • 

A)  1  Yes  \.  ' 

B)  No'  ,   \ 

\      ^  ■     '  .     ,      •  ■■ 

Place  a  check  mark  in  the  type  of  recording.  \ 

Male's  voice    .  1  Female's  voice  


17.  The  Infant  localizes  the  source  of  sound  with  his  eyes. 

A)  Ye8,_  •  .  •  ; 

B)  No    _  =  .  ^ 

18.  Infant  shows  other  behavioral  change  to  the  recorded  voice. 
A)    Yes  __ 

•    B)    No    _      ,                  .  -'.  \ 

Type  of  behavioral  change,    ^   "  ^  ' 


Infant's  Name 
D.O.B.  
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Sex 


Time 


_  Birth  Weight 


Type  of  Delivery 


Complications 


Medication  used  during  delivery 

Prenatal  medication  . 

Anesthesia  ]  


Time  of  observations 


Testing  Conditions  (estimace  in  decibels) 
Sleep  Conditions  ^  ,  


of  infant  at  testing 

Time  of  last  feeding   1 

Latency  REM  " 


Score  on  Dubowitz  Scale 
  Amount  ingested   


Changes  in  body  movement 
Respirations       .  - 


Type 


Excessive  movements 
E.D.C.  -  ' 


Gestational^  Age 


Score  on  Dubowitz  Scale  Combined  score 


Neurol. 


Chart  Number 


MOTHER'S  HISTORY 
^      ^   Age  _^  


Race 


Apgar  Scores   


External 


Parity 


General  Medical  History  (unusual  aspects)  mental  illness,  neurological  problems 


Length  of  Labor 
Smokes  " 


Medications 


Breast  Feeding 


Social  Security  Number 
Bottle  Feeding   


CoDvrifihted  by  Evelyn  McElroy;  reproduced  with  permission,  by  the  Health  ^^ources^ 
aSI! t^atioL    FuJt^  permission  of  copyright  holder- 


294  ^"'-^ 

Title:  SLEEP  STATUS  OBSERVATION  FORM 

Author:  McFadden,  Eileen  H. 

Variables:  Nurses'  perceptions  of  a  patient's 
sleep  or  wakefulness  status  and  selected  factors 
which  might  influence  that  status  are  the  vari- 
ables covered. 

Description: 

Nature  and  Content:  This  is  a  multipage,  mul- 
tiitem  form  to  be  completed  by  an  observer. 
Five-minute  time  intervals  are  listed  vertically 
along  the  left  side  of  the  form,  and  specific  items 
to  be  observed  and  recorded  are  listed  horizon- 
tally near  the  top  of  the.^form.  The  latter  in- 
cludes such  items  as  characteristics  of  the 
patient's  respirations,  purposeful  movement  by  * 
the  patient,  patient  position,  patient  behavior, 
medications,  environmental  factors  which 
might  influence  the  patient's  sleep,  nursing  care 
activities,  etc. 

Administration  and  Scoring:  Administration 
and  scoring  will  depend  upon  the  needs  and 
purposes  of  the  researcher.  The  author  observed 
the  subject  during  the  first  minute  of  each 
^S-mfnute  interval  ff>t  the  8-hour  period;  notes 

•  apd  comments  were  made  as  needed  for  the  en- 
tire 8-hour  time  period. 

The-  author-rinvestigator  stationed  herself 
outside  the  door  of  the  p^itient's  room,  then  en- 
tered  the  patient's  room  for  the  time  necessary 
to  complete  the  observation.  If  a  nurse  entered  a 
patienVs  room  for  either  direct  or  indirect  nurs- 
ing care,  the  investigator  foUowetl  to  observe 
and  record  the  resultant  activities.  Some  infor- 
mation, e.g.,  intake  and  output,  body  tempera- 
'  4;ure,  etc.,  may  be  obtained  from  patient  records. ' 
The  frequency,  and  duration  of  uninterrupted 
sleep  periods  are  calculated  based  upon  data 
recorded  on  the  observation  fbrm. 

Develojiment:  , 

Rationale:  The"  instrument  was  developed  to 
a:llow  the  author  to  documenf'the  amount  of 
-  uninterrupted  sleep  post  open-heart  surgery 
patients  received  ^during  the  fourth,  fifth,  and^ 
'  sixth  postoperative  nights.  The  development  of 
the  instrument  was  based  upon  a  desire  to 
examine  the  possible  relationship  l?etween  sleep 
deprivation   and   postoperative   cardiac  psy- 
choses. *  *  ^ 
Source  of  Items:  The  items  were  based  upon  a 
.review  of  the  literature^,  the  atithor's  profes- 
sional experience, -and  consultations  with  pro- 

•  fessional  peers. 

Procedure  for  Development:  The  author  de- 
:  veloped  .an  early  form  of  the  instrument,  then 


IE  1 

consulted  with  intensive  care  unit  nurses  to  dis- 
cuss their  patient  care  activities  and  to  review 
the  routine  orders  for  open-heart  surgery. pa- 
tients in  that  care  setting.  The  author  also  ob- 
served these  same  nurses  as  they  provided  care 
for  patients  wfto  had  experienced  open-heart 
surgery.  Changes  were  made  in  the  instrument 
based  upon  those  consultations  and  observa- 
tions. A  second  version  of  the  instrument  was 
pretested  by  the  author  by  using  it  while  observ- 
ing one  open-heart  surgery  patient.  Again, 
minor  changes  were  made  in  the  instrument,  j 

Reliability  and  .  Validity :  No  information  on 
reliability  was  available.  • 

Content  validity  was  established  by  the 
source  from  which  the  items  were  derived  and 
the  procedural  steps  followed  during  the  in- 
strument's development. 

Use  in  Research:  This  instrument,  along  with 
three  others— Sleep  Estimate  Form,  Demo- 
graphic and  Descriptive  Data  Form,  ax?d  Prior 
Sleep  Pattern  Questionnaire  (described 
elsewhere  in  this  compilation)— were  developed 
and  used  by.  McFadden  (1968)  for  a  master's 
thesis  entitled  A  Study  of  Sleep  Deprivation  in 
Patients  Having  Open-HeaH  Surgery.  These  in- 
struments, with  minor  a(iaptations,  *>vere  also, 
.used  by  Woods  (1969)  for  her  master's  thesis,^ 
referenced  below;  '  \ 

Comments:  This  instrument  is  detailed  and 
comprehensive,  and  the  ;placement  of  the  se- 
quence of  observation  on  the  form  itself .  has 
been. carefully  planned  to  facilitate  the  ease  and 
accuracy  of  recording.  Reliability  data  are^ 
needed;  and  any  potential  user  should  take  note 
of  the  fact  that  some  items  might  need  to  be 
changed,  for  they  were  specific  for  the  setting 
where  the  author  conducted- her  study.  As  it 
currently  stands,  the  instrument  provides  a 
"  great  deal  of  descriptive  data  which  could  be 
used  in  studies  designed  to  generate. hypotheses 
for  further  experimental  research. 

References:  ^ 
McFadden,  Eileen  H.  A  study  of  sleep  depriva- 
tion in.  patients  having  open-heart  surgery. 
Unpublished  master's  thesis,  University  of 
Washington,  1968. 
McFadden,  Eiteen  H.,  and  Giblin,  Elizabeth. 
Sleep  deprivation  in  patients,  having  open- 
heart  surgery.  Nursing  Research,  191  ly 20  (3)), 
24$r-254. 

Woods,  Nancy  F,  Type  of  interruptions  of  sleep 
andr  amount  of  asleep  and 'rest  obtained  by 
selected  postcardiotomy^  patients  during  the 
first  eight  post-operative  il  P.M.  to  7  A.M. 
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periods.  Unpublished  master's  thesis,  Univer- 
sity of  Washington,  1969. 

Patterns  of  sleep  in  postcardiotomy  pa- 


tients.  Nursing  Research,  1972,21  (4),  347-352. 

SouEce  of  Information: 
Eileen  H.  McFadden,  R.N.,  M.N. 


2237  SE  179th  Street 
Portland,  Oreg.  97233 

Instrument  Copyright:  None. 
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Mc  Fadden,  Eileen  H. 

SLEEP  STATUS  OBSERVATION  FORM 


MC3 


DAIE  OF  SURGERY 

YES  »y 

HO  «  0 


I<S  =  Kol  Sleeping 
S  a  Sleeping 


POSTOP  DAY 


PREVIOUS  M?.DICATION 


6" . 
ERIC. 


Time 

General 
Conclusion 

Body 
Teinp. 

JEyelids ' 
Closed/Slit 

PBRPTHATTON 

Shallow 

Deep 

TV  1 

Reg.,  1 

Irreg, 

11:00 

11:05 

11:10 

11:15 

^1  ■   -  ^ 

11:20 

.11:25 

11:30 

11:35 

11:U0 

11:50 

-  o 

\ 

o 

11:55 

f 

•  ••  ;„     .    ■       .                                  .        .  -  ^  •% 

■■  ■  ■  •  •  ■  ••  •    •    ••  ■    -N  ;  ' '  '■      ■       "       '  '      \  '  •■  '  . 
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intake;  mi  output  The  Patient  is 

P«Ot'  .IV    Urine  §•    i^esponoivc  to  stimuli 


'  Y>  3  b.    respcnGive  to  intense  stiinuli 

/'^  e.    ixnresponsive  ' 

11-7  


Prolonged 
Insp./Exp. 


Post  Exp. 
Pauses 


Swallowing 


Snorliig 


Apparent 
Purposeful 
Movement 


Apparent' 
Awareness  of 
Surroundings 


9  ■ 


ERIC 
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NURSING  CARE  ACTIVITIES 
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. ♦  A  « . one  person 
B  «  two  ^ 
G  three 
,D  a  four 
E  «  five  or  more 


Dally 
Weight 

Bag  & 
Suction 

*People 
Indirect/Direct 
At  Bedside 

c                                 ■  ' 

Other  Lonnients/i'xscurDaiices 

  J*-    * 

• 

-J 

■  c 

 D 

...  -i; 

ERIC 


3(H 
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Title:  -RASMUSSEN  .  PAIN  DESCRIPTION 
INDEX  (RPDI) 

Author:  Rasmussen,  Susan  L. 
Variable:  The  intensity  of  pain  as  it  can  be  ver- 
bally described  is  the  variable. 
Description: 

Nature  and  Content:  This  self-administered 
questionnaire  consists  of  two  parts.  Part  I  con- 
tains space  for  three  items  of  demographic  in- 
formation and  SIX  questions  of  background 
information  to  be  answered  by  circling  *'Yes"  or 
"No"  as  appropriate.  Two  of  these  six  items  re- 
late to  personal  background,  four  relate  to 
pain-history.  Part  II  contains  10  forced-choice 
'questions  designed  to  elicit  very  general  infor- 
.  mation  about  the  patient's  pain,  e.g.,  occur- 
rence,  intensity,  relief,  and  effects*  Responses 
are  to  be  chosen  from  four  choices  worded  to  be 
appropriate  for  each  question. 

Administration  and  Scoring:  No  special  provi- 
sions'are  needed  for  administration  of  the  ques- 
tionnaire. Though  the  questionnaire  was 
designed  to  be  completed  by  a  patient,  it  could 
be  administered  by.  interview.  Subjects"  are 
urged  to  respond  to  all  of  the  items.  The  instru- 
ment should  not  be  administered  tp  anyone  who 
has  had  pain  medication  within  the  previous  6 
hours.  f  ' 

Answer  choices  are  assigned  a  numerical 
value  of  li  2, 3,  or  4  depending  upon  the  question,  ^ 
e.gM.for  question  3,  a  =  1#  b.  =  2,  c  =  3,  d  =  4,  for 
question  4,  a  =  4,  b  =  3,  c  =  2,  d  =  1.  Values  were 
-assigned  so  that  a  higher  value  indicated  in- 
•  creased  intensity  of  pain.  A  total  score  is  ob^ 
tained  for  each  patient;  possible  scores  range  ^ 
from  10  to  40.'A  scoring  ke^y  is  available  from  the 
author. 

Development:  . 

Rationale:  Thei  instrument  is  based  upon  Mel- 
zack  and  Wall's  Gate  ^  Control  Theory  of  Pain 
Perception  (1865).  \  ' 

Source  ofltema:  The  author  reported  that  the 
instrumentis  a  modification  of  the  Clarke-Spear 
Analogue  Scalie  and  ,the  result  of  interviews 
with  patifirits  experiencing  pain. 

Progedure  for  Development:  Based  upon  the 
Clarke-Spwr  Analogue  Scale,  data  reported  by 
Melzdck.and  Torgerson'  (1971),  afijd  interviews 


with  patients  experiencing  pain,  an  instrument 
was  developed  and  pilot  tested  for  content,  lan- 
guage, and  response  alternatives. 

The  instrument  was  also  reviewed  by  three- 
nursing  experts  (Rasmussen,  1874). 

Reliability  and  Validity:  No  information  was 
provided..  , 

Use  in  Research:  The  instrument  was-developed 
by  Rasmussen  (1974)  and  used  in  a  study  with 
patients  complaining  of  low  back  pain  who  were 
being  treated  in  a  pain  clinic. 

Comments:  This  instrument  is  stilF  in  a  very 
early  stage  of  development  and  the  author  notes 
that  in  her  use  pf  the  instrument: 

Subjects  wanted  to  describe  variations  of  pain  verbally 
that  were  not  included  in  Ihe  Index,  wanted  to  write-in 
alternate  choices  despite  instructions  to  the  contrary, 
and  asked  for  assistance  from  other  persons  in  the  pain 
clinic  (Rasmussen,  1974). 

This  in.strnment  appears  to  have  potential  for 
baaig  developed  into,  a  souitd  instrument  to 
measure  a,  subject's  perception  of  pdin.  How- 
.'ever,  .at.  this  time,  no  information,  on- its 
psychometric  properties  is  availablie  and  the  au- 
thor has  indicated  some  of  its  limitations.  Addi- 
tional testing  should  include  examination  of  the 
forced^choice  response  format. 


■9. 


References: 

Clarke-Spear  Analogue^  Scale  referred-  to  in: 
Woodforde,  J.  M.,  and  Merskey,  H.  Some  rela- 
tionships between  subjective  measures  of 
pain.  Journal  of  Psychoaomxxitic  Research^ 
1972, 16,  173-178.    '  ^ 

Melzack,  R.,  and  Tprgerson,  W.  S.  On  the  lan- 
guage of  pain.  Anesthesiology y  1971, 3i,  50-59. 

Rasmussen^  Susan  Rubin.  Chrorvlif  ^ain:  Re/a-  . 
tixmship  of^  personality  varicubles  arid  pain 

:  deucnpiioMr  Bnpublished  master'srthesis,  Uni- 
VCTsil^  of  lUiinois,  1974. 

SouEce  of  Information: 

Susan  L.  Rasmussen,  R.N.,  M.S. 
le.Gedar  Coiirt 
Carrboro,  N.C.v2^510 

Instrument  Copyright:  None.  The  author  would 
.  like  to  be  informed  of  §iny  research  in  which 
this  instrument'is.,used.  .  -  : 
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Rasmussen,  Susan  U  ,,> 

RASMUSSEN  PAIN 'DESCRIPTION  INDEX  (RPDI) 


Name 


Age 


yrs, 


Occupation 


/Marital  Status  (circle  one  answer  please) 

Single        married         separated         divorced  widowed 


I. 


Background  Data: 


For  the  questions  below,  please  circle  the  correct 
answer,  Yes  or  No.    Please  do  not  write  in  the 
margins:,  but  ^swer  each  question. 

1.  Were  you  or  either  of  your  parents' born  or  raised 
^outside  the  United ^States?       .  >  . 

2.  Have  you  completed  high  school?  -  • 

_3.^  Have  you  evei  had  surgery  on  your  back  to  relieve 
pain?  T^S^ 

4.  Have  you  fiad  more  than  one  surgery  on  your  -back?  ' 

5.  .  Have  you  had  back  pain  for  more  than  one  year?  , 

6.  Have  you  taken  pain  medication  in  the  past  four 
.    to  eight  hours?     >  . 


Paiia  Description  Items  - 

'  :     For  the  questions  below,  please  circle  the  letter,  of  the  answer 
tha€  best  describes  the  pain  you  have.    While  tlie  answer  may  not 
exactl77escribe  your  pain,  select  the  answer  that^cOTies  closest 
to  ybur  oim  description  and  circle  the  letter.    Do  n^-write,in 

'  -      the  matgin  or  skip  questions.    You  will  discuss  your  pain  further 
with  the  doctor,  but  this  questionnaire  is  intended  on^y  to  give 
-  .  us  a^rdugh  idea  of  the  pain  you  have.    Move  through  the  questions 
as  fast  aa  you  can,  but  don't  skip  questions. 


Yes 

No 

Yes 

No 

Yes 

'No 

Yes 

No 

Yes 

<     No  • 

Yes 

No    .  ' 

-5 
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Example:"       ,How  was  the  temperature  when  you  came  In  today? 

"  -V 

a.    hot  •  ' 

>•  warm' 
C.  chilly 
d.  frigid 

1.    How  wotild  you  describe  your  pain  as,  It  was  when  It  first,  occurred? 


a.  as  baid.  as  It  could  possibly  be 

b .  very  bad 

c.  moderately-bad  . 
c.    fairly  bad 

*  . 

2.  How  would  you  describe  your  pain  as  It  usually  occurs?  * 

■  0 

"  '    ^  a.  distressing 

•  b.  Intense    -  . • 

c.  ,  bearable 

d.  excruciating 

3.  Af ter^your  pain  becomes  more  intense,  how  long  does  It  usually 
V    last?  *  . 

Ji.  One  to  six  hours;  part  of  the  day 

'  b.  six  to  \twelve  hours;  half  a  day 

c'.  twelve  to  eighteen  hours;  all  day. 

d.  eighteen  to  twenty-four  hours;  all 

I,  day  and  all  night  '  ->  ' 

4..  When  Is  your  pain  most  Intense? 

a,  all ^ the  time 

,  ^      b.    off  .and  on;  several  times  a  day 

c.    once  or  twice  a  day  .  i 

.  d~A    less  than  once  a  aay  -« 

5.  How  long  dpds  relief  last  between  episodes  of  pain? 

'         a.    no  rellfiff  at  all  , 

b.  .  only  brief  period;  up  to  eight  hours 

c;    half  a  day  or>more;  up  to*  sixteen  hours  / 
^  .    -d. ,  a  day  or  more; "sixteen  to  twenty-four 

hours  or  more  ^ 

,'■  ' 

6.  How  would  you  describe  your  pain  as  -It  occurs  most  of  the  time? 

■  •     ■  * '        '  ■ ,  ■  .• 

^  ^  a.  as  bad  as  Ip  could  possibly  be 

b.  very  bad  ^ 

>  .     c.  moderately  bad'' 

\  "     :  :    d.  fall ly  bad  .  \ 


A 


•  ^  V04-UME  1 

  "*    -•   :      .  . 

Mow  would  you  evaluate  your  .i5aln?  -    ^  • 

•a,  annoying 
^    by^ 'miserable  -'^ 

c,  intense  „  ^ 

d,  .  unbearable 

•How^has  pain  affected  your  ability  to  work? 

a.    maintain  the  same  work  schedule 
as  before'  * 

b-,    maintain  the  same- work  schedule 

as  before,  but  tire  more  easily  . 

c,    now  do  another  type/of  work. which 
is  easier  ' 

d/   unable  to  work  at        \  '  • 

How  would  you  describe  your  family  relationships  since  pain  has 
been  present? 

.     d  ■  ■   ^      .     -  .  * 

a.  no  change  noticed  ' 

b.  very  little  change  for  the  better 
•  or  the  worse  ^  ^ 

c.  definite  change  for  the  better  or  ^ 
^  the  worse  . 

d.  things  are  much  better  or  much., 
worse.  *  ' 

How-would  you  describe  your  pain  at  tliis  moment? 

*  a.  as  bad  as  it  could  possibly  be  .  ^ 

h\  very  bad 

c.  moderately  bad 

-d.  fairly  bad  '  ' 
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Title:  COLORADO  MATERNAL  HEALTH  IN- 
DEX « 

Autljors:  Waller,  Mildred  V.,  Rubbelke,  Leona 
R.,  and  Fahrni,  Erma  B. 

Vaniable:  The  variable  is.  the  ^sk  status  of  a 
fn?egnant  woVnan.  Risk  status  refers  to  the 
likelihood  of  an  unfavorable  outcome  of  a  cur- 
rent pregnancy  for  either  the  mother  or  the  in- 
fant. ,  Unfavorable  outcomes  of  a  current 
pregnancy  are  defined  as:  fetal  and  neonatal 
deaths,  low  birth  weight,  short  gestational 
period,  congenital  defects  and  morbid  conditions 
of  the  newborn,  increase  in  the  severity  of  pres-  ^ 
.ent  chronic  conditions  in  the  Vn'other,  and 
obstetrical  complica^iQn  of  la^bor  and  delivery. 

Description:  '       =     •  ■ 

Nyfiture^and  Content:  The  index  has  five  parts: 
Parti  consists  of  seven  demographic  itehis.  Part 
II  lists  13  scoreable  factors  which  are  empiri- 
-cally  .related  to  ^  unfavorable'  '  pregnancy 
outcomes.  Each  has  from  two  to  four'!fixed  re- 
sponses which  have  been  assigned  numerical 
values  in  accordance  with  their  predictiveness 
of  an  iinfaybrable  outcome.  These  values  appear 
in  parentheses  prece^i^g  each  response. 

Other  itemis  r^fer  to  the  patient^s  marital 
staltus,  age,  religion,  blood  type  and  Rh  factor, 
anfl  other  aspects  of  the  patient's^medical  his- 
tory. ■ 

"Part  III  is  a  checklist  of  six  patient  conditions 
whif h  indicate  a  high  risk  of  unfavorable  out- 
comes: cancer  of  the  womb,  diabetes,  germati  - 
measles,  acute  urinary  tract  infection,  toxemia, 
and  previous. high  blood  pressure.  ^ 

Part  IV is  a  15-item  checklist  of^le&s  important 
predictors  of  infavorable  outcomes,  including 
serious  accidents  rape,  violence,  previous  multi- 
ple, pregnancies,  tuberculosis,  etc. 

•Part  V  is  completed  after  the  pregnancy.  It 
provides^space  fbr  comments  ahd  for  recor^ng 
the  outcome  of  the  pregnancy  for  mother  «j.iid 
baby.  •  "     - .  . 

Administration  and  Scoring:  The  instrument 
/is  completed  by  a  nurse  at  the  time  of  the  first 
'  ciyntact  with*' a  pregnant  woman  and  may  .  be 
used  in"*  a  health -care  or^home  setting.  As  the 
nurse  c^pletes  the  required  pregnancy  record 
•for  the.  health  care  agency,  she,  may  elicit,  data 
for  the  index, 'since  both  requiire  the  samejn- 
formation. 

Nurses  are  urged  to  use  available  data  in  , 
completing  the  schedules.  Information  for  the' 
inde'x  comes,from  the  jntervifewer;  from  labota-,  , 
tory  procedures  admiinistered,  or  ordered  at  the  ^ 


time  of  tlie  interview,  e.g.,  urinalysis  ^r  sugkr 
and  albumin,  blood  pressure,  etc.;  and^  from  the 
•patient's  medical  record. 

The  instrument  is  scored  to  provide  a  risk 
status  category  (high,  moderate,  or  low)  for  each 
patient.  In  "Part^,  th^  numerical  values  of 
weights  associate^^  with  each  response  are 
summed  to-provide  a  composite  score  or  risk 
index.  The  lower  the  score,  the  better  the 
mother's  chances  of  having  a  favorable -outcome 
for  herself  and  her  baby.  A  high  score  is  predic- 
tive of  an  unfavorable  outcome.  A  composite' 
scoreJixf-35  or  more  places  the  mother  in  the  high 
risk  category,  26  to  34  places  her  in^the  moder- 
ate risk  category,  and  25  or  less  places  her  in  the 
low  risk  category.  .      •  ^  - 

''Part  III  supersedes  Part  II  in  that  the  pres- 
ence of  any  of  these  conditions  in  Part  III  is 
predictive  of  an  unfavorable  outcome  and  will 
place  the  mother  in  the  high  risk  group  regard- 
less of  her  scOi^  on  Part  II. 

The  items  in  Part^IV  are  not  scored,  but  may 
contribute  to  the  overall  determination  of  risk. 

Both  predictors  and  outcomes  are.described  in 
detail  in  the  instruction  manual  (Waller  et  al., 
1968).  . 

Sfcf^  -  .  ■ 

Development: 

Rationale:  In  the  maternal  and  child  "^health 
area,  where  focus  is  on  reduction  of  the  Nation's 
prenatal  mortality  rate,  there  is*  a  need  for  a 
system  of  priorities  in  order  to  make  the  most 
efficient' use  of  professional  services. 

The  develop'Oiient  of  an  index  of  maternal  risk, 
which  could  be  used  fc^  health  care  personnel  in 
tjie  identification  of  pregnant  >yomen  who  have 
a  high  likelihood  of  unfavorable  pregnancy  out- 
come, is  considered  an  important' step  in  this 
^  effort.         .  •  . 

Source  of  Items'  Items  were  denved  from  an 
earlier  attempt  to  predict  -'high  risk"  pregnan- 
cies *(Waller  et  al.,  1968)..  In  the  earlier  study, 
data  bbtained  in  unstructured  interviews  with 
multiparous  women  and  data  collected  from 
^  clinical  and  medical  records  for  the  mother  and 
her  newborn  were  used  to  select  items  predic- 
tive>of  ijnfavorable  pregnancy  outcomes.  Some^ 
itefhs  of  questionable  predictive  value  were  re- 
tained in  the  index  so  that  additional  data  .could 
be  collected  on  them.  -  ^ 

!\  Procedure  j^r  Development:  Revision  of  the 
form  followed  two  pretesting  periods.  Following 
that>  a  study  of  1Q8  women  (grasrida  1-10)  was . 
conducted  in  Colorado  and  Utah  (Waller  et  al.„ 
1968).  The  data  collected  were  used  in  the 
further  refinement  of  the  iristrumept.  $ome 
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items  were  eliminated,  because  they  did  not 
adequately  discriminate  between  women  whose 
pregnancies  resulted  in  a  favorable  outcome, 
and  those  whose  pregnancies  resulted  in  an  un- 
favorable outcome.  Other  items  were  omitted 
because  of  their  redundancy  .with  .items  re- 
tained. Sevetal  items  w^ere  reduced  in  detail  in 
order  to  simplify  the  index  form  as  much  as  pos- 
sible while  still  retaining  a  sufficient  number  of 
categories  for  prediction. 

Utems  that  did  predict  pregnancy  outcome 
were  placed  in  two  groups'.  The  first  of  the  two 
groups  contained  items  which  .were  found  to  "as- 
sociate exclusively  with  an  unfavorable  out- 
come in  all  but  a  few  cases.  Because  of  the  high 
predictive  properties  of  these  conditions  (listed 
in'Part  lll),  their  presence  was  given  dominance 
over  any  other  circumstances  in  assigning  a 
woman  to  a  high  rislf  category.    '  ^ 
•  The  second  group  of  items  was  partially  pre-, 
dictive  of  pregnancy  outcomes  (listed  in  Part  II). . 
Responses  to  tfiese  items  were  given  a  relative 
weight  or  predictive  value  on  their  degree  of 
association  with  unfavorable  outcomel. 
'  Finally,  a  group  of  items  were  included  which 
were  not  found  to  be  predictive  of  outcomes  in. 
the  study  (listed  in  Part  IV).  These  were  selected 
because  they  related  to  conditions  not  prevalent 
in  the  patient  study  group,  but  were  frequently 
.  mentioned  *in  professional  literature  as  having 
some  predictive  value. 

,  .Reliability  and  Validity:  The  pa,tient  sample 
on  which  the  instrument  was  developed  Was 
evaluated  usiiTg  the  index  to.  determine  mater- 
nal risk.  Of  those  who  had  favorable  outcomes, 
15  were  clkssified  low  risk^  21  were  classified 
moderate  ri*k,  and  10  were  classified  high  risk. 
•  ft  " 


I 

■1/ 


Of  those  who  had  unfavorable  outcomes,  1  was 
classified  low  risk,  11  were  classified  moderate 
risk,  and  42  were  classified  high  risk. 

Use  in  Research:  The  index  has  not  been  used  in 
other  published  studies;  however,  the  author 
did  state  that  the  instrument  had  been  used  in 
several  master's  theses.  .   .  ? 

Commentsi.The  authprs  have  provided  a  promis- 
ing pool  of  predictorsra  s^t  of  precise  definition^, 
■  and  a  method  for  systematically  collecting  data 
in  standardized  form— all  necessary  ingredients 
for  a  definitive  prediction  study.  The  small  sam- 
ple size  of  the  study  does  not  permit  definitive 
statements  at  present;. however,  continuing  ac: 
cumulation  of  d^ta  should  reveal  an  increas- 
ingly stable  relatiohsrhrp  bet>yeen  predictors  atid 
outcomes.*  In  the  meantime,  the  index  serves  an 
important  purpose  in  cla^ssifyiug  women  by  the 
probability  of  risk  in  pregnancy*  with  some  de- 
gree of  accuracy.     '      •   &^  -  ^ .  .    : . . 

Further  cross  validation  and  reliability 
studies  should  establish  the  instrument's  dis- 
criminatory power  (accuracy  of  prediction). 

References:  ^  r_ 

Waller,  M.  V:,  Rubbelke,  L.  R.,  and  Fa)irni,  IL.  B. 
The  Colorado  maternal  health  index  study: 
Second  phase.  Tri-County  District  Health  De- 
partment,  Aurora,.  Colorado,  1968. 

Source  of  Information: 
Mildred  V.  Waller 
6500  fiast  Nevada  Place 
Denver,  Colo.  80224 


Instrument  Copyright:  None. 
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PART  II 

V 

PATIENT'S  NAME. 
AOORESS  


WkTIENrs  ACE. 


.YRS.  MT  LAST  aiRTHOAY) 


PLACE  OF  INTERVIEW  j  

_  INTERVIEW  GATE  U 

PARA  RACE-ETHNICITY  


PART  HI 


"I)  MARITAL  STATUS 
OtZI  WIOOwCO 

scparatco 

OlsroivoRceo 

.     CD  (2)  NCVCRMARRICO 

31  PULSE' 

ri  111  unoer  bo 
C3  111  io-i»~^ 

m  14)  fO  4  OVER 


9)  RH  OF  PATIgNT 
Q(2»  POSITIVE 
CJII)  NECaTIVE 


2)  ACE  OF  PATIEMT 

Q  nl  30-2* 
□  111  21 -21 
'  O       >°  *  OVER 


'4)  SYSTOLIC  S.P. 

Q  lOJ  UNOER  100 
O  12)  100-109 
C3]  l«»  1  lO-  1 1t 
^  110)  120  A  OVER 

10)  HEM'ATOCRfT 
C3<«>  UflOER  3S 
C:ill)  3S.  iJ 
C3  H'l  «0  A  OVER 


3)  RELIGION 

I")  10)  CATHOLIC 

□  IS)  ^rojtestamt 

O     i"0.v  . 

Q  IS)  OTHER  IS^EClFY) 

-7)  PULSE  PRESSURE 
CD  10)  uNocR  •a 
(S)  40 -4s 

O  m  so  A  OVER 


U)  PREV.  ABNORMAL  PREC. 

L.'tlll  NONE 

C3ti>'0ME 

CJlS)  TWO  A  OVER. 


4)  WEICHT/HEICHT  RATIO 

SCO)  UNDER  1.79 

1)1  1.7S-  K9»  ' 

O  *2I  2.00-  Z  J4 

rn  U)  2^S  *       ER  . 


<)  BLOOC  TYPg 
O  * 

CU  ■ 

n  OTHEW' 


12)  KitfNEY  TROUSLS- 

I  (2)  NO 


13^  PREV,  5;i.e|tE£  WITH  NEWBORN  MORBIDITY 
Ol2»  NO 


PART  ml 


O  Cancer  OP  «OMt 

O  OIASETCS 

O  CERMAN  MEASLES  lOURlNG^  1ST  TMIMESTER) 
CH  ACUTE  URtNAMT  TRACT  INFECTION 
O  TOXEMIA 

CD  PREVIOUS  HIGH  tLOOO  PRESSURE 


RISKJNOEX  isuMMATiON  or 


~7 

P^T  C 


STATUS  cBAseo  ON  pARTs-ii  A  iri) 
HICH  RISK  tiNCEX  Of  3S  on  yOR£  0<* 

COnOITIONJN  PA«T  »ff  H^RESSnT; 


O  MODERATE  RISK  iinocx  or  2ft- 14) 

O  LOW  RISK  IINOCX  or  2S  OR  LESS) 


PART  IV 


NURSE'S  0gSsRVATt0>^&&  OTHER  HISTORY 

CD  SCRIOUS  ACCtOENT   RAPE,  VIOLENCiC  . 
m  PREVIOUS  MULTIP~LC  P^^CSNAn'oES 
CI3  SERIOUS  CaMO<aC  OtSOPOER 
^  ThTMOIO  OtSTURtANCE 

O  Tuberculosis 

O  VENEREAL  DISEASE 

m  PSYCHIATRIC  COMOlTtON 


Q1CEMCT»C  PROBLEM 

ri  x-RAOiATiOH  or  ASOOMEN 

Q  SMOKING  2  OR  MORE  PKGS.  ClfiARETTES/0 AY 
^  USE  or  HARMruL  ORUCS 
C3  CONTRACEPTIVE  USE 

^  Less  Than  2  ysar  interval  since  LAST  PREG. 

^  MULTIPLE  SOCIO-ECONOMIC  PROQUEMS 

CD  PREVIOUS  OrSTOCiA 
Q  RECURRENT  BLEEDING 


PART  V 


CURRENT  PRECNANCY  OUTCOME 


MOTHER: 


d  PAVORABLE 
CD  UNFAVORABLE 


o 

INFANT:        ClrAVORABvc         comments.  ^  ^  ^  

OUNrAVORABLl 
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Title:  PATIENT  WELFARE  INVENTORY 

Authors:  Wolfer,  John  A.,^  Eisler,  Jeanne,  and 
Diers,  Donna 

Variable:  The  instrument  wasMesigned  to  pro- 
vide information  on.  the  day-to-day  emotional 
status  of  a  patient  as  he(she)  recovers  from 
surgery.  ,  .       ^  i 

Dc^scription: 

Nature  and  Content:  This  self-report  inven- 
tory cons>ists  of  20  adjectives  which  are  pre- 
sumed to  be  descriptive,  of  the  range  of  emotions 
a  patient  may  experience  during  hospitaliza- 
tion, e.g.,  comfortable,  depressed,  tense,  hopefu), 
etc.  The  patient  is  asked  to  rate  each  adjective 
on  a  6-pbint  scale  to  indicate  the  extept  to  which 
each  describes  his(her)  feelings  for  that  day.  The . 
scale  extends  from  "not  at  air' -to  ''very  much." 
There  is  also  one  summary  item  which  asks, 
"How  low  or  high  are  your  general  spirits?" 
This,  too,  is  rated  on  a  6-point  scale-from  "very 
low"  to  "very  high."  •  '  ^ 

Administration  and  Scoring:  No  special  provi- 
sions are  necessary  for  administration.  Approx- 
imately 7  minutps  are  required  for  Completion  of 
the  instrumient.  •  j 

the  6  points  on  the  rating  scale  are  assigned 
values  as  follows:  not  at  all  =  1;  very  much  =  6; 
values  of  2,  3, 4,  and  5  are  assigned  to  the  respec- 
tive intervening  categories.  The  scores  for  all 
adjectives  are  summed  to  provide  a  total  score 
for  each  patient. 

Development: 

•  Rationale:  The  instrument  is  based  on  a  hohs- ' 
tic  view  of  man  and^the  psychosomatic  approach 
to  illness  which  holds  that  the  process  of  physi- 
-^cal  recovery  is  influenced  by.  the  patient's 
psychosocial  status. 

Source  of.  Items:  The  adjectives  contained  in 
the  instrument  are  a  slightly  revised  version  of; 
the  Moods  and  Feelings  Inventory  developed  by  ^ 
Wolfer  and  Davis  (1970),  and  are  based  on  the 
recommendatioins  of  ejtperienced  medical  and 
surgical  nurses  and  their  patients^.  - 

Procedure  for  Development:  No  information 
was  provided. 

Reliability  and  Validity:  No  information  was 
provided  regarding  the  reliability  of  the  instru- 
ment. 

Pearson  correlations  were  computed  between 
the  total  score  derived  from  this  instrument,  the 
Social  Desirability  Score,  and  the  nurses'  rat- 
ings of  patients'  emotional  states  for  each  day 
'  patients  were  in  the  hospital.  The  correlations 
between  the  total  score,  and  Social  Desirability 


^ranged  fromc;-0.08  to -0.11,'  depending  upon  the 
day.  The  correlations'  between  the  nurses'  rat- 
ings and  the  total  score  derived  from  this  in- 
strument ranged  from  0.41^  to  0.56,  depending 
upon  the  day.  The  total  score  was  also  examined 
in  terms  of  such  variables  as  the  sex  of  the  pa- 
tient and  the  nurse  who  made  a  rating.  No  sig- 
riificarit  differences  were  reported  as  a  function 
of  such  variables. 

Use^  in  Research:  Eisler  et  al.  (1972)  used  this 
instrument,  along  with  the  Crowne  and  Mar- 
lowe (1964)  Social  Desirability  Scale  and  the  Re-' 
covery  Inventory,  in  a  study  which  included  64 
.  .adult  surgical  patients  ^(32  ^males  and,  32 
females).     .  '  . 

Comments:  Before  the  strengths  and  weak- 
nesses of  the  instrument  can  be  fairly  assessed, 
moreMnformation  is  needed— i.e.,  the  .variable, 
should  be  conceptually  defined  clearly,  and  the 
.  reliability  and  validity  of  the  instrument  dete;r- 
mined.  Since  it  is  possible  that  the  words  con- 
tained in  this  instrument  may  differentially 
contribute  to  the  total  score,'it  would  be  helpful 
•  to^  have  information  regarding"  the  inter-item 
characteristics  of  the  instrument. 

Finally ,^given  that  the  information  derived 
from  this  i'nstrument  was  designed  to  be  used  to 
examine  the  ^effects  of  nursing  care  upon  the 
emotional  state  of  a  patient,  it  would  be  impor-' 
tant  to  have  data  that  would  make  it  possible  to 
y.  examine  the  relationship  between  several 
-  methods  of  obtaining  this  latter  data  and  differ- 
ent levels  of  quality  of  nursing  care. 

c 
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Source  of  Information: 
John  A.  Wolfer,  Ph.D. 
School  of  Nursing 
Yale  University 
New  Haven,  Conn.  06510 

Instrument  Copyright:  None. 
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NOT 
AT  ALL 


VERY 

mcK 


CCftlFORTABLE 
PLEASED 
HORRIED 
UNCERTAIN 

RELIEVEi> 
WEARY 

DEPRESSEDc- 
SATISFIED 

TENSE 
ANNOYED 
CONFIDEtlT 
RELAXED 

FRUSTRATED 
UNEASY 
HOPEFUL 
FRIGHTEIIED 

CONTENT 
MISERABLE 
PEACEFJJL 
ENCOURAGED 


- 

■ 

■ 

1 

; 

1 

1   

1 

mJ  LOl-I  OR  HIGH  ARE  YOUR  GEI'IERAL  SPIRITS? 


VERY 

VERY» 

LOW 

HIGH  = 

i 
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Client  Biopsychosocial  Health  Status:  General 


Title:  BEHAVIOR  RATING  SCALE  ^ 
Author:  Brink,  Pa  mela  J. 

■        ^  ■       ■  '  .y  •    '■  • 

Variable:  Behavior  defined  as  any  verbal  or 
nonverbal  action  of  hospitalized  inpatient  her- 
oin addicts  mentioned  by  the  nursing  staff 
either  in  the  nursing  notes  or  in  staff  confer- 
ences is  the  variable. 

Description:  \ 

Nature  and  Content:  This  is  an  observer- 
completed,  .three-page  instrument  designed^to 
identify  the  presence  or  absence  of  50  be- 
havioral characteristics  or  acts.  The  charac- 
teristics  are   itemized    and   categorized;  as, 
follows:     (1)     sleep  -habits— 7     items,   '(2)  ; 
activities^ll  items,  (3)  elimination-i-5  items,  (4) 
socialization— 3   items,  '  (5)   eating  l^a^'^s— 5 
items,     (6)  grooming— 4     items,     and  (7) 
behaviors— 15  items.  Most  of  the  acts  hsted  are  , 
negative.  The  Tating  scale  is  divided  into  col-  . 
umns  for  use  by  the  night,  day,  and  afternoon 
shifts  of  the  nursing  staff. 

Mministration  and  Scoring:  A  copy  of  the  in- 
strument is' attached  to  the  front  of  each  pa- 
tient's chart  by  the  night  duty  charge  nurse. 
Each  member  of  the  nursing  staff  assigned  to 
the  particular  patient  for  that  day  and  that  shift 
is  asked  to  check  off  those  behaviors  that  occur 
at  least  once  during  his(her)  tour  of  duty.  The 
rating  scale  provides  space  for  a  check  if  the 
behavior  has  been  present  and  no  check  if  the 
behavior  has  not  been  present.  Space  is  pro- 
vided at  the  end  of  the  scale  for  additional  com- 
ments about  the  patient  by  staff  of  any  of  the 
three  shifty.  Special  notes  are  requested  for  type 
of  activity  in  which  the  patient  participated  m 
occupatioi^al  therapy  and  recreational  therapy, 
the  time  at  which  the  patient  arrives  for  meals,  ■ 
and  type  of  activity  engaged  in  when  present  on 

the  ward.  . 

A  simple  tabulation  of  the  presence,  or  absence 
of  a  particular  behavior  is  made  for  each  patient 
for  each  hospital  day.  Whether,  the  behavior  is 
noted  once  or  three  times,  the  activity  is  simply 
scored  as  having  occurred  that  day.  ■ 

Since,  all  patients  are  not  admitted  at  the 
same  time,  each  rating  scale  is  filled  out  for  the 
day  of  hospitalization.  A  simple  tabulation  is 


made  of  each  behavior  exhibited  by  each  addict  . 
for  each  hospital  day.  Each  behavior  for  each 
day  is  then  tabulated  in  percentages  according 
to  the  number  of^.  rating  scales  completed  for 
that  day.  AH  behaviors  are  then  given  a  sq^le 
value-according  to  the  percentage  of  patients 
displaying  that  behavior  on  any  given  day.  If  a 
behavior  occurs  in  more  than  75  percent  of  the 
patient  population,  the  behavior  is  given  "a, be- 
havioral value  of  5;  frpm  50  to  74  percent  a 
behavioral  value  of  4;  30  to  49  percent,  a  be- 
havioral value  of  3;  from  15  to  29  percent,  a . 
behavioral  value  of  2;  and  for  less  than  15  per- 
cent, but  more  tlidn  zero',  -  the- assigned  be- 
havioral value  is' 1. 

The  sum  of  each  behavioral  value  for  each  day 
provides  th6  scale  value.  The  highest  possible 
scale  value  is  25  if  more  than  75  percent  of  the 
patients  displayed  this  behavior  for  5';  days, 
while  the  lowest  scale  value  is  1  if  less  t^an  15 
percent  of  all  patients  displayed  this  behavior 
on  1  hospital  day.  The  behaviors  are  then 
ranked  according  to  the  scale  value.  - 

Subscores  are  attained  by  tabulatinjar  seated 
value  for  male  versus  female  patients  and  for 
each  hospital  day.  .  . 

■  Development:  •  j' 

Rationale:  An  initial  pilot  project  was  carried 
out  as,'a  result  of  staff  complaints  of  the  be- 
havior of  heroin  addicts  on  an  acute  care  inpa- 
tient psychiatric  facility.  Although  there  had 
been  numerous  consultatidns  around  this  pa- 
tient population  and  a  nursing-care  plan  de- 
veloped by  the  staff,  the  complaints  continued. 
The  pilot  project,  however,  did  not  yield  data 
about  addicts'  behaviors  which  could  account 
for  the  staffs  continuing  unrest:  At  the  time, 
there  was  no  literature  available  on  this  type  of 
detoxification  program,  nor  on  staff-patient 
problems  in  and  around  such  a  program.  A 
study  was  devised  which  would  investigate 
addict  behavior  and  staff  attitudes.  This  instru- 
ment was  designed  to  elicit  characteristic  be- 
havioral patterns  of  an  addict  population  m 
order  to  have  sufficient"  data  on  which  to  plan 
nursing  care.  ,  "  j 

Source  of  Iterm:  The  items  were  based  upon 
nursing  notes,  the  specific  nursing  care  plans 
for  the  addicts,  and  comments  made  by  statt 
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members  at  -Staff  meetings  about  addict  be- 
haviors. 

Procedure  for  Development:  The  instrument 
wais  designed  by  the  author  m  consultation  with 
two  clinical  nurse  specialists  who  h^d  been  or* 
were  involved  with  a  particular  hospital  ward. 
*'The  instrument  was  developed" as  a  pilot  in- 
strument to  test  its  feasibility.  "  ' 

Reli(^ility  and  Validity:  No  reliability  coeffi- 
cients have  beenjBstablished  for  the  instrument. 
The  instrument  has  cojitent  validity  in  that  the 
behaviors  listed  are  representative  of  all  of  the  . 
usual  behaviors  (or  lack  of)  seen  on  such  a  ward, 
and  all  of  the  behaviors  listed  had  been  observed 
by  a  member  of  the  staff. 

Use  in  Research:  A  complete  report  of  the  find- 
ings of  the  sti^^Jy  in  which  this  instrument  was 
used  can  be  found  in  the  articles. referenced  be- 
low. -  , 

Comments:  Brink  (Personal  Communication)  re- 
ported ,th  at:  '  V 

•Several  problems  arose  with  the  use  of  this  instrument. 
First  of  all,  the  rating  scale  was^cored  by  staff  nurses 
.    who  were.not  supervised  during  the  period  of  the  study." 

•  Gross  errors  can  be  estimated  from  thi3  scoring:  proce- 

*  dure.  Many  gaps  in  the  data  were  apparent  from  the  raw 
data — comments  were  not  cansisffent»  nor  were  re- 
quested  pieces  of  [information  elicited.  I  would  recom- 
mend that  anyone  using  this  instrument  train  research 
assistants  to  collect  the  2}eeded  data. 


In  reviewing  the  published  article,  I  have  found  a 
gross  statistical  emtr  in  the  rank  ordering  of  the  scale 
values:  The  r^nk  ordering  had  not  been  done  properly, 
'7?        i.e.,  tied  scale  values  were  incorrectly  rank  ordered. 

Finaliy,  I  would  recommend  a  test-retest  reliability 
test  in  the  form  of  repeated  observations  to  develop  a 
beginning  estimate  of  the  reliability  of  the  instrument. 

Any  potential  user  will  need  to^ex^mine  the 
scoring  system  carefully  and  critically,  and,  as 
the  author  suggested,  ,  determine,  the  instru- 
ment's reliabilityi  However,  it  can  provide  an 
initiM  starting  point  for  the  investigator  in-' 
terested  in  the  same  aspects  of  behavior  covered 
by  this  instrument. 

Kieferences: 

Brink,  Pamela  J.  Behavioral  characteristics  of 
heroin  addicts  on  a  short-term  detoxification 
program.  Nursing  Research,  1972,2i^CDr38-45. 

—  Heroin  addicts:  Patterns  of  behavior  dur- 
ing detoxification.  Journal  of  Psychiatric 
Nursing  and  Menfal  Health  Services,  March- 
April  1972,  12-18. 

Source  of  Information: 

,Pamela  J.  Brink,  R.N.,  Ph.D.  ^ 
-  Associate^Professor  of  Nursing  and 
Anthropology 
UCLA  School  of  Nursing  ; 
Los  Angeles,  Calif.  90024 

Instrument  Copyright:  Noi>e. 
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Brink,  Pamela  J. 
BEHAVIOR  RATING  SCALE 

SLEEP  HABITS  : 

1.  Retired  after  niidnight. 

2.  Slept  with  Intervals. 
3;    Drowsy  during  day. 

4.  Slept  late  In  A.M;h 

5.  In  T)ed  -  awake, 
dv-  m  bed  -  asleep. 
7.    Restless  during  sleep. 
ACTIVITIES ; 

'1.    Attends  morning  meeting. 

2.  Attends  addict  ^leetlng. 

3.  •  Attends  OT. 
A.    Works  on  OT  project. 

5.  Atteijds  R.T. 

6.  Specify  activity  In  R.T. 

' 7 .    Watching  TV  on  ward . 

8.    Playing  cards  &  other 
games. 

,9.    Off.  ward  to  movie  or  datice. 

10.  Plays  ping  pong  on  ward. 

11.  Specify  on-ward  activity i 
ELIMINATION; 

1.  Constipation. 

2.  Diarrhea.^ 

3.  Urine  specimen  obtained 

4.  Routine. 

5.  Suspected  drug  use. 
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AFTERNOON  SHIFT 


SOCIALIZATION; 

1.  Talks  with  other  addicts. 

2.  Talks  with  other  patients. 

3.  Talks  with  staff. 
EATING,  HABITS: 

1.  Regular  diet. 

2.  Attendsnieals  (note  time). 

3.  .Attends  snacks  (note  time). 
v4.    Has  second  helpings. 

5.    Eats  at  other  times. 
GROOMIN^G:  ^ 

1.  Bathi  '      ,  ' 

2.  Shave.  ' 

3.  Shampoo. 

4.  Neat  and  dean  looking. 
BEHAVIORS;  1    '  • 

1.  Listless  and  apathetic. 

2.  Alert  and  avare  of  surroundings. 

3.  Angry,  verbalizations^ 

4.  Angry  at  staff.  ^ 

5.  Angry  at  patients. 

6.  Physical  aggression  to  others. 

7.  "^ysical  aggression  to  property. 
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814  .. 
NUMBER 

DATE 
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NIGHT  SHIFT 


8;    Rfttuests  nedTlcatlons  vhe&  not 

9«    Repeats  ttedlcatlons  when 
oStaff  busy. 


10.    Accuaea  staff  qf  omitting 
given  medications. 

■ .  > 

11«    Accused  of  harrasslng  other 
patienta.  a 

12.  Becomes  irritable  when  me^s. 
-  not  given  on  request • 

13.  'Questions  when  meds.  are  due- 
threatiftns  to  leave  AMk. 

14,.  ;  Quest ion»  nurse's  judgment. 

15.    Threatens  to  report  nin;8e'8 
■       behavior  to  physician. 


DAY  SHUT 


AFTEHNOON  SHUT 
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Title:"  POSTOPERATIVE  CONVALESCENCE 

questioniJaire 

Author:  Elms,  koslyn  R.  v     '  - 

Variables:  This  instrument  provides  informa- 
tion on  four  variables:  physical- complaints  and 
discomforts;  physical  indepen<^ence;  social  in- 
teraction and  diversional  activity;  and  emo- 
tional response.  The  other  itejns  are  basically 
transition  items.  Note  that  the  published  paper 
(Elms,  1972,  p.'; 393)  refers  to  the  emotionar  re- 
sponse items  as  Section  D.  This  was  done  in 
order  to  avoid  a  sequehce  of  A,  B,  C,  E,  which 
would  have  been  confusing  to  the  resfder.)  ^  ^ 
.  A  fifth  variable,  called  the  Patient  Convales- 
cence Score  (PCS)  is  derived  by  averaging  scores 
on  the  four  variables  over  the  period  of  hospital 
confinement. 

Description: 

Nature  and  Content:  The  Postoperative  Con- 
tvalescence  Questionnaire  is  made  uji  of  46  ques- 
tions that  provide  information  abotit  a  variety 
of  experiences  patients  are  likely  to  have  while 
in  a  hospital  and  how  they  feel  about  these  ex- 
periences.  P/iy«icaZ  complaints  and  discomforts 
is  operationalized  bj^ombining  responses  to  15 
questions,  such  as  "How  well  did  you  sleep  last 
nighiV*  Physical  independence  is  made  up  of  re- 
sponses^ to  nine  questions,  such  as  "Did  you 
comb  your  hair  today  or  did  som"eone  else  do  it?" 
Sociul  interaction  and  diversional  activity  is 
operationalized  by  responses  to  eigljt  questions  ' 
such  as  "What  have  you  been  doing  most  of  the 
dayV*  Emotional  responses  is  made  up  of  re- 
sponses to'^lO  questions,  such  as  "Have  you  felt 
depressed,  sad,  or  like  crying  today?"  The  Pa- 
tient Convalescence  Score  (PCS)  was  derived 
from  the  scores  computed  for  the  other  four  var- 
iables. /         "  ^     1  . 

The  questionnaire  employs  forc^  choice  al- 
ternatives, and  the  number  of  \response 
categories  provided  for  responses  to  tl\e  ques- 
tions .contained  in  this  instrument  rangVfrom 
two  to  six.    >  *  \ 

'.Administration  dnd  Scoring:  This  instrum^t 
is  designed  to  be  administered  to  a  patient  by^anx 
interviewer.  Interviews  range  from  15-80  min- 
utes, depending  upon  the  condition  and  coopera-*^ 
tion  of  the  patient.  Approximately  15-20  hours 
are  required  to  train  interviewers  in  the  use  of 
the  tool. 

Scores  on  each  variable  represent  the  mean 
score  on  jresponses  to  each  of  the  variable 
categories,  i.e.,  phystcaljcomplairita  and  discom- 
forts (instrument  item£(  coded  with  the  letter  A); 


physical  independence  (instrument  items*,  coded 
with  the  letter  B);  social  interaction  and  diver- 
sional activity  (instrument  items  coded  with  the 
letter  C);  emotional  responses  (instrument  items 
coded  with  the  letter  ,E).  Items  on  the  instru- 
ment whose  numbers  are  circled  are  not  scored. 
Response  categories  were  assigned  numerical 
values  for  quantitative  analysis,  but  no  further 
information  was  provided  on  the  numericaWal- 
ues  assigned  to  questionnaire  items  and. re- 
sponse catei:orie3.  The  Patient  Convalescence 
Score  (PCS)  is  obtained  by  combining  the  mean 
values  obtained  on  each  questionnaire  adminis- 
tered to  the  patient 'and  th^n  dividing  by  the 
total  number  of  interviews  the  patient  received. 

Development: 

Rationale:  This  instni^ment^was  developed  to 
provide  informatio»^hat*  could  be  used  to 
explore  the  relationship  betweenj^retovery  room 
behaviors  and  postsurgical  patterns  of  recovery. 

Source  of  Items:  The  questions  in  this  test 
were  developed  by  the  author  and  modeled  upon 
pfevious  work  described  in  Abdellah  et  al. 
(1961),  Hendierson  (1964),  and  a  report  from  the 
Ufiiversity  of  Iowa  (1960).  . 

Procedure  for  Development:  The  questions 
were  administered  by  an  interviewer  to  60  pa- 
tients at  the  Parkland  Memorial  .Hospital,  Dal- 
las, Texas.  Approximately  one-tjhird  of-  the 
patients  were  men.  They  ranged  in  age  from  18 
to  82  years.  A  wide  variety  of  surgical  proce- 
dures having  a  variety  of  risk  had  been  .per- 
formed on  the  patients.  The  scores  derived  from 
the  instrument,  were  related  to  those  derived 
from  the  Recovery  Room  Activity  Schedule 
(Elms,  1972,  see  elsewhere  in  this  publication), 
and  to  common  medical  measures  of  convales- 
cence such  'as  postoperative  fever  days,  fre- 
quency of  pain  medications,  postoperative, 
complications,  and  length  of  postoperative  hos- 
pitalization. ■  . 

Reliability  and  Validity:  The  validity  of  the 
data  collected  with  the.  Postoperative  Convales- 
cence Questionnaire  was  .tested  by  collecting 
similar  data  on  a  Nurse  Evaluation  Question- 
naire. Nurse  perceptions  of  patient  behavior 
were  coded  as  NES  and  were  highly  correlated 
.with  the  PCS  (r=  +  0.82)  which  resulted  from 
patients'  self-reports.  '    _  / 

^one  of  the  patient  convalescent  measures 
accotmted  for  as  much  as  10  percent  of  the  var- 
iance af  the  variables  derived  from  the  Recovery 
Room  Activity  Schedule.  However,  the  Patient 
Convalescfenie  Score'(PCS)  was.substantially  re- 
lated (r  =  0^6  and  r  =:=  tf.60)  to  the  number  of 
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postoperative  fever  days  and  to  the  degree  of 
surgical  trauma,  respectively.  The  PCS  was  also 
moderately /related  to  length  of  postoperative 
hOspitalizal!ion  (r  =  0.35),  and  to  postoperative  » 
complications  (r  =  0.33),  No  differences  were  ob- 
served between  the.five  measures  derived  fron> 
this  instru,inent  and  such  variables  as  sex,  age, 
and  race.  Previous  recearch  (l^Ien^er  et  al.,  1957) 
auggestedl  that  there  would  be  a  relationship 
between  the  Patient  Convalescence  Score  and 
vomiting  in  the  recovery  room.  No  such  differ- 
ence^ were -observed  in  these  data.  ' 

Use  in  I^searc^,Elmg's  (1972)  use  of  the  in- 
strument is  described  ill  the  reference  cited  be- 
low. .  . 

Commenlts:  The  instrument  appears  to  have  a/ 
potenti^  for  providing  inforiiiation  on  the  vari- 
^les  it  is  designed  to  measure.  The  relationship 
observed  between  the  Patient  Convalescence 
^  Score  and  medical  trariables  such  as -degree  of 
surgical  trauma  suggests  that  that  measure,  at 
-least;  is  providing  information  congruent  with 
what  would  be  expected.  However,  since  the 
items  used  to' compute  each  score  have  a  variety 
of  answer  choices,  at  is  possible  that  they  are 
differentially  contributing  to  the  total  scores  for 
e^ch  variable.  If  information  were  available  re-  ' 
garding  the  inter-item  relationships  of  the  vari- 
ous items,  within  and  across  these  measures,  it-^ 
would  be  possible  to  eliminate  "weak"  items  and 
to  capitalize'upori  or  differentially  weight  those 
items  that  were  really  contributing  strongly  to 
the  actual  variability  on  these  measures.  This 
might  also  result  in  a  reduction  in  the  number  of 
items  required  to  gather  useful  information, 
and  it  would  thus  take  less,  time  to  administer 
this  instrument  to  patients.  The  sample  of  pai- 
tientii  is  ^Iso  sufficiently  'small  to  make  jt^ 
worthwhile  to  try  to  replicate  these  results  on  a.°, 
larger  sample  of  patients. 
The  fact  that  there  was  a  fairly  larfee  amount 


of  agreement  between  nurses'  and  patients' 
perceptions  of  parts  of  these  measures  suggests 
that  the. measures  are  likely  to  be  stable  across 
,  short  intervals  of  time.  However,  approximately 
30  percent  of  the  variance  on  the  Patient  Con- 
valescence Score  is  not  accounted  for.  There- 
fore, itVwould.  be  useful  to  have'  additional 
information  on  the  .  shoj?t-t6rm,  test-retest 
characteristics  of  these  measures.  .  * 
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Elms,  Rbslyn  .      ;  ' 

POSTOPERATIVE  :CONVAtESCENCE  QUESTIXJNNAIRE  ^ 


Questlotm  with  *  are  those  questions  also 
in  order  ta  test  validity.  .  Circled  Items 


*1E.    Would  you  say  you  fel^t  today? 


*1A.    How  well  did  you  sleep  last  night? 


2A.    Did  you  take  a  sleeping  pill? 


.3A.    Did  you  request  one  or  did  the 
nurse  give  It  to  you  without 
asking? 

4A.    Have  you  had  any  pain  In  your 
Incision  today?    How  severe  was 
the  pain? 


*5A.    How  often  did  you  have  pain? 


6A.    When  did  the  pain  occur? 


7A.    Were  you  able  to  ease  the  pain 
yourself?    How?  (remarks) 


asked  of  the  patleiit's  nurse » 
are  no  score  questions. 

IE.    better  than  you  expected 
about  as  you expected 
worse  than  you  expected 

lA.    very  well 

moderately  well 
poorly  ' 

c 

2A.  yes 

no  . 
don't  know 

3A.  requested 

not  requested 


4A.    no  pain  " 

slight  amount 
moderate  amount 
severe  amount 

5A.    most  of^th-fi  time 
frequently 
occasionally 
rarely 

no  p|pln 

6A.    usually  when  resting 
usually  ^when  moving 

in  bed 
usually  when  getting 

out  of  bed 
us^lly  when  walking 

around 
nb  pain. 

7A. .  y*!8    ^  " 
no 
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*8A. 


*9A. 


About  how  ainny  tines  did  you 
ask  for  pain  medication? 


Most  of  the, time,  did  the 
medlclac  relieve  the  pain? 
How  well?  .  , 
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8A. '  #  of  times  > 


9A.    none  given . 
completely 
almost  completely 

not  at  all  * 


J' 


*1B.    When  you  took  your  bath  this 
morning  did  you  do  it  alone 
or  with  help? 


IB.  .  alone  in  BR 
.  ;   alone  at  bedside 
in  BR  with  help 
f        in  bed  with  help 

glvfifn^bedhath'"^"^^ 
refused  bath 


.*2:B.    Did  you  comb  your  hair  today 
or  did  someone  else  do  it? 
Did  you  ask  that  it  be  done? 


2B.    not  comb'ed 

someone  else  without 

request 
someone  else  with 
» request^ 
self  coB^^ed 


*3B.    Did  you  use  the  BR  or  BP  today? 
Alone  or  with  help? 


3B.    alone  to  BR  * 
help  to  BR  , 
BP  without  help 
BP  with  help  ' 
ikicont^.nent  \)r  cathed 
ckth  fox  urine  &  BR 
for  bowels 


*4B.    Did  you  get  out  of  bed  today? 

Did  you  dangle?  (How  extensive 
was  ambulation?) 


4B.  bedrest 
dangled 

up  to  BR  only  ' 
up  in  chair  only 
ambulated  (shbrt  walks) 
up  ad  lib 


5B.    Would  you  describe  how  easy  or  5B.  ^bedrest 

^'      ^'In^:?'  Sightly  difficult 

or  dangle?     •  *  «,.^o^«^l1v  dlfflcu 


mocferatoly  difficult 
very  difficult 


PSYCHOSOCIAL  INSTRUMENTS 


*6B    Did  you  dangle  or  walk 


^  Dangle- 


6B. 


alone 

with  a  little 

help 
with  quite  a 

bit  of  help 


Walk> 


*7B.    Did  the  nurse  have  to^  make 
.  ^        you  get  ]Up?  ' ; 

^IC.   Tniiere  have  you  spent  most  of 
*  your  time  tpday?  -  ' 

*2C.  "Wh'&t  have. you  been  doing  most 
of  the  day? 


7b.  yes 

-no 


IC.    bed        ^  ^ 
chair  in  room 
walking""  around 
on  sunporch 


2C.  sleeping 

awake  doing  nothing^ 
.thinking 

reading  or  watching  TV 
talking  with  people, . 


3C,    Have  you  been  bored  today? 


.3C. 


yes 
no 


4C.    What  would  you  like  to  be  able  ^  4C. 
|:o  do  to  occupy'  yoiir  time?  *  ' 


*5C.    Did  you  have  any  visitors  56. 
'  yMterday? 

"    -  •  /  -  .  ■■ 

*6C.    Did  you  visit  with /iny  patients  6C. 
or  go  to  the  coffee  shop  today?  ^ 


Write-  suggiestions  patient' 
makes.  / 


yes 
no  . 


yes  . 
no 


lOA.    How'woiild  you  describe  your 
appetite  today? 


*HA.    How  much  food  did  you  eat 
today?    (included  liquids) 


IQAi    not  hungry      .    v  * 
a  little  hungry 
fairly . hungry 
very  hungry 

liA.    not  served  any  * 

ate  nothing  on  tray 
-  some  ^ 
more  than  1/2' 
;^v^efything  on  tray 
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*8B.    Were  yotx  able  to  feed  yourself        8B.    self  1 

or  did  you  need  help?  help  to  position  tray 

—  help  to  cut  food,  etc. 

needed  to  be  fed 
.  ■  unable  or  refused 


*9B.    Were  you  able  to  move  in  bed 
.      today  by  yourself  or  did  you 
need  help? 


12k.    Have  you  felt  tired  or  > 

energetic  today?    How  much? 


9B.  self 
help 


12A. 


tired 
slightly 
moderately^ 


very   

DK  or  neither 


.  .  ■  "  energetic 

slightly   

moderately 
-very   


*2E. 


*3E. 


Have  you^felt  depressed,  sad, 
or  like  drying  today?  (Cried?) 
How  badly  were  you  feeling? 
J»hat  was  it.  that  was  bothering 

yc^  ; 

Did  you  care  how  you  looked 
today? 


2Z. 


no 

a.  litjtle 

moderately 

very 


3E.  yes 
no 


4E,    Do  you  , think  that  this  operation     4E.  limit 
will,  change  j^our  life  in  any  enhance 


•^  way?    In  what  way? 


DK 


5E.    Are  yoti  glad,  that  you  had  this 
-operation  now  that  it  is  over? 


5E,  yes 
no 


6E,    Do  you  feel  satisfied  or  im- ^ 
patient  about  the  progress  you 
are  making? 


*7E,    How  do  you  think  you  are  pro- 
gressing? 


6E.  satispction 
impatience 
neither 

/      .  - 

7E.    a  /little  slowly 
ahout  average 
very  wiell 


*13A,  /Has  your  IV  tube  (or  any  other 
tubes  the  pt .  may  have)  been 
bothering  you  today?    How  much? 
Did  you  pull  any  out? 


ISA,/  no  tubes 

/   not  bdthering  pt. 
a  little  bothiersome 
/     somewhat  bothersome 
/      very  bothersome 
;      pulled  tube  out 
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*14A.    Today  have  you  vomited 
felt  nauseated 
felt  dizzy, 
had  any  muscle  soreness 


*8E.    Have  you' felt  restless, 

*  worried,  or  nervous  about  any- 

•  thing  today?    About  how  nervous 
(etc.)  did  you  feel?    Tell  me 
what  It  was  that  troubled  you. 


8E. 


no 

a  little 

some 

very 


*7G. 


Did  you  follow  the  Instruction! 
you  received  from*"  the  doctor  or 
iturses  today? 


7C.  ^  not  given  any 

'  yes 

somewhat 


*8C»    Did  you  help  any  of  the  other 
patients  on  the  ward  today? 
How? 


8C. 


yes 
no 


*15A.    Today  have  you  had  a 
sore  throat 
gas  pains 
diarrhea 
constipation 
headache 


15A. 


yes 
yes 
yes 
yes 
yes 


ID.    Did  anything  happen  today  that       ID.  yes 
pleased  you?    What  was  It?  -  no 


*9E**    Did  you  feel  upset,  angry, 
annoyed  at  anything  today? 
How  much?    What  was  It  that 
bothered  you? 


or        9E.  .no 

a  little 
moderately 
very 


lOE.    Are  you  sorry  that  you  had 

this  operation?    Can  you  tell 
pme  what  makes  you  feel  that? 


lOE.  yes 
no 


*2D.    Have  you  asked  the  doctors  or 
nurses  any  questions  today? 
About  how  many?    About  what? 


2D. 


yes 

no 

one" 

a  few 

some 

many 
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3D,    Do  you  feel  that  you  get  3D.  yes 

straight  (clear)  answers  from  .  no 

them?.  (Will  you'  explain  that  DK 
more  clearly  for  me.) 


4)0.  i  Do  you  think  you  were  given'  41^.  yes 

1  -    enough  Information  about  the  no 

hospital  routines,  that  Is  not  given  any 

/       the  rules  and  regulations  of 
the.  hospital?    What  other  In- 
formation do  you  think  would 
be  helpful? 


Copyrtghted  by  the  Amertcan  Journal  of  Nursing  Company;  reproduced  with  perraUalon  by  the  Health  Resourcea 
Admtnla.tratlon.    Further  reproduction  prohibited' without  permission  of  copyright  holder. 
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Title:     SOCIAL     AND  PSYCHOLOGICAL 
STATUS  OF  MYOCARDIAL  INFARCTION 
-  PATIENTS  DURING  RECOVERY  EVALUA- 
TION QUESTIONNAIRE 

Author:  Garrity,  Thomas  E. 

Variables:  This  instrument  measures  three  as- 
pects of  a  respondent's  social  and  psychological 
status  during  recovery  from  myocardial  infarc- 
tion: (1)  his  perceptions  of  his  health,  (2)  his  so-, 
cial  functioning  in  structured  and  unstructured  ' 
activities^and  (3)  his  self-reported  morale.  Per- 
ception of  health  is  measured  by  asking  the  pa- 
tient about -psychophysiological  symptoms  as 
well  as  the  condition  of  his  heart  and  his  overall 
health.  Social  functioning  is  measured  in  terms 
of  nine  activity  areas:  work,  participation  in 
community  organizations,  volunteer  work,  visit- 
ing friends  and  relatives,  watching  television, 
reading,  sitting  around  doing  nothing,  working 
on  hobbies,  and  sleeping.  Overall  morale  is  de- 
termined by  self-assessment  on  a  happiness/ 
sadness,  10-point  continuous  scale.  The  instru- 
ment is  designed  to  tell  something  about  the 
longitudinal  trend  in  the  patient's  life  by  asking 
the  respondent  to  compare  his  current  status 
witli  his  past  and  estimated  future  status. 

Description: 

Nature  and  Content:.  Most  of  the  approxi- 
mvately  80  items  on  this  self-report  question- 
naire are  designed  to  yield  score  able  data  on  one 
of  the  three  general  areas  listed  above.  How- 
ever, some  of  the  questions  are  preparatory 
items  yielding  factual  data  which  lead  the  re- 
spondent into  comparative  items  on  the  same 
topic.  A  few  questions  yield  information  gener- 
ally relevant  to  one  of  the  areas,  such  as  fiew 
health  problems  of  the  patient  or  comparison  of 
his  income  before  and  after  his  heart  attack. 

The  19  items,  tapping  the  respondent's  per- 
ceptions of  his  health,  ask  about  the  presence  or  v. 
absence  of  a  number  of  symptoms  thought  to  be 
indicative'  of  psychophysiological  disability. 
Such  items  as  "dizziness"  and  "trouble  sleep- 
ing" can  be  checked  as  absent,  occasionally  pres- 
ent, or  frequently  present.  These  are  scored  0, 
1,  or  2,  respectively,  with  a  high  score  indicating 
a  high  degree  of  psycliopHysiological  disability. 
A,  second  measure  of  health  perception  is  a 
dichotomous  variable  in  which  the  respondent, 
after  answering  a  nji^mber  of  preparatory  nmlti- 
.  pie-choice  questions^  about  symptoms  of  heart 
trouble  which  he  may  have  in  varying  degrees, 
relates  his  assessment  of  his  heart's  condition 


as  either  good  to  fair,  or  poor.  The  item  is  scored 
1  for  good  to  fair;  and  2  for  poor.  The  third  health 
perception  variable  is  an  overall  measure  of 
health  status  requiring  the  respondent  to  place 
himself  on  a  10-point  scale  (or  "ladder")  ranging 
from  0  (poorest  health)  to  9  (best  health)  at  the 
present  time,  just  before  his  heart  attack,  at  the 
time  of  his  discharge  from  the  hospital,  and  6 
months  from  then.  He  is  also  asked  to  rate  the 
health  of  the  average  man  his  age  on  the  same 
scale. 

In  the  area  of  social  functioning,  the  respon- 
dent is  first  asked  to  record  the  time  he  spends 
in  an  average  day  or  week  in  each  of  the  niiie 
activity  categories.  He  is  then  asked  to  compare 
current  involvement  in  the.  various  activities 
with  preattack  involvement.  The  possible  an- 
swers of  "currently  invplved  less,"  "about  the* 
same/'  or  "more"  than  before  the  attack  are 
scored  1,  2,  and  3,  respectively,  for  each  of  the 
activity  areas.  Finally,  after  questions  about  his 
job  and  income,  the  respondent  is  asked  to  rate 
his  activity  level  and  his  social  life  on  two  10- 
point  scales  similar  to  the  one  used  in  the  health 
perception  variable.  °  .. 

Morale  is  measured  on  the  same  tyr  ^  of  10- 
point  scale  ranging  from  "saddest"  to  "hap- 
piest" on  which  the  respondent  places  himiself  at 
the  same.times  as  listed  above.  This  is  a  single- 
item  index  which  gets  at  overall  morale  rather 
than  feelings  about  various  aspects  of  the  re- 
spondent'sxlife.  The  last  item  of  the  instrument 
asks  the  resi)ondent  to  rate  his  degree  of  worry- 
about  his  health  on  a  7-point  scale  from  "not 
worried"  to  "  very  worried."  He  rates  ♦his  degree 
for  himself  (currently,  before  his  attack,  and  at. 
time  of  discharge  from  the  hospital),  for  the  av- 
erage man  his  age,  and  for  his  family.  . 

AdministraHon  and  Scoring:  The  wordmg  of 
the  instrument  indicates  that  it  is  to  be  ad- 
ministered 6  months  after  the  patient  has  been 
discharged  from  the  hospital. 

.  Since  the  instrument  was  devised  to  study 
correlation  or  the  lack  of  correlation  among  the 
three  major  variables,  as  well  as  with  the  physi- 
cal status  of  the  patient,  no  overall  score  is  de- 
termined for  the  patient.  Scoring  for  each  of  the 
three  aspects  of  jsocial  and  psychological  status 
is  possible,  although  scoring  instructions  are 
provided  only  for  the  individual  items  noted  in 
the  description.  Perhaps  this  is  because  the  au- 
thor found  that,  in  most  instances,  correlation 
among  item-clusters  measuring  the  same  vari- 
able was  high  enough  to  warrant  inclusion  of 
only  one  measure  for  each  dimension.  (See  "Pro- 
cedure'^ below). 
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beVelopihent: 

Rationale:  It  is  generally  recognized  that  ad- 
justment after  myocardial  infarction  occurs 
along  several  dimensionsi  including  the  physi- 
'^cal,  emotional,  and  social.  However,  there  is  a 
,  concomitant. ^belief— possibly  unfounded — that 
the  various  dimensions  are  highly  correlated.  - 
This  assumption  has  led  researchers,  physi- 
cians, and  laymen  alike  to  stress  single  dimen- 
sions of  recovery,  usually  the  physical,  and  to 
ignore  other  aspects  of  recovery  and  their  inter- 
relationships. This  questionnaire  was  designed 
to.  tap  rehabilitation  data  and  to  cover  the  vari- 
abiles of  interest  in  studies  seeking  to  examine 
the  interrelationship  of  physical,  social,  and 
psychological  adjustment  of  patients  who  have 
suffered  myocardial  infarction.. 

Source  of  Items:  The  19-item  psychophysiolog- 
ical disability  section  of  the  questionnaire  was 
based  on  Langer's  (1962)  22-item  screening  score 
of  psychiatric  impairment.  The  items  using  the 
10-point  "ladder'*  scale,  such  as  the  morale 
scale,  are  similar  to  Cantril's  (1965)  self- 
anchoring  striving  scale. 

Procedure  for  Development:  Information  on 
the  procedure  for  developing  the  original  items 
of  the  questionnaire  was  not  provided.  However, 
in  one  study  (Garrity  et  al.,  1972)  in  which  the 
ultimate  objective  was  to  examine  the  relation- 
ship, among  the  physical,  social,  and  psychologi- 
cal recovery  dimensions,  it  seemed  desirable  to 
reduce  the  separate  measures  of  the  question- 
naire to^bie  smallest  possible  number  of  logi- 
cally and  empirixrally  justifiable  dimensions.  To 
this  end,  the  various  measures  of  psychological 
and  social  adjustment  were  each  factor 
analyzed,  using  a  principal  components  solu- 
tion, to  see  if  they  could  be  I'educed  to  fewer 
measures — ideally,  to  one  measure  for  each  di- 
mension. The  three  health  perception  variables 
were  found  to  be  reducible  to  a  single 'weighted 
measure.  In  the  factor  analysis  of  the  nine  social 
functioning  variables,  two  significant  factors 
emerged:  (1)  involvement  in  structured  ac- 
tivities such  as  work,  participation  in  commu- 
nity associations,  and  volunteer  work;  and  (2) 
involvement  in  unstructured  activities  such  as 
reading,  watching  television,  sitting  around 
doing  nothing,  and  the  like.  The  single  measure 
of  morale  did  not  need  any  data  reduction. 

Reliability  and  Validity:  No  reliability  data 
were,  provided. 

Some  factorial  validity  of  the  instrument  is 
reflected  in  the  following  intercorrelation  data 
from  Garrity  (1973a): 


Variables  HA       IIB  III 

I      Health    .  0.33*       O.or  0.62* 

IIA  Social  Involvement  6.06  0.12 

(Structured) 

IIB  Social  Involvement  0.04 

(Unstructured) 
III  Morale 
*  p  ><  O.Ol!  N  «  56 

•  e 

Use  in  Research:  Garrity  used  this  instrument  in 
his  1973  study  ''Social  Involvement  and  Active- 
ness  ais  Predictors  of  Morale  Six  Months  After 
First  Myocar-dial  Infarction."  In  addition,  the 
questionnaire  was  used  as  a  base  for  the  Garrity 
et  al.  (1972)  study  ''Physical,  Social,  and 
Psychological  Dimensions  of  Recovery  After 
Myocardial  Infarction:  A  Correlational  Study." 

Comments:  The  possibilities  for  effective 
psychological  intervention  with  coronary  pa- 
tients will  be  improved  if  the  dimensions  and 
scope  of  the  behavioral  problems  are  recognized 
and  dealt  with.  Refinement  and  continued  use 
of  instruments  of  this  type,  perhaps-  coupled 
with  more  general  personality  measures,  could 
lead  to  improved  management  and  rehabilita- 
tion of  the  coronary  patient  and  ultimately  to 
-the  prediction  and' prevention  of  further  at- 
tacks. 

The  health  information  section  of  this  instru- 
ment could  .be  strengthened,  by  replacing  re- 
sponce  choices  "a  few  times"  and  "often"jwith  a 
range  of  numbers;  this  would  increase  thie  in- 
strument's reliability.  Other  items  which  now 
elicit  descriptive  data  could  be  refined,  and  a 
scoring  system  developed  which  would  lead  to 
the  collection  of  quantifiable  data. 
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Garrlty,  Thomas  F.,  and  Klein,  Robert  F. 

•SOCIAL  PSYCHOLO&ICAL  STATUS  OF  MYOCARDIAL  INFARCTION  PATIENTS  DURIflG 
RECOVERY  EVALUATION  QUESTIONNAIRE 


J 


Name  [  \  L   •• 

Date   -    ■ 

a- 


We  are  very  interested  in  learning  of  your 
progress  since  you  left  the  hospital  six  . 
months  ago. after  your  heart  attack.  The 
questions  in  this  questionnaire  deal 
with  your  present  condition  in  the  areas 
of  health,  work  and,  leisure  activities, 
and  morale. 

Please  try  to  answer  all  of  the  ques- 
tions, since  each  question  gives  us 
important  information  about  you.  ^ 
Although  some  questions  will  seem 
difficult  to  answer,  we  hope  you  will 
try  an  'educated  guess'  for  these. 
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Health  ^Ipformatlon  ,  ^ 

Please  tell  us  which  of  the  following  problems  you  have  had  Ip  the  past  agpth, 
and  how  often  you  have  experienced  them.    For  each  problem  ctycle  0,  1,  or  2 
depending  on  how,  often  each  l^^s  happened . 


never  a  few  times  often 


1.  poor  appetite 

2.  stomach  upset 

3.  headache. 


0 
0 
0 


4..   trouble  sleeping   0 

5.  hands  damp  and  sweaty    .      •      •  .  •      •      •  Q 

6.  ;hands  tremble      .      .      .      •      •      >      .      .  0 

7.  cold  sweats  ....  .      .      .      .  0 

8.  dizziness      .      .      .      ...      .      .      .  0 

9.  fainting.     >      .      .      ...      .      ...  0 


10.  nervousness  .  ... 

11.  t  ake  medicine  other  than;  prescribed  .  , 
\t»  feel  weak  all  over    .      ...      •  • 

13.  feel  restless,  can't  sit  long  in  a  chair. 

14.  bothered  by  a  sour  stomach    •      .      .  • 

15.  had  trouble  remembering  things    ...  . 

ii.  feel  hot  all  over   

17;  periods  of  days  when  can't  get  going. 

18.  sinus  trouble      .      .  , 

19*  back  trouble.      .      .      .      •      .      .  . 


0 
0 
0 
0 

0 
0 
0 

6 

0 


2 

2 
.2 

2 

2 

2 

2 

2 
.2 

2 

2 

2 

m 

2 
2 
2 
2 
2 
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circle  the  answer  to  the  following  questions  which  applies  to  ^ou. 

^   During  Jthe  past  month,  did  you  ever  experience  shortness  of  breath? 

0-  never  (If  never,  skip  the  next  question) 

1-  sometimes      .  ^  <s 
.2-  often  , 

20.C    Under  what  conditions  did  you  usually  become  short  of  breath? 

1-  with  heavy  exertion  . 

2-  with  light  exertion  , 

3-  while  resting 

4-  other:    '  ■  !  \  — — 


During  the  past  month,  did  you  ever  notice  your  heart  beating  hard? 

0-  never  (If  never,  skip  the  next  questica) 

1-  sometimes.. 

2-  often 

21.    Under  what  conditions  did  you  usually  notice  your  heart  beating  h^rd? 

1-  with  heavy  exortlon 

2-  with  light  exertion 

'3-  while  resting  - 

.    4-  other:  ^   :  


During  the  past  month,  did  you  ever  have  chest  pains? 

0-  never  (If  never,  skip  the  next  question) 
•  '    1-  sometimes 

2-  often 

22.    Under  what  conditions  did  you  usually  have  chest  pain? 

1-  with  heavy  exertion 

2-  with  light  exertion 

3-  while  resting  ^ 

4-  other:   ;  1_  ^  


23.  Have  you  been  re-hospltallzed  for  hear «:  attacks  since  our  first  Interview, 
about  six  months  ago? 

0-  no 

1-  yes       How  many  times?  ■  ^ 

24.  How  many  times  have  you  been  hospitalized  with  heart  attacks  In  all?   

times 

25.  From  what  your  doctor  has  said  and  done,  what  sort  of  condition  would **;rou 
say    your. heart  must  be  In?    (If-^not  sure,  please  try  to  estimate.) 

1-  poor  cpndltlon  ^ 

O        iC-J—   .  ♦ 

^—  ifixr  cOuuxi-xwii 

3-  good  condition 

26.  How  often  have  you  been  seeing  a  doctor  about  your  heart  since  yo6  left  the 
hospital? 

0-  never  .                    4-  once  a  month  ^ 

1-  ?  once  \              .   5-  twice  a  month 

'      .      2-  twice  •   ^               p      three  times  a  month 

3-  three  times  ^  7- weekly  or  more 
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Below  ±8  a  picture  of  a  ladder.^  Suppose  we  say  that  the  top  of  the  lac 
repreaient^  perfect  health,  and  the  bottom  represents  the  most  serious  ^ 

nessV."  *  ■  ,  •  , 

27.  On  which  step  would  you  say  your  health  is  right  now'?  (Please  write 
down  the  number  of  the  step.) 

28.  On  which  step  would  you  say  your  health  was  just  before  your  heart  attack? 


29.    On  which  step  would  you  say  your  health  was  about  the  time  you  were  dis- 
charged from  the  hospital,  about  six  months  ago?  .  

,     ,         ■ »  ■      •  .         '  . 

ZStT"  On  which  step  would' you  say  your  health  will  be  6  months  from  now?  . 


31.    On^  which  step  would  yoa  say  the  health  of  the  average  man  your  age  is? 
(Please  try  to  answer  these  even  if  they  are  "educated  guesses.") 


BEST  HEALTH  POSSIBLE 


WORST  HEALTH  POSSIBLE 


32.    Have  you  begun  to  have  any  serious  new  health  problems  since  you  left  the 
hospital? 
.  '  0-  no 

^'l-  yes    What  are  they?  .  A      •        .  '  '   ^        .  .  .  ' 


880 


33. 
34. 
35. 
36. 
37. 
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Activities  Informatiop 

art^ii^M  how  tnaviy  hours  are  you  no^  spending  In  each  of  the  follow. 
Sgr  Shi^  down  t^^ 

2  ^  hours  a  day,  sleeping 

'  hours  a  day ,  working  (for  pay) 

hours  a  day,  watching  TV,  listening  to  radio  and  records 
i       hours  a  day,  reading  newspapers,  magazines,  and  books  for  pleasure 

hours  a  day,  jest  sitting  around  doing  nothing,  taking  It  easy 


38. 


In  an  average  week,    how  many  hours  are  you  now  spending  In  each  of  the  fol- 
lowing?    Plea^T^lte  down  the.  number  of  hours  spent  in  each  activity. 

'     hours  a  week,  working  on  hobbles  (gardening,  building,  fishing,  walk- 
ing,  etc.)  \, 
'    •      hours  a  week,  at4Heiidlng  church  and  other  meetings  '  . 

hours  a  week,  doing  volunteer  work  for'- cRurch,  "and  other  organizations 
hours  a  week,  visiting  and  telephoning  friends  and  relatives  - 

Wh^n  you  compare  the  amount  of  time  you  spend  ffow  in  various  activities; 
W  amount  vou  spent' before  your  attack,  t.ll  us  if  you  are  now  spwdltig 
S.riess,'or  abo^t  the  sa^  amount-  of  .time  on  the  following  activities  as 
bel^reTSur  at tl^  cTrcU  the  choice 

less  time  now   about  the  more  tlae 
than  before       same  .       now  than  • 
the  attack  °      before  the 

i^ttack 


42. 
.  43. 
44. 
45. 
46. 
47. 
48, 


less 
less 
less 
less 


sleeping  time 
working  time^(for  pay^ 
watching  TV,  listening  to  radio,  records 
reading  newspapers,  magazines,  books 
sitting  around  do^g  nothing,  taking  it  easy  less 
working  on  hobbles 
attehdis^Uhurch  and  ot^her  meetings 


less 
less 


same 

same 

same 

dame 

same' 

same 

same 


more 
more 
more 
more 
more 
more 
more 


339- 


C 


erJc 
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less  time  noy    about  the  more  time 
than  before       same  now  than 

the  attack  before  the" 

attack 


49. 
50. 
51. 


52. 
53. 


54. 
55. 

56. 

57. 

58. 


doing  volunteer  work  less  same  more 

visiting,  telephoning  friends  and  relatives     less  same  more 

Do  you  now  have  a  job?  , 
Q-  no    (If  no,  answer  *  a*  below) 
1-  yes  (If  yes,  answer  *b*  below)  >     ■  ^ 

'  a)  ^Do  you  think  you  will  return  to  work  In  the  future? 

0-  no  ~  ^  . 

1-  yes 

b)    Is  this  the  same  work  you  did  before  your  hospitalization?- 

0-  no    If  no,  what  sort  of  work  is  it?    •  

1-  yes  .  . 

When  you  compare  your  present  income  to  your  income  before  your  hearb^attack, 
has  your  income 

0-  dropped  a  lot?- 

1-  dropped  a  little?  ^  t 

/        2-  stayed  about  the  Btaxae^  ^  • 

3-  gone  up  a  little?  .  .  '  ^ 

4-  gone  up^a  lot? 

Below  is  a'picture  of  a  ladder.    Suppose  we  say  that  the  top  of  the  ladder 
represents  doing  all  of  the  activities  that  you *en joy  and  want  to  do,  and; 
\ihe  bottom  represents  doing  none  of  these  activities.*  . 

On  which  step  would  you  say  your  activity  level  is  right inow? 


On  which  step  wduld  you  say "your  activity  level  was  just  befote  your  attack? 


On 'Which  step  would  you  say  your  activity  lev^l  was  aboiit  the  tj^me  you  were 
discharged  from  the  hospital, -^bout  six  months  ago?  •      i  ^..^^ 
_0n.  whlciLJBt^IU-WOuld  you  say  your  activity  level  wlll^Tbe]  6  months  from  now? 


On  which  step  wQuld  you  say  the  activity  level  of  the  average  tian  your  age 

is?  ^   (Plea:se  try  to  answer  these  with- Teduc-^ ted 

guesses. ' ) 


\ 


6. 


DOING  ALL  ACTIVITIES 


bOIKG  -iK)  ACTIVITIES 


.  m  :  ■  "       '    VOLUME  1  ■  .     .  , 

•     V59.    About  bow  many  tines  a  month  'do  you  .visit  or  get  visits  from  telatiyes? 
.    ^'         V  ^  (PliaSrVrite  the  number  of  times  in  the  blank.) 

60.    About  how  many  ti»es  a- week  do,  you  talk  on  the  phone  with  relatives?   

■  ■■  c  ■. ..  ■  ■  ^ 

.61.  -  About  how  many  times  a  month  do  you  visit  or  get  visits  from  friends  and 
nelghborg  ?  / 

62.    AbeUt  ieW  May  times,  a  week  do  you  talk  on  the  phone  with  friends  md 
neighbors  ?   '  ^  c 


63.    How  many  times  a  month  do  you  attend  religious  service??     _  ■  

6A.    About  how  many  times  a  month  do  you  attend  meetings  Of  groups  such  as  clubs, 
unions,  and  associations?   ■ 

Below  Is'  a  picture  of  a  ladder.    Suppose  we  say  that  the  top  of  the  ladder 
.    ,  represents  the  most  active  social  life  for  you,  and  the  bottom  reppsents 
having  no  social  life  at  all.    The  top  is  when  you  see  all  your  friends  and 
relatives  very  often,  and  the 'bottom  is  when  you  don't  see  any  friends,  and 
relatives  at  all.         .    -  " 

65.    On  which  step  would  you  say  your  social  life  is  tight  now?  ^  _ — 


A      66.    On  which: step  would  -you  say^your  social  life  was  Just  before  2our  attack?  ^ 

■     67.    On  which  step  would  you  say  your  social  life  was ^about  the  time  2ou  were  dis- 
,  ^  charged  from  the  hospital  f'  about'  six  months  ag9  7  — ^_ 

68.  On  which  step  would  you  say  your  social -life"  will  be  6  months  fro^  now  ?   

69.  On  which  st6p  wciuld  yoti  sa/'the  social  life  of  the  aVerag£  man  ^our  ^age 

■  (Please  try  to  answer  these  with  'educated  guesses.  ; 


\ 


.MOST  ACTIVE  SOCIAL  LIFE 


>  ■ 


-NO  SOCIAL  LIFE  AT  ALL 


IRK 


PSYCHOSOCIAL  INS^TRUMENTS 


,70t    Below  is  a  picture  of  a  laddar.    Suppose  we  say  that  the  tfap  of  the  ladder 

represents  the '  happiest  yoiit  '^an  be  ^  •  and  the  bottom  represents  the  saddest 
you  can  be • 

7iv   On  which  step  would  you  say  your  morale  is  right  now?  -  .    .       ^  *  , 


72, ;  On  which  step  would  you  say, your  morale  was  jUst  before  your  attack? 


73. 

n. 


On  which  step  would  you  say  your  morale  was  about  the' time  you^^ere  dis- 
charged from  the  hospital,  about  six  months  ago? 

On  which  step  would  you  say  yoiir  morale  will  be  6  months  from  now?  ^  


On  which, step  would  you  say  the  morale  of  the  average  man  your  age  is? 
(Please  try  to  answer  these  with .'educated  guesses. ' ) .  ^ 


\  8 


\7 


5 

T 


HAPPIEST 


SADDEST 

76.  :  Below  is  a  picture  of  a  ladder.    Suppose  we  say  that  the  top  of  the  ladder 

represents  the  most  worried  you  can  be  about  your. healthy  and  the  bottom 
represents  having  no  worry  about  health  at  all, 

77.  I  How  worried  are  you  about  your  health  right  now?  - 

78.  /  Euw  worried  were  you.  about  your  health  just  ^before  your  taattack? 


7.9,/   How  Worried  were  you  about  your    health  at  about  the  time?  you  were  dis- 
L  charged  from  the  hospital,  six  months  ago?   •         •  -  . 


80 i    How  worried  is  the  average  man  your  age  about  his  health? 

,1..  «  -rir  f^:   

7 


8ll;    How  worried  Is  yo-ir  family  now  about^your  health?- 
with  •educated  guesaese ') 


(Please  answer  these 


/ 


-6 


3 


VERY  WORRIED 


NOT  WORRIED  At  A|;L^ 


r  ,  *•  Cbpyrlghted- V>  ^Mosb^  Companj^  reproduced  wlthjpermlsslon*  by  the  Health  Resources 
'!^jrr^  Administration^^  without  perinislioacof  copytight  holder.' 
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Title:  GERIATRIC  FUNCTIONAL  RATING 
SCALE  TO  DETERMINE  THE  NEED  FOR 
INSTITUTIONAL  CARE 

Authors:  Grauer,  H.,  and  Birnbom,  F. 

Variables:  The  scale  measures  an  aged  person's 
phY3ical  and  mental  disability  balanced  against 
his  ability  to  function,  and  the  support  from  re- 
latives and  community  resources.  The  instru- 
ment measures  not  only  the  person's  ability  to 
care  for  himself(herself),  but  assesses  such  sup- 
portive factors  as  relatives,  friends,  financial 
situation,  living  arrangements,  and  availability 
of  such  resources  as  recreational  facilities  and 
Meals-On- Wheels  service. 

Description: 

Nature  _and  Content:  This  30-item  observa- 
tional'rating  scale  is  divided  into  seven  groups 
of  items  dealing  with  physical  condition,  mental 
condition,  functional  abilities,  support  from  the 
community,    living   quarters,   relatives  and 
friends,  and  financial  situation.  Items  in  the 
first  two  groups,  measuring  physical  and  mental 
disabilities,  have  two  or  -three  response  options 
and  are  scored  on  a  negative  scale  ranging  from 
0  (no  disability)  to  -20  (severe^disability).  Not  all. 
items  are  scored  equally,  since  some  disabling 
factors  are  considered  more  incapacitating  than 
others.  For  example,  a  totally  deaf  person  re- 
ceives a  -5  score;  while  one  with  malignant 
memory  loss  receives  a  -20  score.  The  items  of 
the  remaining  groups,  measuring  abilities  and 
supportive  environment,  are  checklist  state- 
ments scored  on  a  positive  scale  ranging  from  0 
to  +10,  depending  on  the  importance  of  the  abil- 
ity \or  supportive  function.  The  highest  negative 
scox\e  possible  is  -118,  and  the  highest  positive, 
scorfe  is  +93.  An  accompanying  information 
sheet  for  raters  provides  guidance  for  scoring 
the  items. 

Administration  and  Scoring:  Volunteer 
social-work  students,  as  well  as  nurses  and  so- 
cial workers,  have  administered  the  scale.  The 
guide  offers  some  objective  ways  by  which  the 
observer  can  rate  the  subject,  but  some  obser- 
vations require  more  than  superficial  familiar- 
ity with  the  person  being  rated  and  his 
surroundings. 

The  value  to  be  assigned  each  item  is  indi- 
cated pn  the  instrument  itself.  The  positive  and 
negative  scores  obtained  from  the  rating  are 
r  calculated  to  provide  an  overall  score.  The  over- 
all score  can  be  interpreted  to  indicate  the  der  / 
gree  of  independence  or  ability  to-^ontinue/ 
outside  an  institutional  setting  according  to  th^ 


\  following  three  categories:  (1)  persons  with  a 
\scOte  above  40  are  able  to  live  in  their  own  home 
jsetting;  (2)  persons  with  a  score  between  20  and 
140  require  some  supportive  care  but-  not  place- 
Wnt  in  a  nursing' home;  they  can  probably 
function  in  places  such  as^a  supervised  boarding 
home,  an  apartment  hotel,  or  an.,  apartment 
project  for  senior  citizens.  With  the  aid  of  a  day 
care  program  to  provide  additional  support  for 
the  aiijed  person  and  his  family,  he  can  continue 
to  live  in  the  community  or  in  a  protective  set- 
ting; (3)  persons  with  a  score  under  20  require 
care  in  a  nursing  homie,  a  chronic  disease  hospi- 
tal, or  placement  in  a  psychiatric  facility,  when 
the  person's  psychiatric  condition  warrants  it. 
These  interpretative  categories  were  devised 
for  a  validation  study  of  the  instrument  (Grauer 
and  Birnbom,  1975). 

Development: 

Rationale:  The  decision  about  when  and 
where  to  place  an  aged  person  in  an  institu-/ 
tional  setting  is  an  important  one.  According  t6 
Grauer  and  Birnbom  (1975):  . 

It  is  well  knowii  that  premature  admission  to  an  institu- 
tion often  results  in  severe  regression  with  accom- 
panying depression  and  loss  of  physical  and  mental 
functioning.  Nevertheless,  if  admission  is  unrealisti- 
cally  delayed,  the  patient  may  have  a  great  deal  "of  diffi- 
culty adapting  to  the  institutional  setting,  which  in  turn 
•  causes  tnorbidity  and  mortality.  / 

/ 

Alsq,  the  choice. of  the  setting  is  often  dictated 
by  the  tesources  of  the  community,  but  the 
choice  is  becoming  wider  so  that  the  patient's 
needs  and  well-being  can  be  considered  more 

fully.  ■  .  . 

Placement  decisions  are  often  made  by  inex- 
perienced professionals.  Even  when; made  by 
trained  professionals,  Blenkner's  (1969)  study;, 
showed  that  institutional  placement  and  mor- 
bidity occurred  sooner  and  more  frequently  in  a 
group  receiving  "professional  social  work  ser- 
vices'' thanin  a  matched  group  receiving  few  or 
no  social  services. 

Emotional  bias  can  be  a  factor  in  placement 
decisions.  Tlmsj  it  appeared  that  a  rating  scale 
could  serve  as  a  practical  gdide  for  determining 
more  accurately  and  objectively  the  need  for 
placement,  as  well  as  aid  in  the  choice  of  the 
alppropriate  institutional  setting. 
/  Source  of  Items:  The  rating  scale  was  based 
^upon  the  experience  of  the. authors  in  the  Day 
Hospital  of  Maimonides  Hospital  and  Home  for 
the  Aged  in  Montreal. 

Procedure  for  Development:  The  authors  first 
attempted  to  rate  each  patient's  degree  of  physi- 
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cal  and  emotional  well-being.  However,  because 
such  an  assessment  can  only  be  made  accu- 
rately by  a  medically  trained  professional,  and 
because  other  factors  play  a  role  in  maintaining 
an  aged  person  in  a  community,  they  broadened 
the  scale  to  include'^  supportive  factors  and 
limited  the  scope  of  the  physical  and  mental  as- 
sessmerit  to  easily  identifiable  items  which  cur- 
tail a  patient's  activities. 

Reliability  and  Validity:  No  reliability  data 
were  provided. 

Predictive  validity  is  indicated  by  a  study  in 
wTiich,  of  36  patients  who  obtained  a  score  of  19 
or  below,  83  percent  were  in  an  institution  or 
dead  at  the  time  of  followup.  Sixty-four  percent 
of  the  14  deceased  patients  had  scores  of  19  or 
below.  The  low  scores  of  these  debilitated  pa- 
tients tend  to  support  the  validity  of  the  rating 
scale.  Of  the  77  aged  who  scoted  40  or  aboye,  90 
percent  were  living  in  the  community  after  an 
IS-month  time  lapse.  / 

The  validity  of  the  scale  appears  to  be  lower 
"Wb©n_used~to  assess  the  need  for  a  protective 
setting.  Of  17  subjects,  with  an  initial  20-39 
score,  41  percent  were  living  in  a  "protective 
..setting"  on  followup. 

Use  in  Research:  Grauer  and  Birnbom  (1975) 
conducted  a  pilot  study  to  validate  the  instru- 
ment and  to  establish  cut-off  points  for  scoring 
categories  by  u'sing  the  scale  with  three  differ- 
ent groups  which  totaled  130  persons  whose  av- 
erage age  was  oyer  70  years.  The  groups  were  (1) 
members  of  thp  Golden  ^  Age  Association  in 
Montreal,  (2)  patients  applying  for  admission  or- 
being  treated  in  /the  Day  Hospital  at 
Maimonides  Hospital  and  Home  for  the  Aged, 
♦and  (3)  patients  evaluated  for  help  or  possible- 
institutional  admission  by  the  Geriatric  Service 
of  the  Royal  Otta\wa  Hospital  in  Ottawa.  In 
order  to  obtain  data  for  validation  of  the  Scale 


and  cut-off  points,  two  ratings  of  the  samples 
were  made  approximately  18  months  apart. 
Cross-validation  of  the  cut-off  points  has  not 
been  done. 

Comments:  This  measure,  although  it  is  rela- 
tively brief  and  still  in  the  exploratory  stages  of 
development,  is  a  practical  way  of  quantifying 
the  judgment  of  whether  or  not  a  geriatric  pa- 
tient may  need  to  be  placed  in  a.different  kind  of 
setting,  e.g.,  a  day  hospital,  an  apartment  hotel, 
a  nursing  home,  etc.  The  scale  appears  to  be 
easy  to  use,  and  the  results  are  readily  inter- 
pretable  for  those  individuals  with  extreme 
scores. 

It  would  be  helpful  to  any  potential  user  to 
know  how  the  differential  weighting  factors' 
were  arrived  at. 

References: 
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Graifer,  H., -arid  Birnbom,  F. 

GERIATRIC  FUNCTIONAL  RATING  SCALE  TO  DETERMINE  THE  NEED  FOR 
INSTITUTIONAL  CARE 


Date  of  BTrth 


ADDRESS 


Tel.  No. 


Sex:^M  F  Marital  Status:  Si  M  W  D  S  M-  "  ^  ^  ^ 
Relative  or  Friend: 

Name  :  


Address 


Tel.  No. 


1/  puv^TrAL 
tOI«}ITICi< 

Score 

Score 

Score 

A)  Eyesight 

B)  Hearing 

Good 

Watches  TV 
Reads 

Needlework 
Good 

0 
0 

Distinguises 
Faces 

Loud  Voice 

-3 

-3 

Sees  Light  only 
Deaf 

-10  • 
-  5 

C)  Mobility 

D)  Pulmo-Cardio- 
Vascular 
Function 

Fully  Mobile- 
Dresses 

Carries  Parcels 
Rides  Buss 

Mo  Restrictions 

0 
0 

Uses  Cane  or 
should  use  one 
Dependent  on 
railings 

1  Flight  of 

Stairs 
1  Citj;  Block 

-3 
-3 

Requires  Cane  & 
other  support  - 
Wheelchair 

Part ly  or  zoza i ly 
Bedridden 

-15 
-20 

E)  Diet 

Mo  Restrictions' 

...  0 

Yes 

-  3 

2/  MENTAL 
CONDITICH 

Score 

Score 

Score 

A)  Disorienta- 
tion 

None 

..  .0 

Time  ^ . 

-3  . 

Person  &/or 
Place  , 

-15 

B)  Delusions 

C)  Memory  Loss  - 

None 
Itone 

0 
0 

Mild  -  S^ere 
Siispiciousiiess 
Benign  \ 

-3 

Overt 
Malignant 

-10 

-20  ' 

D)   Energy  & 
prive 

Normal 

> 

0 

Hypoactive  or  - 
Hyperactive 

-  5 

E)  Judgment 

F)  Hallucina- 
^  tions 

Intact 
None 

b 

0 

Jmpaired 

Aud^itory  &/or 
Visual 

-  5 
-ID 
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'    3/   FUNCTIONAL  ABILITIES 

Scpre 

A)   Reads  and  writes  letters 

6}   Able  to  use  telephone 

C)   Able  to  bank  and  shop 

0}   Able  to  prepare  simple  meals  and  bake 

E)  Washes,  dresses  and  toilets  self  without  assistance 

F)  Uses  public  transportation 

G)  Able  or  would  be  able  to  *^ke  own  medication  and  follow  diet 

+  2 
+  5 
+  5 
+  7 
+  .  5 
+  7 
+  10 

4/    SUPPORT  FROM  THE  COM?iUNITY 

Score 

A)  Ethnic  conpatibility 

B)  If  living  alone,  can  get  support  and  help  from  a  reliable 

relative,  friend,  neighbour,  janitor 

C)  Able  to  shop  at  reliable  grocer's  (willing  to  deliver  v/hen 

necessary) 

^.  D)   Available  supportive  and  recreational  facilities  - 

-  Clubs  geared  to  aged 

-  Church,  s^agogue 

-  Library 

-  Park,  shopping  center, 
restaurant,  movies 

.  E)   Geographic  availability  of     -  Public  health  nurses 

-Meals-on-Wheels  service 

-  Homemakfer  services 

-  Friendly  visitor 

-  Hospital  v/ith  emergency  and 
clinic  facilities 

-  Public  transportation 

+  2 

+  10 
'  +  5 

+  2 
+  1 
+  1 

+  1 

+  2 
+'  2 
+  2 
+  2 

+  *2 
+  2 

5/    LiyiNG  QUARTERS 

Score 

Elevator  service  or  living  on  ground  floor  or  basement 

+  3 

6/    RELATIVES  AMD  FRIEWDS 

Score 

A)  Not  married  but  lives  with  compatible  and  helpful  relative  or  friend 

B)  Lives  with^'mcompatible  relative,  friend  or  spouse 

C)  Lives  with  able  and  compatible  spouse 

+   5  - 
0 

+  10- 

7/    FINANCIAL  SITUATION 

Score 

A)  Totally  independent 

B)  Dependent  on  helpful  relative                       ^  ' 

C)  Dependent  mainly  on  Old  Age  Pension  &/or  other  comm/  resources 

+  3 

b  ■ 

Total  Plus  Score, 
Total  Minus  Score 
Final  Score 


\ 
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Information  Sheet 
for  Raters 

The  aim  of  the  scale  Is  to  globally  evaluate  the  ^  _ 
aaed  person  in  a  short  period  of  time,  in  a  simple  but  hopefully^ 
sSificLt  way.  in.  order  to  adequately  plan;  for  their  future  care 
and  treatment,  \  ' 

Description  of  Rating  Scale 

The  forms  Include  thi  personal  data  (name,  address,  ^ 
nearest  relative,  etc.)  for  each  person  to  be  rated  and  .7  groups  of 
items  to  be  scored.  ' 

Groups  1  and  2 :    Physical  and  mental  condition  - 
scored  fro^^  lOl^r  each  item.    Disability  is  ^xpressed^by  a^ 
.  minus  score.    Circle  only  one  score  under  each  item  or  subheading. 

Groups  ^a  to  7:    Physical  and  mental  condition  are, 
balanced  ailiiJiT  ThTability  to  function,  support  from  the  community. 
rela?"es  Ld/or  friends,  living  conditions  and  financial  situation, 
which  are  all  expressed  by  a  plus  score. 


Group  1  -  Physical  condition 

Item  C  -  Measures  mobility.    Impairment  Is  usually 
due  to  ost^^rthrltls  or  muscular  weakness  or  spasm  secondary  to  a 
stroke,  ' 

Item  b  -  If  cardiac  and /or  pulmonary  function 
prevents  a^^son  from  climbing  more  than  one  flight  of  stairs  or 
from  walking  more  than  one  city  block  -  Score  -3. 

*  If  severely  impaired,  1.  e.,  almost  bed- 

ridden. Score  -20. 

If  bedridden,  try  to.  determine  if  this  is 
due  to  lack  of  mobility' or  impaired  pulmo-cardiovascular  function. 
Do  not  score  both  -15  and  -20.  \ 

,    Group  2  ->  Mental  Condition" 

Item  a""-  If  a  person  is  disoriented  to  one  or  more 
of  the  follSwlng,  i.  e.,  time  of  day,  day  of  Veek  or  month,  or  year 

Score  -3.  ■  '         -  . 

If  a  person  is  disoriented  as  to  place 

(where  he  is)  and/or  self  (who  he  is)  -  Score  -15. 
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Item  B  -  Delusions «    Try  to  ascertain 

(a)  whether  he  feels  (unreallstlcally)  that  scjie 
people  or  Institutions  are  against  him; 

(b)  whether  neighbours  are  (unreallstlcally) 
pa^rtlcularly  nasty  and/pr  If  he  thinks  they  are  taking  things  from 
him;  r  \ 
^                (c)  whether  he  has  unwarranted  Influence  over 

others  or  Is  Influenced  in  an  unrealistic  way  by  others. 

^  If  the  answer  to  one  or  more  6f  thesie.^questlons  Is 

•yes* ,  circle  -10, 

.   If  there  Is  an  Indication  of  severe  suspiciousness, 
but  person  will  not  admit  overt  delusions,  score  -3,    If  you  cannot 
detect  any  delusions,  circle  0.  .' 

Item  C  -  Memory  Loss  -  A&k  for 

(1)  Year  and  place  of  birth. 

(2)  Year  of  marriage.,  / 

(3)  Year  of  arrival  in  Canada,  if  applicable. 

(4)  Name  of  school 'attended. 

(5)  Previous  address.  ^  / 


\ 


If  a  person  cannot  answer  3  of  these  questions, 

but  remembers  place  of  birth  and  age,  circle  -3. 

'    .  /  '    ■  ■ 

If  a  person  cannot  answer  any  of  the  above  questions,  - 
ask  for  the  name  of  his  doctor,  social  worker  or  volunteer  in^  the  club, 
age  and  names  of  his  children  and  present  ad[dress.    If  he  Is/uiiable  to 
answer  these  questions  or  answers  very  poorly,  circle  -20.  / 

■      ,  .        ■  ■  .  / 

If  he  does  well  on  all  questions  imder  Item  C,  score  0. 

'    Item     -  Energy  anj  Drive. 

If  a  person  is  sad,  apathetic  and  retarded  in  his 
actions,  he  is  hypoactive  and  probably  depressed.    If  he  is  restle'ss, 
agitated  and  overtalkative,  possibly  manic.    In  bdth  cases,  score  -5. 

Item  E  -  Judgment,  'r 

Measures  'common  sense '^the  ability  to  make  the 
right  decisions,  to  dress  appropriately,  seek  help  when  needed,  to 
budget  properly,  etc.    If  judgment  seems  intact,  score  0,  if  markedly: 
impaired,  score  -5. 

C  Item  F  -  Hallucinations.  ' 

Most  common  are  auditory.    The  person  will  hear  a 
voixje  or  voices  when  nobody  is.r,talking  to  him.    Senile  persons  living 
alone  may  *hear'  heighbours  complaining  about  them,  accusing  or 
vilifying  them;  a  widow  may  *  hear  ^  her  deceased  husband  talk  to  her. 
Visual  hallucinations  are  very  rare.    Score  -10  if  hallucinations  are 
present. 
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Group  A  -  Support  from  Coimiunlty 


"ttM  A  -  Ethfilc  coroatlblUty  -  m^ans  that  the 
person  Is  U^^i  in"rSIieu  where  he  Is  able  to  communicate  with 
JS^late  to  his  neighbours.    For  example:    A  f  vJ^J  P««°" 
living  In  a  Greek  section  of  Montreal  would  find  little  or  no 
ethnic  coiq>atlblllty. 


CoBVrlahted  by  H.  Grauer  and  F.  Blmbom;  reproduced  with  permission  by  the  Health 
SSe.1«te;n?;t;aSon.    Further  reproduction  prohibited  without  permission 
of  copyright  holder. 
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Title:  PATIENT  PAST  PAIN  EXPERIENCE 
INTERVIEW 

Authors:  Jacox,  Ada,  and  Stewart,  Mary 

Variables:  The  instrument  was  designed  to  as- 
sess the  pain  of  a  current  illness  and  how  that 
pain  might  be  related  to  a  patient's  past  experi- 

.  ences  with  pain,  especially  pain,  in  childhood. 

« 

Description: 

Nature-  and  Content:  The  14-item  intervie>y 
schedule  consists  of  three  sections  and  was  de- 
veloped for  use  with  hospitalized  patients  ex- 
periencing varying  degrees  of  pain.  The  first 
•  section  provides  space  for  recording  patient 
identification  information. 

The  second  section  includes  eight  multi-part, 
open-ended  questions  related  to  the  patient's 
pain  history  for  the  current  illness,  e.g.,  when 
and  what  kind  of  professional  assistance  was 
sought  for  treatment  of  the  pain,  what  explana- 
tions were  offered  to  the  patient  regarding  the 
pain,  what  contact  did  the  patient  have  with 
friends  and  relatives  who  had  experifci  ced  simi- 
lar pain,  etc.?  For  instance,  one  item  asks, 
"When  did  you  ?first  see  doctor  about  the  pain 
and/or  other  symptoms?  vO  What  made  you  de- 
cide to  see  a  doctor?  (]b)  ?^w  did  you  decide  what 
doctor  to  see?"  ^ 

.  The  third  section  of  the  instrument  includes 
six  multi-part,  open-ended  quiestions  some  of 
.  which  relate  to  a  painful  experience  recalled 
from  childhood.  A  typical  item  is  "Do  yuu  usu- 
ally like  to  talk  with  others  about,  your  pain? 
Whom  do  you  talk  with?  What  is  their  reaction?'* 

Administration  and  Scoring:  The  interview 
can  be  conducted  by  anyone  capable  of  estab- 
lishing the  necessary  rapport  with  the  patient 
(interviewers  in  an  initial  study  were  experi- 
enced nurses).  It  takes  less  than  an  hour  to 
complete.  ..  • 

Each  patient  interview  is  tape  recorded,  and 
response  categories  are  established  on  the  basis 
of  the  content  of  the  responses  arid  the  needs  of 
the  individual  investigator. 

Development: 

Rationale:  Pain  cannot  be  viewed  as  a 
physiological  phenomenon;  it  must  be  concep- 
tualized within  a  biopsycholdgical  framework.  It 
"  has  been  frequently  noted  in  the  literature  that 
a  person's  interpretation  and  response  to  pain 
are  influericed.by  his  past  experience  with  pain. 
The  instrument  under  consideration  was  de- 
vised to  collect  historical  data»  bearing  th^ 
psychosocial  contingencies  of  the, pain  experi- 
ence. 


Source,  of  Items:  The  interview  schedule  was 
based  on  one  originally  used  by  Zborowski 
(1969),  cited  in  Jacox  and  Stewart  (1973). 

Procedure  for  Development:  The  instrument 
was  modified  extensively  by  the  authors  on  the 
basis  of  several  pilot  studies. 

Reliability  and  Validity:  In  an  initial  study 
(Jacox  and  Stewart,  1973)  of  102  hospitalized  pa- 
tients experiencing  varying  degrees  of  pain' 
(short-term ^associated  with  elective  surgery, 
long-term  pain  associated  with*  chronic  illness 
such  as  arthritis,  and  progressive  -pain  as- 
sociated withUerminal  illness  such  as  metasta'- 
tic  cancer),  two  raters  independently  scored  a 
sample  of  12  interviews  and  attained  approxi- 
mately 60  per^cent  interrater  ajanceement.  The 
response  categories  were  then  revised,  and  the 
two  raters  ^rr^ependently  scored  i02  interviews. 
This  triar  v^siilted  in  85,  percent  interrater 
agreement.      \  . 

\' 

Use  in  Research^  In  v  i^tudy  of  102  patients  un- 
-dergoing  treatme^.t  at  a  large  midwestern  uni- 
versity medical  v.iv'er  (Jacox  arid  Stewart, 
1973),  subjects  we.*?  -kv^sifie'd  by  the  type  of 
pain  they  were  experievicing:  short-term,  long-, 
term,  or  progressive.  The  entire  questionnaire 
was  administered  to  each  of  the  three  groups; 
however,  the  results  for  the  second  section  only 
were  reported.  \ 

Comments:  The  opeff-ended  interview  technique 
used  with  this  instrument  produces  dat^  rich  in 
detail  and  interest,  but  which  may  be  difficult  to 
categorize  and  cbde.  The  individual  investigator 
must  develop  a  coding  ycheme  and  assess  inter- 
viewer and  interrater  reliability  himself(her- 
self).  The  categorization  scheme  devised  by  the 
.  author??  for  the  secondi section  of  the  instrument 
is  available  in  their  report  and  should  be  con- 
sulted. -  '  \ 
■■  ■  -,  \ 
References:  ^ 

Jacox,  Ada,  .and  Stewart,  Mary.  Psychosocial 
contingencies  of  the  j^ain  experience  (DHEW 
Grant  No.  NU-^0387-()2).  Iowa  City:  Univer- 
sity of  Iowa,  1973.       ^  ~  • 

Source  of  Information:  \ 
Ada  Jacox,  R,N.,  Ph.D.     \  ^ 
School  of  Nursing  \ 
University  of  Colorado 
Denver,  Colo.  80220 

Instrument  Copyright: 

University  of  Iowa 
Iowa  City,  Iowa  52240 
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Oacox,  Ada,  and  Stewart,  r-ary  '  -  / 

PATIENT  PAST  PAIN  EXPERIENCE  INTERVIEW  , 

A.    Pain  History  and  Alleviation;  Current  IIV^bb 

„  •  J  Study  No.  

Section  on  ward  •  Pain  Catego^ZnilXI 

where  inteivleved   .  w  — ^  

T..^^  File  Number.  __  _ 

Interviewer  :  


Are  you  In  pain  now?    If  so,'  can  you  describe  how  It  feels? 

1.  Did  you  have  pain  before  coming  to  the  hospital? 

a     if  so.  was  It  the  mam  reason  for  coming  to  the  hospital?   _  

2.  Did  you  have  pain  Initially  that  was  related  to  your  present 
.       cpildltion?    •  . 

What  other  symptoms  did  you  have? 

3.  If  pain  was  present: 

a.  When  did  you  first  feel  the  pain? 

b.  Please  describe  how  It  felt. 

c.  Had  you^ever  felt  pain  like  that  before?  . 

d.  What  did  you  think  caused  the  pain? 

e.  What  did  you  do  about  the  ^aln? 

4     Did  you  discuss  the.  pain  and/or  symptoms  with  relatlv'fes,  friends  oy 
anyone  else  before  you  decided  to  see  a  doctor? 

If  so,  what  did  (he,  she,  they)  think  you  should  do  about  It? 

5.  When  did  you  first  see  a  doctor  .about  the  pain  and/or  other  symptoms?  . 

'  a.    What  made  you  decide  to  see  a  doctor? 
b.    H<iw  did  you  decide  what  doctor  to  see? 

6.  -   Did  you  receive  an  explanation  from  the  doctor  as  to  what  was  causing 

the  pain  and/ot  other  symptoms?  ^  

a.    If  so,  what  was  the  explanation?  , 

7.  Have  you  had  much  pain  since  you  were  admitted  to  'the  hospital?  _  _ 

8.  Have  any  of  your  close  relatives  or  friends  had  pain  or  Illness  similar 

to  that  which  you  have  now? 

*      If  so,  what  , was.  your  contact  with  them  at  that  time? 
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B.    Childhood  Experlepces  Related  to  Pain 


1.    Can  you  describe  a  painful  experience  (either  Illness  or  accident)  that 
occurred  in  your  ::hlldhood?  ' 

a.  «  How  old  were  you? 

b.  What  was  your  reaction?  *  (Probe;    cry,  frightened ,  ashamed,  angry, 

'  «tc.)     ■  ^  ■    '  JO  ■    •  -  .  • 

c.  'Did  you  go  to  your  parents  (or  other  persotl  caring  for  you)? 

d.  What  was  their  (his,  her)  reaction? 

e.  ,  What  did  they  (he,  she)  do? 

-  2jv  Did  you  haye  many  painful  experiences  In  your  childhood?    (elicit  brief 
'^^     description  including  patient's  and  parents'  reactions.)  „ 

3.  Did  your  parents  (or  others)  ever  tell  you  that  a  painful  experience 

was  sometimes  a  form  of  punishment? 

4.  How  were  you  usually  punished?  , 

5.  How  do  you  usually  react  to  pain?    (Probe:    cry,  try  to  hide  it,  become 

angry,  etc«>  - 

r 

6.  Do  you  usually  like  to  talk  with  others  about  your  pain? 

a.  Who  do  you  talk  with?    (mother,  husband,  nurse,  doctor) 

b.  What  is  their  reaction?  o 


Copyrighted  by  the  University  of  Iowa;  reproduced  with  permission  by  the  Health  Resource 
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Title:  PRENATAL  QUESTIONNAIRE 
AuthoK  Lowe,  Marie  L. 

Variables:  The  instrument  was  design^ed  to  mea- 
sure patients'  attitudes  toward  and  behavioral 
compUance  with  a  regimen  prescribed  during 
prenatal  care.  CompUance  was  defined  as 
"change  'in  reported  behavior  in  the  recom- 
mended direction  over  the  course  of  pregnancy 
(Lowe,  1970). 

Description:  ,  ^ 

Nature  and  Content:  The  Prenatal  Question- 
naire  is,  for  the  most  part,  an  interview  schedule 
with  a  short,  self-administered  section  on  pa- 
tient attitudes  and  a  section  for  d^ta  from  the 
patient's  health  -  care  record.  Response 
categories  vai^  with  the  type  of  question. 

The  83  items  of  the  questionnaire  are  distrib- 
uted as  follo\  «*: 

Part  (A): Seventeen  item*  of  demographic 
data  and  information  pertaining  to  the  preg- 

"*Parts  (B,  C,  and  D):  Thirty-eight  behavioral 
items  which  assess  "compliance  with  prenatal 

medical  advice.."  ,  .  \.  ' 

Part  (E):  Fifteen  self-rated  items  which  assess 
the  patient's  perceptions  of  specific  health  care 
practices  related  to  pregnancy. 

Parts  (F  and  G):  Thirteen  items  regarding  the 
'outcome  of  delivery  and  public  health  nursing 
foUowup.  This  includes  information  from  the 
nurse's  record  covering  the  riumber  of  visits 
from  the  pubHc  health  nurse  during  pregnancy, 
the  instructions  given  by  the  pubhc  health 
nurse  to  the  patient,  and  background  informa- 
tion on  the  hurse  herself(himself). 

Administrcttion  arid  Scoring:  The  question- 
naire w^as  designed  to  ,  be  administered  both  at 
the  outset  of  prenatal  care  and  near  the  end  of 
pregnancy.  Thus,  many  of  the  questions  have 
two  slightly  different  forms.  For  the  first  admin- 
istration, the  interviewer  begins  the  questions 
with  the,  words,  "Since  the  time  you  first 
thought  you  were  pregnant...."  For  a  sub- 
sequent administration,  the  interviewer  substi- 
tutes, "Since  you  have  been  coming  to. the 

clinic .  .  1  on 
The  interview  requires  approximately  -2U 
minutes.  However,  additional  time  must  be  al- 
lotted for  obtaining  iniformation  from  chnical 
records  and  for  allowing  the  patient  to  complete 
the  15  attitudinal  items.  .      \  ,  ■ 

Scoring  consists  of  calculating  mean  behavior 
and  frequencies  for  individual  items.  Responses 
^on  the  attitude  scale  part  are  converted  to 


scores  of  1  (very  good)  to  7  (very  bad)  or  vice 
versa,  depending  upon  which  direction  is  pre- 
scribed. High  scores  indicate  favorable  attitudes 
toward  the  prenatal  regimen. 

Development: 

Rationale:  The  need  t  assess  patient  com- 
pliance with  medical  recommendations  for  pre- 
natal care  has  become  increasingly  important 
as  efforts  to  serve  a  greater  number  of  pregnant 
women  have  intensified.  The  literature  on  * 
obstetrics  indicates  a  lack  of  agreement  as  to 
the  effectiveness  of  prenatal  care.  Those  who 
argue  that  prenatal  care  is  ineffective  suggest 
thnt  this  may  be  due  in  part  to  poor  communica- 
tion between  patient  and  physician.  The  Pre- 
natal Questionnaire,  was  developed  as  one 
criterion  by  which  to  assess  the  effectiveness  of 
physician-patient  communication. 

Source  of  Items:  Items  were  intended  to  cover 
traditional  areas  of  prenatal  care  instructions, 
including  diet,  rest,  exercise,  usfe  of  medicatjbns, 
and  clinic  and  class  attendance.  \ 
Procedure  for  Developmerit:  No  details  were 

provided.  .  - 

■     Reliability  and  Validity:  No  reliabihty  infor- 
mation was  provided.  \ 

The  content  vaHdity  of  the\instrument  was 
judged  by  a  senior  obstetrics  resident  and  the 
head  nurse  of  an  obstetrics  clinic.  They  com- 
pared the  questions  with  instructions  given  to 
all  patients  who  attended  the  obstetrics  chnic 
and  concluded  that  the  schedule  was  complete 
and  relevant  to  victual  practt?^." 

Use  in  Research:  Lowe  (1970)  conducted  a  study  , 
of  the  effectiveness  of  teaching  by  pubhc  health 
nurses  as  measured  by  compliance  with  medical 
recommendations.  Fifty-six  primigravidas  were 
randomly  assigned  to  experimental  and  qontrol 
groups.  The  control  group  received  chnic  care 
and  instructions,  while  the  experimental  group 
was  referred  to  the  local  pubhc  health  nursing 
service  for  instructions  in  addition  to'their  clonic 
care.  ^  ~ 

Comments:  The  instrument's  contenti  is  specif 
ized,  but  parts  of  it  could  be  modified  for.  us^ 
with  other  patient  populations.  Its  chief  advan 
tage  lies  in  its  comprehensiveness  and  in  the. 
author's  attempt  to  assess  a;ttitudinal  as  well  as 
'  behavioral  compliance.  However,' the  portion 
designed  as  an  attitude  test  with  "ho  right  or 
wrong  answers"  could  be  considered  a  knowl- 
edge test  for  which  there  are  right  and  wrong 
answers.  Also,  instead  of  "compliance"  in  cer- 
tain  areas  .of  prenatal  advice,  the  variables 
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being  measured  may  alsoj^be  conceptualized  as 
'^nutrition  behavior,"  "activity-rest,"  **medica- 
tion-taking  behavior,"  etc.  The  behavior 
becomes  **compliance"  when  related  to  profes- 
sional advice. 

References:  { 

Lowe,  Marie  L.  Effectiveness;  of  teaching  as 
^  measured  fey  compliance  with  medical  recom- 
mendations. Nursing  Research,  1970,  19  (1), 
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Source  of  Information: 

Marie  Lowe,  R.N.,  Ph.D. 
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Toledo,  Ohio  43624  . 

Instrument  Copyright: 

The  Ai^erican  Journal  of  Nursing  Company  . 
10  Columbus  Circle 
New  York,  N.Y.  10019 


ERIC    ■  .  ^  • 


f 


35^ 


346 

<•  ■     ^  ■ 

Lowe,  Marie 

PRENATAL  QUESTIONNAIRE 


VOLUME  1 


SCudy  Number 
Dote   


Kaae. 


Intarvicv:  1^ 
Clinic  Number  


Address 


Tel*  Number 


A.  1.  Plact  of  Residence:  (1)  Urhen  (2)  Rural  Non-farm        (3)  Rural  Farm  

'    If  Farm:    (4)  Own        (5)  Rent        (6)^  Tenant  (7)  Sharecropper^ 


if  Own  Farm:  Number  of  Acref. 
2.  Date  of  BlTth_  


If  Tenant:  Machinery  Owned_ 


Age  at  last*blrthday_ 


"  ,   3.  <i)  Married  ^^^.(2)  Single        (3)  Widow        (4)  Divorced^  (5)  Separated^. 

4.  Ul^hesf  Grade  Completed  in  School^  ,  :  •  —  

-        •  ■  -  ^ 

5.  Qgeupatlon  . 


6.  When  you  were  a  child,  who  was  the  head  of  your  family'?. 


7,  Vhat  kind  of  work  did ^ he  (she)  dp?  — 

Factor  Weight  7  x  (1)  (2)  (3)  (4)  (5)  W  (7).     -  Score_ 

8,  What  was  the  highest  grade  he  (she)  completed  ii)  school?. 
Factor  Weight  4  x  (1)  (2)  (3)  (4)  (5)  (6)  (7)  -..Score. 

9,  Who  is  the  head  of  your  family  now?  L  \ — j 

10*  Wliat  kind  of  work  does  he  (she)  dp? 


Factor  Weight  7  x  (1)  (2)  (3)  (4)  (5)  (6)  (7)     -  Score_ 

11.  What  Is  the,  highest  grade  he  (she)  completed  In  cchool?\. 
Factor  Weight  A  x  (1)  (2)  (3)  (4)  (5)  (6)  (7)  -.Score_ 


(Social  Class  Score:    Family ,o!  Origin. 

(7.'+  80 


Current  Family^ 
(10.  +  li) 


V 

4 
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V 


B«  18. 

19. 
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♦ 

Please  nomc  for  nc  the  vegetable!  which  you  usually  eat  since  .the  time  you 
first  thought  you  were  pregnant  (since  yoii  have  beea  coming  to  clinic:)  •  frobc 


CO, 


Since  the  tise  you  first  thought  you  were  pregnant  (since  you  have  been 
cooing  to  clinic)  hov  many  days  a  week  do  you  usually  e&t  one  or  more  ^ 
servings  of  any  of  the  green  vegetables  you  have  nxfocd?    (Rcfer^  to  Ii:;t  in 
19  and  remind  her  of  specific  vegetables  •)    On  the  days  you  eat  these 
vegetables^  how  wany  servings  do  you  usually  eat?  ,  ^ 


ScrvinRC  Per  Dav 

Davs  Per  Week 

0 

I 

2 

3 

4 

5 

6 

7 

0 

o 

'  2 

■    V  *  ' 

21«  Since  the  ti^e  you.  first  ^thought  you  were  pregnant  (since,  you  have  bc':n 
coming  to  clinic)  how  many  days  a  week  do  you  usually  eat  one  of  the  other 
vegetables  you  have  named?    (refer  to  list  in  19 •)    On  the  days  you  cat 
these  vegetables^  how  many  servings  do  you  usually  eat? 


Scrvinrs  Per  Day. 

Davs 

Per  Week 

0 

2 

u 

7  ; 

■  1. 

'C 

1  ^ 

■  ■  .    ■  \^  • 

3^  V                                             .    \        VOLUME  1 

12,  U  thiB  Che  fine  clme  you  have  ever  been  pregnane?    Yes  No  pon'i  know_ 

13,  Dace  o£  Onacc  IMP  ^  Week  of  Prccnancy  .  _ 

14,  Vi^ight 

13/  Kaighc  


16,  Hemoglobin   — 

(From  Clinic  Record.    Dace  Each  Encry) 

17.  Since  che  time  when  you  £ir«c  thought  you  were  pregnane,  have  you  felc  aick 

'  .    or  has  anything  hoppened  chac  made  you  change  che  chings  you  usually  cac,  or 
made  you  change  ocher  chings  you  usually  do?    Probe,  (0)  No           (1)  Ves   


Inlcial  Isicerview:    Now  1  would  like  co  ask  you  some  qucscions  abouc  che  foods 

jrou  usually  efc,.  Jus>.  think  about  che  foods  you  usurvUy  eoc 
in  che  period  since  you  firsc  choughc  you  were  pregnane. 
Now  I  would  like  Co  ask  you  some  qucccions  abouC  che  foods 
you  asually  eat.    Jusc  chink  abouc  che  foods  you  usually  eac 


Final  latexvlew: 


In  the  period  since  you  first  started  to  come  to  clinic. 

■        .  X 

B,    18.    Since  the  time  you  first  thought  you  were ^pregnant  (since  you  have  been 
coming  to  clinic)  how  many  days  a  week  do  you  uoually  drink  milk?    On  the 
.  days  that  you  drink  milk,  how  many  glasses  do  you. usually  drink?  (U^ 
necessary,  probe  for  buttermilk,  sweet  milk,  carnation,  pet,  etc.) 


Clnna'cs  Per  Dny 
0 

0 

1 

Da' 

2 

Pel 

3 

•  Wcel 
A 

c 

.5 

6 

7 

< 

1 

2 

•  3- 

t 

c 
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22»  Sluce  the  time  ypu  first  thoughyyou  were  pregnant  (since  you  have  be-. n 
cooing  to  clinic)  how  many  days,  a  i.oek  dp  you  usually  eat  an  egg?    On  tho 


dAys  you  eat  eggs,  how  many  do  you  usually  have? 


Servings  Per  Day 

Davs  Per  Week  / 

0 

1 

2 

3 

4 

■5/ 

6 

7 

0 

/ 

1^ 

/ 

23.  Since  the  time  you  first  thought  you  were  pregn^t—Ui^ce^eu  have  bcf:n 
ccffling  to  clinijc)  how  do  you  usually  cooRxyour  eggs?    If  fry,  what  do  you 
put  in  your  frying  pan  to  cook  them  in?    (0)  Fry  in  Fat         (1)  Other  


24»  Since  the  time  when  you  first  thought  you  were  pregnant  (since  you  hr/'c  been 

cooing  to  clinic)  what  kinds  of  fruit  have/  you  usually  been  eating? 

/  .  .       /  ■  ■ 


25.  Since  th(^'  time  you  first  thought  you  were  pregnant  (since  you  have  bcm  com- 
ing to  clinic)  how  onny  days  a  week  do^  you  usually  ent  one  of  these  tcuits? 
On  the  ddys  .you  eat  fruit,  how  many  t^mes  a  day  do  you  eac  it? 


Scrvinrsl  Per  Dnv 

Dnvs  Per  Wnek  ' 

0 

1 

2 

3 

4 

5 

6 

..7 

MM 

; 

i 

i. 

\ 
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^nc^  tb»  tint  you  f  lV»t  tUoucht  you  worn  prccnanc  (ilncs  you  hcve  been 
eomine  to  clinic)  hou  Liny  days  a  wcok  do  you  uivally  oat  b4Con  or  inlt 
pork?    Oa  tht  days  yoJeat  b*con  or  salt  pork,  how  many  timc«  a  day  do  you 
uaually  cait  Itt 


^gyvlnes  Per  Dav 

^  0 

0 

X 

Days  1 
*i 

?cr  V 
3 

'eck 
4 

5 

6 

7 

1 

i 

i 

27. 


Slnca  the  tlma  you  flrat  thought  you  ware  pregnant  (since  you  have  bicn 
coming  to  clinic)  how  many  days  a  week  do  you  usually  eat  prepared  merits 
like  hot  dogs  or  baloney?    On  the^days  you  eat  this  kind  of  meat,  how  many 
timee  a  day  do  you  usually  eat  ic?. 


Servings  Por  Dav 
0 

0 

I 

Davs  ] 
2 

'er  \- 
3 

'cek 
4 

5 

6 

7 

1 

o 

2  

3 

28.  Since  ch«  Cimt  you  ftrst  thought  you  wer.  prtgtuint  (since  you  have  boon, 
coming  to  clinic)  whet  other  kinds  of  ao.t  do' you  uounlly  ea^  (Pto!>e  tor 
beo£,  vcrtl,  chicken,  £lch,  etc.) 


ERIC 


.3  5  ^  ' . 
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29,  Since  the  time  you  first  thousht  v^^n  were  pregnant  (since  jrou  hnve  brcn 
cotnins  to  clinic)  how  many  days  n  >;cck  do  you  usually  eat  one  of  the  meats 
you  have  Just,  told  me  about?  ..On  the  days  you  eat  one  of  these  meets,,  how 
many  times  o  day  do  you  usually  eat  it? 


Scrvinr.s  Per  Dav 

Dovs  Per  l.'cek 

0 

0 

1 

2 

.  3 

U 

5 

6 

7 

1 

'2 

30,  Since  the  time  you  first  thought  you  were  pregnant  (since  you  have  been 

coming  to  clinic)  how  many  days  a  week  do  you  usually  cat  livpr?    (Circle  one) 


1  Days 

Per  \ 

'eck 

0 

1 

2 

3 

A 

5 

6  . 

7 

31.  Since  the  time  you  first  thought  you  were  pregnant  (since  you  have  been 

coming  to  clinic)  how  many  days  a  week  do  you  usually  fry  your  meat  in  fat? 
On  the  days  you  eat  fried  meat,  how  many  times  a,  day  do  you  usually  eat  it^ 


Scrvin(:s  Per  Dav 

Davs  Per  V.'cck 

0 

0 

1 

2 

3 

5  - 

6 

7 

2 

3 

32,  Since  the  time  you  first  thought  you  were  prcRnnnt  (aincc  you  hnve  horn 
co-nluj;  to  cUolc)  what  do  you  usually  ucn  to  ncnnoii  your  vci;«tnblccY 

(0)  Fat  Back  or  Other  Pork,;   (1)  No  Fat—- 

33,  Since  the  time  you  first  thought  you  were  pregnant  (since  you  have  been 

\.  '  " 

coming  to  clinic)  how  much  salt  do  you  usually  cat  on  ypur  food? 

(0)  A  Lot   (1)  Right  much        (2)  A  little          (3)  \Hardly  any  


360 


S5-2  '      .  ■ 

34..  since  the  tlBO  you  first  thoueht  vnu  were  prcgnnnt  (olncc  you  hove  been 
eoBlng  to  cUnlc)  what  kinds  of  bi.mkfose  cereals  do  you  usually  eofc?  >, 
Probe  for  both  dry  and  cooked. 


35,  Since  the  tiae  you  flret  thought  you  were  pregnant  (since  you  have  been 
coming  to  clinic)  how  many  days  a  week  do  you  usually  eat  one  of  these 
cerealst    On  the  days  when  you  eat  one  of  the©;  how  many  times  a  day  do 
you  usually  eat  cereal? 


gervines  Per  Dav 

Davs 

Per  Weck^ 

0 

1 

2 

3 

4 

5 

6 

7 

0 

1 

1+ 

5o»  Since  the  time  you  first  thought  you  were  pregnant  (since  you  have  been 
coming  to  clinic)  how  many  days  a  week  do  you  uisually  eat  biscuits  or  some 
qtber  kind  of  bread?    On  the  dayis  you  ent  biscuits  or  bread,  how  many  do  you 
usually  eat? 


Scrvinf^s  Per  Dav 

Dnvs 

Per  Week 

0 

1 

2 

3 

L 

5 

6 

7 

0 

1 

2 

3 

3+ 
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37,  since  the  time  you  flrct  thought  ynii  were  pregnant  (clnce  you  have  been 
coming  to  clinic)  how  tnany  days  a  wpok  do  ybu  usually  eat  gravy?    On  the  . 
days  you  eat  gravy,  how  many  times  a  day  do  you  usuolly  cat  It? 


Servlnrc  Per  Dav 

Days 

Per  V/eek 

0 

I 

2 

3 

L 

5 

fr 

7 

0 

1' 

2 

3 

38,  Sltice,  the  time  you  first  thought  you  ^ere  pregnant  (clnce  you  have  been 
coming  to  clinic)  how  many  days  a  week  do  you  usually  "drink  Coke,  Pepnl, 
any  ether  bottled  drinks?    On  the  days' you  drink  them,  how  many  . do  ycii 
usually  drink  a  day? 


Servians  Per  Dav 

-Davs  Per  Week 

0 

0 

.  1 

2 

3 

5 

6 

7 

1 

2 

• 

y  ■ 
.  I 

3 

3+ 

39.  Since  the  tlmo.  you  first  thought  you  were,  pregnant  (since  you  have  been 

coming  to  clinic)  how  many  days  a  week  do  you  .usually  cat  candy  or  desserts? 
(Probe  for  cake,  pie.  Jelly,  ice  cream)    On  the.  days  you  eat  cAndy  or 
dcocnrtrt,  Imw  ronny  timen  n  dny  do  you  iiminlly  cnt  thnn?  , 


Servinr.n  Per  Dnv 

Unys 

Per  Week 

-  0 

1 

2 

3 

5 

6 

7 

.    "  0 

1 

1+ 

■  gg'^.  ;  VOLUME  1 

,40 /since  Che  Clmo  you  £lr«t  thoughc  v^m  wore  pregnant  (cincc  you  hnve  been 

coming  CO  clinic)  how  wflny  days  a  week  do  you  usually  eat  starchy  foods? 
:    Probe  for  macaroni,  spaghetti,  noodles,  grits,  and  rice.    On  the  d^ys  you 

tat  one"©!  thxjsc  foods,  how  many  times  a  day  do  you  usually  eot  it? 


Servings  Per  Dav 
0  ■ 

0 

1 

Days  ] 
2 

per  I 
3 

cek  . 

5 

0 

7 

.  1 

2 

t 

3 

0 

41.  Since  the  time  you' first  thought  you  were  pregnant  (since  you  have  been 
coming  to  clinic)  how  many  days  a  week  do  you  usually  eat  dried  peas  or 
beans?    On  the  days  you  eat  dried  peas  or  beans,  how  many  times  a  day  uo 
you  usually  eat  them?  - 


SoTvinrs  Ter  Dav 
0 

0 

1 

Days  1 
2 

'er  i 
3 

och 
L 

5 

6 

i 

1 

2 

3 

42.  Since  the  time  you  first  thought  you  were  pregnant  (since  you  have  been 

coming  to  clinic)  what  do  you  usually  use  to  season  your  dried  peas  or  beans? 


(0)  Vat  Hack  or  Other  Vot^_ 


(1)  No  Frit_ 


\    \lbo  in  your  family  buys  the  food  and  plans  meals?. 
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C.  43,  Since  tha.tlmt  you  first  thoueht  you  were  prccnont  (since  you  hove  .beeu 
coming  to  clinic)  how  Aany  dayo  a.weck4.^o  you  think  you  walk  as  much  c;  a 


mile? 


"    Dflvs  Pc\*  Week 

.  2 

3 

4 

? 

7 

4'4,  Since  the  time  you  first  thought  you  were  pregnant,  (siifce  you  have  been 
coming  to  clinic)  hov  many  days  a  week  do  you  do  some  housepleaning  or 
laundry  either  for  yourself  or  someone  else? 


Dovs  Per  Vcek 

0 

1 

2 

3 

4 

5 

6 

7 

e 

45,  Sine*  the  time  you  first  thought  you  vcre  pregnant  (since  you  have  been  \ 
coming  to  clinic)  hov  many  days  a  week  do  you  work  outdoors  some  in  ti 
yard  or  ge^den? 


Davfi  Per  VIock  i 

0 

1 

2 

3^ 

4 

:5 

6 

7 

9 

4G,  Since  the  time  you  first  thought  you  were  pregnant  (since  you  hove  been 
coming  to  clinic)  hew  many  days  a  week  do  you  usually  lie  down  to  rest 
during  the  day? 


Dovs  Per  Week 

0  . 

1 

2 

3 

4 

5 

6 

7 

47.  Since  the  time  you. first  thought  you  were  pregnan^  (since  you  have  been 
coming  to  clinic)  what  time  do  you  usually  go  to  bed  at  nicht?  ;  _ 

gat  up  in  the  morning?   Usual  Number  hours  sleep  

(0)  Less  than  6  hourj_,_   (1)  8  hours  or  more  . 


866  VOLUME! 

D.  48.  Slnco  the  time  you  flrot  thought  /ou  wora  prcB«uint  (clncc  you  have  betn  ccm- 
.  ing  to  clinic)  what  medicines  hav.  you  been  taklnc?  How  mucfeT  How  often?  Why? 
DruB  Amount  Frequency  Rcacon 


 '  J  '   '. 

(0)  Take  unprescrlbcd  drug    '  (I)  Do-not  take  unpreicrlbed  Jrug  

49.  Since  the  time  you  first  thought,  you  were  pregnant  (since  you  have  been 
ccmlng  to  cimic)  how  many  days  a  week  do  you  usually  take  a  laxative? 
What  Is  the  name  of  the  laxative  you  usually  take? 
(0)  take  laxative  


(J)  Do  not  take 
laxatlve^^ 


0 

I 

2 

3 

? 

6 

7 

50.  Since  the  time  you  first  thought  you  were  pregnant  (since  you  have  bee;: 
cooing  to  cimic)  how  many  days  a  week  do  you.  usually  take  a  douche? 
(0)  Take  Douche^_ 


(1)  Do  not  Take 
Douche 


Davs 

P^r  Week 

0 

I 

3 

6 

5 

6 

7. 

51,  (rniAL  ONLY)  In  the  past  three  months  how  many  days  a  week  have  you  usually 
been  taking  a  tub  bath? 
f?)  Take  Tub  Bath  


0 

1 

2 

3 

4 

5 

6 

.7 

(1)  Do  not  take 
Tub  Dath.,  

52.  Since  the  tlwn  yon  £irct  thour.Ut  ynu  woiro  prc»;nnut  (otncb  ynn  Jmvo  burn 
comlnn  to  clinic)  how  many  clgarcttco  do  you  uouhliy  craoke  a  day? 
(0)  More  tbnn  a  pack.          (I)  One  pack          *(2)  Less  than  a  pack__  Uonc, 
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5i.  since  you  have  been  coming  to  cUnlc  how  neny  Mothers'  Clnocos  did  you  go  tot 


Classes 

0 

2 

3 

34,  Number  of  Clinic  visits  (from  record)^ 


55,  Were ^'the  clinic  visits  spaced  os  rccomnended?    Yesd)   MofO) 

IHDiyiDUALIZED  QUESTIOHS  FOR  FINAL  INTERVIEW  BASED  ON  NON-ROUTINE  ADVICE 


366 


9  ■  •  . 

-  358  '  V^^^W^  '  ' 

'    It  wlll^htlp  u*  to  know  how  you  U%1  about  certain  thinga  which  might  have 
sooA  laporcaoce  in  pregnancy.    There  are  no  right  or  wrong  answers  to  the 
<tuestione  which  follow^   Please  put  an  x  along  the  line  in  the  position 
chac  showe  best  how  yw  'feel  about  the  phrase  in  relation  Co  pregnancy. 
\j  Here « is  an  exanple  to  show  you  what  T  mean. 
Swelling  of  Bands  and  Feet  in  Pregnancy: 


Very 

Bad  Bad 


Neither  Good  Very 
■  Nor  Bad         "  Good  Qood 

J  «l  I  — ^  -i 


I  put  ay  mark  close  to  the  bad  end  uf  the  line  because  that  is  how  I  feel 
/  aboiit  swelling  of  hands  and  feet  in  pregnancy.    Now  you  nark  the  following 
lines 'to  show  how  you  feel  jabout  tjiese  things  in  relation  to  pregnancy.  • 


EATING  FRIED  FOODS:. 

Very 

Good  I 

1 

.  i  . 

Good '  1 

i 

1               ■  ^ 

Neither  Good 
Nor  Bad. 

Bad 

I 

Very 
Bad 

57. 

A  REST  PERIOD  EVERY 

DAY: 

Very 
Bad 

1 

Bad 

1  L 

Neither  Good 
Nor  Bad 

I  1 

Good 

Very 
Good 

1 

58. 

CIGARETTE  SMOKING: 

Very 

Bad 

.  Bad 

Neither  Good 
Nor  Bad 

Good 

Very 
Good 

> 

1  1 

I  1 

I 

59. 

EATI5G  SALAD  GBEENS 

EVERY  DAY : 

Very 

Good 

Good 

1  I 

Neither  Good  . 
Nor  Bad 

I  1 

Bad 

Very 
Bad 

I 

o 

ERIC 
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60*    WORKING  DURING  PREGNANCY: 


Very 
Good 


<fOod 


Neither  Good 
Nor,;  B^a  : 


J- 


Very — 
Bed  , 


61.    EATING  ORANGES    EVERY  DAY: 
Bad 


I 


Neither  Bad 

Nor  Good 

I 


Very 
Bad  . 


Bad 


Neither  Bad 

Nor  Good 


631    GAINING  18  POUNDS  DURING  PREGNANCY: 


Very 
^'d 


Bad 


Neither  Bad 

Nor  Good 


64.    SLEEPING.  EIGHT  HOURS  EVERY  NIGHT: 


Very 
Good 


Good 


Neither  Good 
I^or  Bad 


I 


Bad 


Good 


62.    COMING  TO  CLINIC  AT  LEAST  EVERY  MONTH: 


Good 


Good 


Bad 


65.    EATING  'SALT  PORK  OR  FAT    BACK  DURING  PREGNANCY: 


Vary 
Good 


Good 


J_ 


1 


Neither  Good 
Nor  Bad. 

1 


/ 

Bad 

_!_  L 


Very 
Bad 


66,    TAKING  LAXATIVES  REGULARLY  DURING  PREGNANCY: 

■  ;  '  Neither  Bad 

Bad  Nor  Good     /  Good 


359 


Very 

Bad 


Very 

Good 


Ve?y 

.  Good 


Very 

Good ' 


Very 
Bad 


Very 
Bad 


Venv 

Gookl  ' 


67,    EATHJG  BEEF,  CHICKEN,  OR  DRIED  BEANS  EVERY  DAY: 


Very 

Good 


Good 


Neither  Good 
/  Nor  Bad 


Bad 


Very 
Bad 
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66.    TAKIKG  A  DO0CHE  EVERT  DAY  WHILE  PREGHAKT: 


Very 

Good 


Good 


Nttlch«r  Good 
Nor  Bad 


VOLUME  1 


Bad 


Very 
Bad 


/ . 


Vary 
Bad 


69.    DRIOTLING  SfZSZ  MIU  DAILY  WHILE  PREGHWT: 
Bad  ^' 


-NttiChar  Bad 

Nor  Good 


70.    EATING  AN  EGG  EVERY  DAY  WHILE  PREGNANT: 


Vary 
Bad 


Bad 


Neither  Bad 
Nor  Good 


Good 


Good 


Very 
Good 


ye.ry 
'  Good 


•  J 


\ 


3m 


/ 

/ 
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?.    ?!•    Oatt  of  Delivtry 


72.    Typi  of  D«llv«ry  {specify) 


73.    Coodltloft  9f  Baby:    Llv«   P«ad   Nonaal   AbnonMllf:l«s(«paclfy) 

: 


74.  Sax  of  Baby:    MAla   Fenala 

75.  Birth  walght   


76.  Numbar  of  visits  from  Public  Haalth  Nursa  during  pragnancy 
(From  Nursa' 8  Racord)  ^ 

77.  NH^a  of  Nursav       "  ,    •  1  ,  


78.  Aga  of  N'lrsa  (last  birthday)   ■ 

79.  "Ci'addata  of    ■    "  ■  School  of  Nursing 

80.  Yaar  of  graduation  ^ 


fll,    ?r«??a.f:«cion  for  Public  Haalth  Nursing 


<J2.    Langth  of  tlma  amployad  iJi  Public  Haalth 

83.    Instructions  given  by  nursa  to  patiant  as  raportad  in  tha  nursing  racord 


\ 
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Titie:  S  GREENING  QUESTIONNAIRE  FOR 
HEALTH  NEEDS  OF  OLDER  ADULTS, 
STAGE  It  I 

Authors:  Managan,  Dorothy,  Wood,.  Jean, 
Heinichen,  Chlao,  Hoffman,  Marian,  Hess,  Ger- 
trude, and  Gillings,  Dennis 

Variables:  This  instrument  ptroyides  informa- 
tion on  seven  variables:  physical  functioning, 
health  condition,  accessibility  of  medical  care, 
social  isolation,  service  needs,  contentment,  and 
subjective  health  index. 

Physical  func*^^ning  is  the  respondent's  re- 
ported ability  to  p^for.m  activities  of  daily  liv- 
ing and  the  availability  of  help  if  needed.' 
Activities  were  going  up  and  down^  stairs, /get- 
ting out  of  the  house,  getting  about  inside  the 
house,  washing  and  bathing,  dressing  and  put- 
ting on  shoes,  feeding  self. 

Health  condition  is  the  respondent's  reported 
illness""auring  last  month,  confinement- status, 
presence  of  specific  medical  problems  and 
symptoms,  time  since  last  saw  a  physician,  and 
habits  regarding  routine  medical  and  dental 
examinations. 

Acce^ibility  c^he^dth  rare  is  the  re  :,. indent's 
responses  to  qu^stioas  as  to  why  he(she)  Ir  not 
reported  a  symptom  to  a  physician  and  why 
he(she}  did  not  have  routine  physical  and  dental 
checkups. 

Social  isolation  is  the  respondent's  intj^rac- 
tion  with  others  either  Iby  telephone  con-iacts,  \ 
social  visits,  orparticipation  in  formal  group  ac- 
tivities, perceptions  regarding  neighbors,  feel- ' 
ings  of  loneliness,  and  desire  for  additional 
contacts,  f  \  ^ 

Service  needs  is  the.respondent's  ability  to  ob- 
tain meals,  transportation,  and  househ^*«  i  help. 
for  laundry,  shopping,  and  housework.  ^ 

Contentment  \s  the  respondent's  -  ^rted 
satisfaction_j?nth_I^^^  way  of  ^ 

^feTdegreeof  healtH,^nxiety.  and  general  hap- 
piness. ^  * 

Subjective  health  index  is  the  respondent's 
impressipjLof  his(her)  health  status. 

*       .  ■ 
Description: 

Nature  and  Content:  This  questionnaire  is 
made  up  of  8  demographic  items  and  69  ques- 
tions designed  to  provide  informatidtn  regarding 
the  7  variables  described  above.  Responses  to  all  ^ 
/.  jestions  are  coded  on  response  .scales  that 
have  a  range  of  from  two  to  eight.response  al-  c 

ter natives.  • 

Admiyiistraiion  and  Scoring:  T!h\^  '\r\strnmQnt 

•is  administered  by  a  trained  interv^.ewer  and 


requires  appro: a>."ately  45  minutes  to  adminis- 
ter. It  is  desig.^^•d  to  be  answered  in  a  respon- 
dent's home  within  2  to  4  weeks  after  the  initial 
Screening  Questionnaire  (Managan  et  al.,  1974) 
is  completed.  It  is  asfiumed  that  the  interviewer 
will  arrange  an  appointment  time  for  adminis- 
tering the  questionnaire. 

Scores  are^computed  for  each  of  the  variables 
and/or  subgrgiips  within  each  variable  by  sum- 
ming the  codeii  responses  to  the  questions  as- 
signed to  each  variable.  Responses  to  4a,  5a,  6a, 
7a,  8a,  and  9a  are  combined  to  provide  the  score 
for  physical  functioning.  Responses  to  items  10, 
11,  12,  12a,  13  through  33,  45,  47,  60,  and  62 
through  64  are  combined  to  provide  the  score  for 
health  condition.  Responses  to  items  13a 
through  29a,  34, 37,  and  37s  provide  the  score  for 
accessibility  of  health  care.  Social  isolation  is 
determined  by  combining  the  responses  to  items 
48  through  57.  Service  needs  score  Is  computed 
by  combining  responses  to  items  39,  40,  40a,  41, 
41a,  42, 42a,  43,  and  43a.  Contentment  is  the  sum 
of  responses  to  items  30,  45,  47,  60,  62,  63,  and  64. 
Subjective  health  index  is  the .  sum  of  the  re- 
sponses to  items  31,,  32,  and  33.  The  total  score 
for  each  variable  or  subgroup  'Cdthin  each  vari- 
a1ble  for  the  variable  or  subgroup  is  then  divided 
by  the  maximum  possible  ^core  in  order  to  ob- 
taiii  a  score  range  of  0-6.  Meaningful  problems 
are  assumed  to  be  those  at  or  above  the  accep- 
tance levels.  .The  acceptance  level  is  based  upon 
the  professional  judgment  of  the  staff  and  ad- 
ministrative nursing  personnel  of  the  ^agency 
cQndu<rting  the  research. 

Development:      '  v   - 

-  Rationale:  This  instrument  was  developed  in 
order  to  provide  information  regarding  the  ex-* 
tent  to  which  persons  who  report  health  prob-^ 
lems  require  help  from  a  secondary  support' 
system. 

Source  of  Items:  Some  of 'the  items  were 
adapted  from  Social  indicators  for  the  aged.  U.S. 
Department  of  Health,  Education,  and  Welfare 
(1971),  and  Community  care  for  the  elderly:  An 
alternative  to  institutionalization  (Bell,  1971)» 
A!dditional  items  were  developed  by  the  authors. 

iPrbcedure  for  Development\This  instrument 
was  based  upon.the  Screening  Questionnaire  for 
Health  Needs  qf  Older  Adults,  Stage,  I.  Based 
upon  the  experience_jwth_yiat  questionnaire, 
the  instrumer  t  was  revised  <and^refestexi--wlth 
a  srAall  sample  of  older  .adults  (n  =  10  to  V:); 
additional  changes  were  made -4n  the";instru- 
ment  (Managan  et  al.,  1976).  /      •  ^""^ 

Reliability  and  Validity:  No  information  was 
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provided  regarding  either  the  test-retest  or  the 
split-half  reliability  characteristics  of  the  mea- 
sures of  the  instrument.  1 

A  positive  relationship  (p  <  0.01)  was  observed 
betwef.n  the  Subjeccive  Health  Index  and  the 
ccmbiried.  Physical  Functioning;  Ability  Scores 
(Managajij  et  al.,  1976).  The  authors  noted  that 
this  result  agreed  with  similar  information  ob- 
served by  Slianas  et  al.  (1968). 

Use  in  Research:  This  instrumisnt  and  adapta- 
tions it  have  been  widely  used  in  community 
health  care  research! 

Comments:  The  instrument  provides  informa- 
tion in  the  areas  it  was  designed  to  measure. 
The.^igh  degree  of  agreement  between  respon- 
dents' scores  and  judgments  made  by  public 
health  nurses  on  an  earlier  version  suggests 
that  data  from  a  test-retest  study  would,  in  all 
likelihood,  indicate  a  high  degree  of  stability  in 
^the  scores.  Morepver,-  the  clarity  and  specificity 
of  the  questions  would  make  it  likely  that  a  high 
degree  of  stability  would  be  obtained  from  such 
a  study.  ' 

It  would  be  useful  to  have  information  on  the 
,between-item  characteristics  of  the  items  used 
;in  this  test.  The  scores  are  derived  by^ombining 
.items  with  differing  numbers  .of  responses  to 
questions,  ''i'his  means  that  certain  items  may  be 
j  given  more  emphasis  than  they  might^actually 
empirically  require.  " 


1 
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Because\  of  its  lerfg^h,  the  instrument  itself  is 
not  reproduced  in  this  compilation. 
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Title:  PSYCHOSQOIAL  PROBLEMS  OF 
ADOLESCENTS  WITH  EPILEPSY  (4  instru- 
ments) , 

Authors:  Richardson,  Donald  W.,  and  Friedman, 
Stanford  B-  • 

Variables:  The  variables  to  be  identified  are  the 
psychosocial  problems  of  the  adolescent  patient 
with  epilepsy  as  perceived  by  the  patient  and 
his(her)  parents.  » 

Description: 

Nature  and  Content:  There  are  a^ total  of  four 
instruments  designed  to  be  used  concurrently: 
Adolescent  Questionnaire,  Parent  Question-,^ 
naire,. Adolescent  InH;erview,  Parent  Interview. 
The  Adolescent  Questionnaire  contains^  20  ques- 
tions plus  a  space  for  ''Other  Comments";  the 
questions  concern  school, scareer  plans,  health 
problems,"  health-related  problems,  and 
'source's/avenues  of  help.  The  Parent  Question- 
naire (18  items  and  space  for.  "Other  Com- 
ments") addresses  such  areas  as  the  patient's 
seizure  history,  school  problems,  social  prob- 
lems, health  problems,  and  sources  of  help 
available  to  the  family. 

The  Adolescent  Interview  schedule  contains 
19  open-ended  questions  designed  to  elicit  in- 
formation regarding, problems  a^ssociated  with 
thetiiagnosis  at  home,  at  school,  in  other  social 
relationshipsr-^   y 

The  Parent  Interview  schedule  contains  12 
open-ended  questions  designed  to  elicit  informa- 
tion about  the  e^^ 

¥doiescent  from  the  parents'  perception. 

Administration  and  Scoring:  Interviews  are 
scheduled  before  the  questionnaires  are  com- 
pleted. Each  teenager  and  accompanying 
parent(s)  are  interviewed  separately  for  approx- 
imately 30  to  45  minutes.  Each  interview  is 
guided  by  the  set  of  interview  questions  de- 
scribed above,  although  each  response  to  be 
followed-up  in  as  much  depth  as  possible.  Dur- 
ing the  interview,  notes  should  be  taken  on  the 
subject's  responses  to  each  question.  Im- 
mediately after  the  inter  ^  aw,  these  responses 
should  be  dictated  in  order  to  preserve  the  data. 
The  responses  may  be  summarized  and 
categories  of  responses  identified.  Categoriza- 
tion will  depend  upon  the  purposes^  of  the 
invesSgatoi^.  FoUowing:  comidetion  of  the  inter- 
views,, each  teenager  and  each  parent  is  given 
the  appropriate  questionnaire  to  complete. 

*  Development: 

,  Rationale:  Uvingsxon  (1970)  has  stated:  **The 


a  ^ 

most  serious  hazard  of  an  epileptic  disorder  is 
frequently  not  the  seizure  per  se  but  the  as- 
sociated emotional  disturbances  which  are 
prone  to  develop  in  a  youngster  as  a  result  of 
mismanagement  by  his  family, '  by  his 
classmates  and  friends." 

Academic  underachievement  is  described  by 
Green  and  Hartlage  (19'M)  in  their  series  on 
epileptic  children  and  adolescents.  They  found 
that  grade  placement  was  significantly  lower 

■  than  would  be  expected  from  psychological 
tests,  and  suggest  that  teachers  and  parents 
have  low  expectancy  for  epileptic  children. 

The  adolescent  patient  suffering  from  a  s^- 
zure  disorder  according  to  the  authors  may  be 
burdened  with  a  complicated  mixture  of  medical 
ancl^psychosocial  problems.  The  medical  infor- 
matiorriSxeasier  to  elicit;  the  psychosocial  in- 
formation, more  closely  guarded  by  the  patient, 
takes  time  and  skill  to  uncover.  This  group  of 

-  instruments  is  designed  to  aid  ?n  identifying 
some  of  the  problems  facing'  both  the  patient 
and  the  narents  with  the  intent  of  providing 
help,  partlculavly  through  clinic  facilities. 

Soured  of  Items:  No  informationNwas  provided. 
<   Procedure  for  Development:  No  information 

was  provided. 

Reliability <and  Validity:  No  reliability  or  val- 
idity information  was  provided. 


UseJn  Rese^arch:  Findings  of  the  research  study 
conducted  by  Donald  W.  Richardson,  M.D.,  and 
Stanford  B.  Friedman,  M.D.,  are  lyresente  ajL 
article  in  ClinicdrPMtairics,  February  1974 'en- 
titled "Psychosocial  Problems  of  the  Adolescent 
Patient  with  Epilepsy."  Their  study  included  17 
families  of  epileptic  patients. 

Parents  were  asked  to  compare  the  adolescent 
with  his  closest  sibling  in  terms  of  problems  in 
four  areas:  school,  health,  friends,  and  family. 
Eight  parents  reported  no  differences  between 
the  patient  and  his  nearest  sibling  in  overall 
problems,  nine  reported  the  patients  had  more 
problems,  and  none  reported  the  sitting  had 
more.  , 

Comments:  These  four  measures— two  ques- 
tionnaires  and  two  structured  interview 
procedures — are  ^general  descriptive,  data- 
gathering  instruments  which  can  be  used  to 
.  help  identify  problems  of  epileptic  adolescents. 
'Some  items  evoke  factual  information,  and  some 
are  designed  to  eUcit  feelings  and  perceptions  of 
problems  of  epileptic  adolescents.  Any  potential 
researcher  should  be  cognizant  of  the  fact  that 
in  their  present  stage  of  de;yelopment,  the  in- 
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straments  contain  a  large  number  of  open- 
ended  items,  and  categorization  and  analysis  of 
data  obtained  by  this  method  may  pose  some 
major  measurement  problems. 
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Source  of  Information: 

D.  W.  Richardson,  M.D.,  FRCP  (C) 
115  Lower  Union  Street 
Kingston^  Ontario 
Canada  K7L  2N3 

Instrument  Copyright:  None. 
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Richardson.  Donald  W..  and  .Friedman.  Stanford  B. 

PSYCHOSOCIAL  PROBLEMS  OF  ADOLESCENTS  WITH  EPILEPSY  -  ADOLESCENT  QUESTIONNAIRE 


NAME:      -  •   

AGE:  '   

DATE:   ■  ■    '  .  

1.  What  school  do  you  now  attend?  „ 

2.  What  grade  of  school  are  you  now  in? 

3.  a)  Have  you  ever  been  held  back  a  year  in  school? 
b)  Which  gradeCs)? 

4.  What  was  your  average  mark  on  your  report  card  from  last  semester? 

5.  What  was  your  highest  mark  on  your' report  card  from  last  semester? 

6.  What  would  you  say  is  the  biggest  probl^  for  you  in  school? 

7.  What  would  you  like       do  when  you  leave  high  school? 
Sr  Wiae  kind  of  work  would  you  eventually  like  to  do? 

9.    a)  Do  you  feel  your^seizureprobi^m  will  influence  in  any  way  the  kind 
of  work  you  will  eventually  do? 
b)  How?  ^  - 

10.  '  What  are  your  major  health  problems? 

' .  •.  ' 

11.  a)  Do  you  feel  your  seizure  problem  has  affected  your  health  in  any 

way?  .  • 

b)  How^    '  -  ' 

12.  What  would  you  say  are  the  major  difficulties  your  ,ed^ur 6  problem  has 
caused,  for  you? 

13.  a)  What  medications  are  you  now  taking?    (Please  check) 

Phenobarbltol 

 pilanj;in„^_!   .  ,       ,  . 

Mebaral 
^Mysollne 

•  *•  '   ■      '  I. 

Other    (Please  list)  , 
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14«    a)  Do  you  feel  there  are  any  risks  In  taking  these  medications? 
b)  What  risks? 

15,  Do  you  feel  the  doctors  in  clinic  should  tell  you  more  about  your 
seizure  problem? 

16,  What  additional  information  would  you  like  to  have? 

17,  How  could  the  doctors  and  staff  in  the  Clinic  be  of  more  help  to  you? 

18,  What  changes  would  you  like  to  recommend  in  the  Olinle? 

19,  Would  you  be  interested  in  a  group  meeting  with  oth^  teenagers  from 
the  Clinic?   '  - 

..0 

20,  What  subjects  would  you  like  to  discuss  in  such  a  session? 

r 

21,  Other  comment^: 
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Richardson,  Donald  W.,  and  Friedman,  Stanford  Bv 

PSYCHOSOCIAL  PROBLEMS  OF  ADOLESCENTS  WITH  EPILEPSY-PARENT  QUESTIONNAIRE 


NAME: 
DATE: 


Please 
Indicate: 

MDther 

Father 


1.    a)    When    did  your  (son)  (daughter)  have  his  first  seizure? 


Within  last  month 
Within  last  year 
Within  .five  years 
Within  ten  years 


(  ) 

(  ) 

(  ) 

(.  ) 

•  4 


More-  than  ten -years^  (    )  ^ 
b)  When  did  he  have  his  last  seizure? 


2. 


Within  last  week 
Within  last  month 
Within  "last  year 
Within  last  five  years 
Within  last  ten  years 
Mcrii>  than  ten  years  ago 

9 

^  ■         ■  ■■■ 

How  frequently  does  he  have  a 
Once  a,  day  or  more 
Once  a  week  or  more 
Once  a  month  or  more 
Once  a  yea.t  or  more 
Other  (Describe) 


) 
) 
) 
■) 
) 

)  ■ 

seizure? 
; 
) 
) 
) 
) 


3. 


Doas  he  lose  consciousness  when  he  has  a  seizure? 
What  else  happens  when  he  has  a  seizure?  y 
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5«    What  medications  Is  he  now  taking?  „ 
Phenobarbltal 
Dilantin  ' 
Ifyspllne 
Mebaral 

.  •*  '  . 

Other  (List)i% 

<-\  .\  « 

6.  What  risks  or  problems  do  you  feel  there  might  be  In  taking  regular 
medication  like  this? 

7,  What  problems  have  your  ss^  (or  Bat^^hter)  had  In  school? 

8,  a)  Have  you  had  any  meeting©  with  any  of  the  staff  at  school  around 

his  seizure  problem? 
fc)  What  was  the  main  purpose  of  such  a  meeting? 

9.  In  wHat  ways  have  you  as  parents  restricted  him  because  of  his  seizure 
problem?-  -  '    .'      .  • 

10,  -Who  recommended^t^^       restrictions?  . 

11,  For  .hlsJroutlne  medical  care,  whom  do  you'vislt? 
Family  doctor    ,     .(    )  .  ^  • 
Paediatrician         (  .) 

Hospital. clinic  (  ) 
Other  (Describe)  -  (  ) 

12,  In  what  way  does  his  seizure  problem  affect  the  family? 

13,  a)  Do  you  feei  his  seizure  problem  affects  the  way  other  people  In  your 
^  neighborhood  react  towards  him  or  the  family? 

b)  In  what  way? 

<jf'  . 

14,  a)  Do  you  feel  his  seizure  problem  has  affected  his  health? 
b)  In  what  way? 

...  I  ■  •  . 

15/  Please  rank  the  following  (1,2, 3, etc.)  in  the  order  that  you. feel  they  have 
been  the  most  help  to. you  In  dealing  with  your  son's  (daughter's)  seizure 
proble'^  (#1  Indicates  the  most  help)  : 
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(  '  )    Family  doctor 

^    )    Neurology  clinic 

*  *     *  .    -  • 

(    )    General  hospital ^clinic  " 

(  . )  Neighbors 

(    )  Parents  of  other  children  with  a  similar  problem 

'      (    )  Clergyman 

(    )  School 

\  (  OthSr  agency  or  group  (Please  list) 

.  16.  'What  further  information  would  you  like  the  doctors  in  clinic  to. give 
you?        ,       '  • 
U.    In  what  ways  do  you  feel  the  doctors  or  clinic  staff  could  be  of  mo^e 
help  to  you  or  your  son  or  daughter?  . 

18.  What  changes  in  the  clinic  would  you  recommend? 

19.  -  Other  comments:  .  ^  .' 


Reproduced  by  permission  of  the  author. 
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Rlchar^cison,  Donald  W.,  and  Friedman,  Stanford  B. 

PSVCKOSOCIAL  PROBLEMS  OF  ADOLESCENTS  WITH  EPILEPSY-ADOLESCENT  INTERVIEW 

1.  Do  teachers  at  school  know  you  have  a  seizure  problem? 

2.  What  adults  in  the  school  setting  have  you  discussed  your  seizure  problem 
with? 

3.  In  what  ways  do  you  feel  you  receive  special  conslderat.  :a  at  school  because 
of  your  seizure  problem? 

* 

4.  In  what  ways  are  you  restricted  at  school  because  of  your  seizure  problem? 

5.  VJhat  difficulties  has  your  seizure  problem  caused  for  you  In  the  school 
setting? 

«  '  • 

6.  What  difficulties  do  you  have  at  home  because  of  your  seizure  problem? 


7,  What  difficulties  do  you  have  with  brothers  or  sisters  because  of  your 
seizure  problem?  .  ^ 

8,  What  problems  do  you  have  with  your  parents  because  of  your  seizure  problem? 

9,  What  are  the  problems  you  have  ^at  home  with  taking,  your'  medication? 
10,    Who  Is  responsible  for  seeing  you  take  your  medication? 


11,    What  things  do  your  parents  keep  you  from  doing  because  of  your  seizure 
problem?  / 

12»    How  is  ^our  seizure  problem  a  difficulty  In  your  relationship  with  your 
friends?  ^ 

.  ^  ^  .  *  ■ ' 

13.  What  klncjs  of  problems  would  you  see  a  person  who  has  had  seizures  In  the 
past  having  In   his  relationship  with  someone  of  the  opposite  sex? 

14,  Do  you  feel  your  seizures  have  affected  your  health  in  any  way? 


^2  **  *  VOLUME  1 

15^   What  do  you  feel  ii^ausea  your  se^.zures? 

16r    When  has  your  seizure  problem  caused  you  the  :?ioct  difficulty? 

,.  "  •  ■  •  ■       ■  -/'.../ 

17.  From  tiheie  have  you  received  most  of  your  informatioji  about  your  seizure 
problem?' 

18.  Has  reading  been  a  way  of  learning  a|)Out  your  seizure  problem? 

19.  What  "kind  of  reading  material  do  you  feel  the  clinic  should  have  available 
for  young  people  with  a  seizure  problem? 
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'Richardson,  Donald  W.,  and  FrIedmanV  Stanford  B. 

/-PSYCHOSOCIAL  PROBLEMS- OF  ADOLESCENTS  WITH  EPILEPSY-PARENT  INTERVIEW  - 


!•    What  problems  do' you  feel  his  seizures  have  caused  for  him? 


2.    Uhat  difficulties  has  he  had  at  school  because  of  his  seizures x 


3.  Has  the  school  had  any  special  contact  with  you  because  of  his  seizures? 

■  ..      f  ^  .  *  '  ■ 

4.  Do  you  feel  his  seizure  problem  has  slowed  his  progress  in  school  in 
any  way?        •  ^ 

How?  " 


5.  Has  a  physician  contacted  the  school  about  your  son  or  daughter's  seizure 
problem? 

/    ■        ,  '        /  f 

■  -      ' "  #  ■  '        .  ■  /  ■  -  ■ 

6.  What  restrictions  have  you  placed  on  him  because  of  his  seizure  problem? 
Who  suggested  them? 


?•    What  problems  have  you  noticecV  in  the  home  because  of  his  ^seizure  problem? 

\  ,*     .  ■  '  ,  '  .  * 

8.  In  what  way  is  hid  taking  medication  a  problem  in  the  home? 

9.  How  frequently  would  you  say  he  misses  his  medication? 

.        "  •  '        - '   /  ' 

■  ^       '  ■  .  / 

.  / 

10.    Do  you  feel  there  are  any  risks  in  his  taking  regular  medication  and  what 
do  you  feel  they  are?  / 

IjL.    What  is  the  age  an4  sex  of  his  closest  sibling? 

12.    How  does  the  patient  compare  with  his  closest  sibling    in  terms  of: 

a)  School  problems  (identify)  * 
.  b)  Health  problems  (identify) 

c)  Problems*  with  friends  (identify) 

d)  Discipline  problems  (identify) 

e)  Getting  along  with  other  members  of  the  family  (identify) 
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Title:  A  SCREENING  TOOL  TO  DETECT 
PSYCHOSOCIAL  ADJUSTMENT  OF.CHIL- 
DRE,N  WITH  CYSTIC  FIBROSIS 

Authors:  Rodgers,  Beckett  M.,  Ferholt,  Julian, 
and  Cooper,  Carol  li 

Variable:  This  instrument  is  designed  to  detect 
the  presence  or  abs^'nce  of  a  psychosocial  ad- 
justment problem  in  a  school-age  child  with  cy s- 
tif  fibrosis.  A  psychosocial  adjustment  problem 
is  judged  to  be  present  ^A^ert  there  id  "an 
abnormaUty  of  behavior,  .  .notions,,  or  rela- 
tionships  which  is  sufficiently  marked  and 
sufficiently  prolongedtg^use  handicap  to  child 
himself/herseltand/ofdistress  or  disturbance  in 
the  feiniIy^:Trand  which  is  continuing  up  to  the 
^liSTof  asses^TT-ent."  "Handicap''  is  broa^ily  de- 
/fined  to  mean  "a  disability  which  impede3  the 
child  in  some  w^y  in  his  daily  life"  (Rutter  et  ah,  ' 
1970).  '  — 

'   '  i 

Description:    |  ^ 

Nature  and]  Content:  This  semistructured 
parent  interview  consists  of  34  open-ended 
questions  and  p^robes  designed  to  elidt  sufficient 
informatiqn  afeout  specific  problems  of  ttie  child 
so  that  the  intierviewer  can  -  each  problem  as 
mild  or  not  pr^esent,  m'odemr.:,  or  marked.  The 
items  ooverej'd  by  the  questionnaire  are  or-, 
ganized  into  nine  general  categories:  (1)  health 
and  hvpoehoAdriasis,'(2)  moods  and  emotions,  (3) 
intrafamilial  relatirnships,  (^^  reaction  to  and 
understanding  of  chronic  illness  by  the  child,  (5) 
habits,  mani^erisms,  and  developmental  prob- 
lems, (6)  family's  reaction  to  and  understanding 
of  the  chronic  illnessi  (7)  peejr  relationships,  (8) 
self-managei^eht  and  indep^endence,  and  (9) 
school  adjustjmAit  and  attitudes.  Retrospective  ■ 
information  is  limited  to  the  year  previous  to 
the  interview;  with  many  questions  limiting  the 
time  variable  to  the*preYi<>us  3  months. 

The  first  question  of  ithe  interview^is  open- 
ended  and  dsks  how  the  parent  believes  tjie 
child  is  doing  "in  general."  The  other  33  ques- 
tions, more  Specific  in  nature,  are  also  'open-  ' 
ended  in  ordfer  to  allow  for  spontaneity  and  to 
"obtain  a  bfoider  understanding  of  the  parent's 
frame  of  refirence  on  the  particular -qilestion. 
Probes  are  jised  with  each  question  to  elicit 
more  specifif  and  concrete  .responses.  Most  rtf 
the  probes  aire  individually  designed  to  : 
rthe  specific  litem;' however,  an  dveraii^robe 
heads  each  i)age  of  the  instrument  suggesting- 
the  pattern  [which  'additional  questiSns.  should 
follow.  The  Werall /probe  is:  (1)  when  did  the 
problem  J)e^n/(2)/(vhat  made  the  problem- bet- 


f  the  be- 
itly, 


ter,  (3)  how  often  does  the  problem  occur,  (4)  is 
the  problem  improving  or  getting  worse,  and  (5) 
Is  the  problera  more  than  for  most  children  his/ 
her  age?  '  r 

Each  answer  to  each  question  with  the  excep- 
tion of  question  1  is  given  a  score  of  1^  or 
3— the  number  corresponding  to  «AtfSritv^f 
the  symptoms  (1  =  mild,  2  - 
definite  or  marked)  or^the  frequel? 
havior  discussed  (1-=  never,  2  =  i 
3  =  frequently).  A  storing  key^  or  3corfng  in- 
structions are  needed.  For  those'item's  (8, 16, 17, 
18, 22,  25, 26)  whicjii  have  fout  option  choices,  the 
author  stated  that  in  each  case  two  of  the  four 
choices  represented  different  ^nds  of  a  con-, 
tinuum  and  each  should  be  assigned  a  scbre  of  S. 

Development:  r\  ' 

Ratioi^ale:  CHroui^'aUy  ill  children,  when  seen 
;in  specialty  clinic^,4re  o.ften  treated  primarily 
for  their  physical  prot)lems,  and  little  attention 
►  is  given  to  their  psyc|i<^social  well-being.-The 
authors  felf  that  the  m^or  obstacle  to  com-, 
prehensive  health  care  was-the  absence  of  a  re-  / 
liable  and  valid  toor  which  can  easily  and/ 
.^accurately  detect^and  hence  allow  treatment 
of— psychosocikl  problems.  / 

Source  of  Items:  The  34  questioijs  of  the  par- 
ent interview  were  formulated  to  ejicit  a  data 
base  arbitrarily  defined  as  clinically  adequate  . 
for  a  study  (Rodgers  et.  al.,  1974).  Each /ques- 
tion's phrasing  and  form  wa3  based  on  a  clinical 
interview  sjtyle  derived  from  the  experience  of 
the  .investigators.         •  .  / 

Procedure  fdr  Development:  The  items  cov- 
ered by  the  questions  were  organized  iu*.o  nine 
general  categories.  These  catea6ries  were  ob- 
tained Ijy  a  factor-isolating  sche^  on  the 
literature  Review,  with  emimasis  from  the- 
.Graham  and  P.utter  (1968)  and  the  Glidewell  et 

^al.  studies  (1959).  <       .  /  —7  

^  Many  Questions,  prq^es,  and  i^esponse  choices 
were  reused  for  greater  claritj^  and  specificity 
duringi^prk®^^^"^'  1  nonspecific!  question  such 
as  tfie  firabt  item,  it  was  found,  tended  to  be  ah- 
sweted  in  a  nonspecific  manner.  This  pointed 
out  thatja  fe^w  oppn^elf^ed  ^questions  asked  by 
professionals'coufd  not^enerate  sufficient  data  : 
to  accompUsh  adequat^iyereening,  mu^h  U^- 
^ead.jbo  cb'miirehensive  care^^ 

While  pretesting  tjie'  standardized/  parent 
interview,  27  of  the '34  Questions  were  found  to 
be 'directly  applicable  bMh  to  children  ;who  were 
.  considered  essentiallyr'weir'  and  to  those  wha 
had  other  chronic  diifeases.  During  the  pretest 


many  of  the  other  s2ven  questions— those  that 
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dealt  spe<^ficaUy  with  cystic  fibrosis — were 
found  to  be  revisable  for  use  in  studies  of  other 
chronic  illnesses. 

Reliability  and  Validity:  A  pediatric  nurse 
practitioner  and  the  author  rated  the  answers 
to  all  questions  for  15  subjects..  On  only  two 
questions  did  agreement  fall  below  70  percent. 
The  raters  agreed  100 'percent  on  26  items,  and 
agieement  on  the  remaining  5  items  ranged  be- 
tween 70  and  100  percent  (Rodgers  et  al,  1971). 
'  The  measure  may  be  assumed  to  have  content 
validity  in  the  sense  that  the  items  were  derived 
from  the  literature  dealing  vnth  latency-age 
children  and  children  with  cystic  fibrosis.  An 
indication  of  concurrent  validity  comejs  from  the 
comparison  of  results  from  ^.his  parent  inter- 
view, conducted  by  a  pediat  *  rr:  nurse  prac- 
titioner, with  the  judgment  of  y  social  worker 
based  on  an  interview.  Thirteen  cases  were  re- 
viewed, and  the  agreement  was  100  percent  on_^ 
whether  jorlnot  each  of  these  children  should  be 
referred       further  evaluation. 

Use  in  R^^arch:  Rodgers,  Foiholt,  and  Cooper 
devc'cped^the  instrument,  along  with  a  self- 
administered  teacher  questionnaire  and  a  par- 
ent demographic  data  form.  Their  use  of  tho 
instruments  are  reported  in  their. article  refer- 
enced below.  o 

•/         ■  '  ' 

Comments:  The  authors  pointed  out  the  small 

size-of  the  sample.  The  implications  of  the  sam- 
ple size  are  that  the  results  of  the  study  and  any 
conclusions  drawn  regarding  the  rehability  and 
validity  of  the  parent  interview^^should  be 
viewed  tentatively.  « 
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•  One  sKould  also  note  tl^t  in  man^  cases,  the 
scoring  ^cheme  does  not  seem  to  be  consistent 
with  the  questions,  e.g.,  item  15;  neither/the 
question  nor  probes  ask  for  frecjuency.  Before 
usin^'  this  instrument,  one/nright  plot  sinipler, 
more' direct  questions  to  elicit  coded  responses. 
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•Rodgers,  Beckett  M.,  Fernholt,  Julian,  and  Cooper,  Carol  L. 

A  SCREENING  TOof  TO  DETECT  PSYCHOSOCIAL  ADJUSTMENT  OF^.  CHILDREN  WITH-  CYSTIC 
FIBROSIS  s  • 


Overall  probe:-  a.    When  did  the  problem  begin,  b.    what  made  the  problem 
better,  c.    how  often  does  the  problem  occur,  d.    Is  the  problem  Improving 
or  gettliag  worse,  e.-   and  If  problem  Is  more  than  for  most  children  his/her 
age. 


Introduction: 

Hello  Mr.  afft^hr  Mrs.  T^^b  Is 

who  Is  taking  part  In  this  yearly  evaluation  of     ^   ^that 

we  wrote  to  you  about. 

.  As  mentioned  In  the  letters  that  were  sent  to  you,  we  are  doing  a  study 
In  hopes  that  we  will  find  a  better  means  to  meet  families'  needs.    This  » 
extensive  yearly  evaluation  is  felt  to  be  a  needed  aspect  of  a  child's  care. 
There  is  a  formal  policy  of  the  hospital  that  any  study  or  project  Involving 
patients  must  have  a  formal  signature  from  the  responsible  party  so  as  to 
be  sure  they  were  informed.    I  must  also  emphasize  that  all  information  we 
receive,  is  strictly  confidential.    If  some  questions  are  hard  to  answer,  please 
let  us  know.    Are  there  any  questions?  •  , 

1.,   How  are  things  going?  ^  .  o 

»  Are  there  any. problems  about  yo"  want  to  bring  up.' 

If  no,  go  on  to  the  questions  below. 

If  yes.  find  out:    a.    when  did  it  begin,  b.    what  made  it  better,  c.  how  often 

If  occurred,  d.    whether 'it  ts  showing  improvement  or  deterioration,  e.    and  if 

they  feel  that  the  problem       more  than  with  most  children  his  or  her  age. 

2.    How  would  you  describe    our  child's  eating  habits? 

Probe:    Would  you  desc      ?  his  pattern  of  eating  as:  ,  1.  Jussy-fads, 

2.    eating" too  much,         eating  not  enough,  4.    other   ■  _;  ; 


If  yes,  ask  above:    pw""^**!  probe 

a.  none  of  the  f 

b.  yes  -  mild  'Z^;  r 

c.  yes'  -  severe  ^  -^0 
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Overall  probe:    a,   Hhen  did  It  begin,  b,    what  made  It  bectEr,  c.    how  often 
does  1^  occur;,  d'.         It  imnrovlng  or  getting  worse,  e.    and  If  problem  Is 
more  than  for  most  children:  his/her  age- 

3.    What  ia  bedtime Jlke  for   ? 


Probe:    Iiaes  im  ^  she  appear  to  h^are  any  sleeping  ^llilcultles?  le,  do 
you  nottese,  tiasar  r     has  trouble  falling  tn  sleep  at    l^t,  waking  during  the 
night  or  ^sriTiJx  che  mcming,  or  any  otiier  dif  f  icu  .cy^r? 

a<.     lorte  if  the  abcjve  problems 

b,  /efi^  aatu:  not  mare  than  once  per  week 

c.  viis.,  aosre  than  OTice  per  wesdc,  incire  like  ev  ry  night 


4,  ,  How  often  mwa-  :±ie  chllu  feel  siCkT 

Probe;    l£  ^^'-l^lfi  uxntsua!!  foe  him?    ^Itsr  wes^  the  mat  v m*  If  he  or  she  was 
not  goa:£T    Hfs.^  oftffli?    C^Slrzce  Sepl^    ir:  IssBt  3  nrnntl^^R) 

a*.    RaBKTT- :SBels  fc  r.^k  taccfept  ^>    usual  chij^o^t-^  Illnesses, 
t  -  "  '^g-T-^^  ~  not  r0Brm.  than  <ot!^  a  montfc 
*  c        rrnife,  —  sick  mrat  of  tline  time-,  mnre  once  per  month  (average) 

I'm  going              «4fcing  sone  &/*':ific  qjJBstions  now  aiuoat  ««ame  common  health 
problems  c:  c  f   'a  aee.  ^ 

■5-.    Does   ,        jjfcV'e  i;i:3macEL  aches  ^^r-^omi tiro?? 

Probe;    If         tive  answer »  ask  hricrw :3l:ten  -nis  occura* 
*#tt»ociated  T^rlth  anyttjag- 

l^st^  crrten^'than  once  a  two^t:^. 
b      *  ^ieasr  once  per  mont  i 
'lAAfit  once  per  week 

6,  Many  chili4»isn  's  age  coiqsdLsiE  of  headaches  at  some  time.  Does 

 ^evex  CQW>lain  of  any? 

Probe:    If  -ym^  '^hat  seems  to  caft^  ihem  and  what*  seems  to  help  them. 
HoBTodten; 

a.    l:^ss  io:  ten  than  oncfi  a  Taonrth 
"b,  'ffrieasst  once  per  mncti:-^ 
c.    at  3jM¥^  once  per  \jsA 

7.  Has   ^^ett  his  or  her  bed  or  pants  witftin  the  last  few  months?  or 

soiled  himaeOS,  or  lost  control  of  ais  bowels? 

Probe;    If  aK£:at  looks  puzz^ii£i  ny  that  these  questions  are  for  a 
broad  age  gxBB^  ^nd  some  might apply. 


38b 
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'  Overai:.  probe:    a.    ^  did  it  be^  b.  '  vbat-made  it  better    c .^h^  often 
does  ir.  ocair.  -d-.    1«  fit  i-B>rovii»g       setting  worse,  e.    and  if  problem  is 
more  ^iaan  fnr  mart:  chiilkiirejt  Siis/hetr  aee.  -  „ 

a.    newer  Iti  i&e  p«t  six  Luossdis 
^-  t.    1»»  ofCf«B  thatt.  once  p«r  snonth 

c .    at  -least  xoce  B»er  month 

'  8.  much^  sciaooliag  l»as  he  or  she   tnissed  sii^ce  September?     (count  each 

sBBTles  -as  one) » 

^ohfi::    If  yes,  voAt  is  the  usuaL-^use  for  nis  alwence? 

a.  never  la  t^Je  lafftt  3  laontanE 

b.  Imiwi  c/ttea^  rhan  once  a  mcmth 

c.  Itest  omce  a  miuix 

Chan  cmce  a  nontfr 

If  the  abowe  doesn't  correspond  ?«ich  what  w^  stated  in  question  #4  s±ate: 

I  don't  really  imte- 'stand,  because  ytu  st^ed  bei^rre  that   health  was  , 

Could  yott  heilBt!  aakf  It  clear  for  me?  i 

9.    Many  ^14wtmai9t.  going  to  scbool  or  ther  inay  -omplain  they  dor^  reel 
well;  ^  W  «how  t^r.«  on  axriv».l  to  schani..  tst  waste  time  on  tiHe  way^ 
to  r;i^^  gettiS  rreacy  far  ^ol  so  ^  ro  be  nearly  late.     «s  this 
occuirrei  a±th  duirlng  the  ii>K^  three  monras? 

a.    TW  er  Im  tflae  pa^t  three  nonths 
t.         least  crace  ?-  month 
-c     :MDre  than  onC«  a  month 

10      Most  chil&ren  ^  tfXff ere^t  time  -iuring  their  deveacpment  develop  dtfferent 
*    habits  and  «mnerlfl©S|  b^^e  yoi^^ciced  any  wxnh  ycnir  son  br  daughtE^  in 
the  past  -t*ree  tmonfths? 

Probe::           Inwt^c^,  I  fcnow  Ite  when  I  get  excitee  I  tend  to  repeat  the 
first  sylUMe  o)   a  wo^^.    Dos  this  ever  happen  wi-h  ^7 

a.  rae^i^j^ 

b.  "wraKT  he  or  the  becomes  excited 

c.  oft«ft-  even  ^fftuea  not  excd.ted 

11.    iPresently  has  ^any  habits  such  as  biting  his  or  her  nails  or 

sucking  his  cbt  her  thvBu^  or  fingers? 

a.  very  uifeiiqtwsirly  t3  never 

b.  somewbacz -^2»=ially  when  tired  ^  . 

c.  oft3»i  smcir^ar  wo  particular  times  associated  with  it 
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Overall  probe:    a.    When  did  It 'begin,  b.    what  made  It  better,  c.    how.  often 
does  it  occur,  d.    Is  dt  Improving  or  getting  worse,  e.    and  If  the  problem 
Is  mare  than  for  most  children  his/her  age.  , 

12.  In  the  past  thrSe  . months  has  your  sori  or  daughter  had  any  temper  tantrums? 

Probe:    What  do  you  mean  by  temper?    We  mean  complete  loss  of  temper 
with  shouting,  angry  movements,  etc. 

  a.    less  often  than  once  per  month 

b.  *  at  least  once  per  month  to  twice  per  month  ^ 

c.  more  than  twice  per  month  ' 

13.  How  would  you  describe  your  child's  overall  behavior? 
"Probe:    For  Instance,  would  you  describe  your  child  as: 

a.  restless,  squirmy,  or  fidgety  -  as  If  he  can't  sit  still 

b.  Is  he  irritable  and  quick  to  fly  off  the  handle 

c.  Is  he  fussy  and  overparticular  than  you  would  expect  In 
children   's  age 

a.    applies  definitely  ^ 
b^'    applies  sometimes 
c.    doesn't  apply 


14.    Does  your  child  have  any  special  friends,  other  than  his  brothers  and  . 
sisters,  who  he  plays  with?  ^ 

'a.  none 

b.  one 

c.  more  than  one 

Probe:  If  a  or  b  what  is  the  reason  he  hasn't  more?  ^ 

15'.    How  does  ^et  along  with  other  children  in  general? 

>.  ?  ■ 

Probes:  .  Is  he  bullied  or, picked' on,  or  does  he  bully  others  J  other  than 
brothers  and  sisters.    Whalt  does  bullied  mean  , to  you? 

o 

a-  "  never  '  , 

b.  infrequently  (not  moire  than  once  per  month) 

c.  very  frequently  (more  than  once  per  month) 

16.    Does  tend  to  'do  things  on  his  own  -  rather  solitary  activities  - 

during  play  times,  such  as  aftrer  school  or  on  the  weekends? 
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Overall  probe:    a.    When  did  it  begin,  b.    what  made  it  b^ter^  c.    V  -en: 
does  it  occur,  d.    is  it  Improving  or  getting  worse,  e.    and  if  the  "^t-  *an  lis 
more  than  for  most  children  his/her  age.  _ 


Does  he  spend  most  of  his  time  by  himself  or  does  he^^wrf  iJw- 
of  his  play  time  with  his  friends?  Where  and  what  does  he  spanJ  mo»r  of 
his  time-raping?  Can  he  eaitertain  himself?  Does  he  enjoy  liaylnft  with 
other  children? 

a.  about  3r/4  to  1/4  or  1/2  to  1/2:    friends  to  self 

b.  by'self°a  lot  3/4  said  with  friends  sometimes  1/4 

c.  always  by  self  (check  to  see  if  tfais  is  due  zo  no  oni      -s/irer  a^B 
in  the  neighborhood)  ^ 

d.  never  by  self  -  doesn't  enjoy  betdg  alone  and  doesn  t    ^affw  wira^ 
to  do  with  self  when  he/she  is 

17.  How  does  he/she  react  to  new  people,  places,  or  activities? 

a.  tends  to  be  hesitant  but  usually  willing. 

b,  tends  to  enjoy  new  experiences,  and  seeks 

c,  tends  to  be  afraid  and  trys  to  avoid 

d.  aittenrpts  to  take  risks'  and  not  as  cautious  as  one  ougjht  u^tc  U 

o..  \ 

18.  When  has  a  problem  that  he/she  can't  solve,  how  does  h^tghf 
handle  it? 

Prob'e:    For  example,  if  he  had  a  homework  problem  that  he  1?  .i 
^.  difficulty  with,  what  would  he  do, ^ how  would  he  act? 

.  a.    tries  for  reasonable  period  of  time  and  then  refer*         -^^^^  tux 
assistance 

b.  struggles  vith  it  for  a  while  but  longer  than  you^  4^j3e^ 
\   ^             and  then  finally  will  ask  for  help 

c.  quits  without  even  trying 

d.  struggles  with  it  and  will  not  bring  it  to  you 

19.  Most  children  have  happy  and  sad  moods.    I  was  wondering  1-   'tr  could 
46scribe   when  she/he  is  in  a  sad  mood? 


Probe:    What  would  make  her/him  unhappy,  how  often  do  you3«  your 
child  appears  unhappy-er  distressed? 

-      not  more  than  oncfe  per  month  -  related  ro  denial  :!:^-ptvlleges  or 
other  direct  reason  and  definitely  passes  quickl3r 
'  b.    at  least  once  per  week  with  no  apparent  reason,  aadfyx   does  not 
pass  quickly,  will  mope  for  a  while 
c.    alnost  every  day  -  no  apparent  reason  aiad  lengthy 
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QSverali  rpn^e-  When  did  it  begin,  b.    what  "made  it  better,  c.    how  often 

Aks  it  axcooc^         is  it  ImBroving  or  gett^iag  varee,  e,    and  if  tlie  problem^ 
Ag  more  j»iimi>-ficn:rnno8t  children,  .iis /her  age.     _      *  ' 


aiL    Tfcifn     iiur  c±ild  frequently  :fight  with  u..^Hft   children?    (other  than 
b^rDtfr  rs  and  sisters)  ; 

ftoiiE  :   Fight  means  differemt  things^to  dl^fsrent  paiople.    What  does  it 
wmmn  tco  you?    If  so,  ^hov  of  ran? 

almost  never  In  Issc  three  monrzis 
2ec  least  once  per  "aaonth 
I*  at  least  once  per  ^ek 

221.    Dc  cfi  ever  tell  li^  or  fibs? 

Pr-3r*  .  How  often  , 

^    almost  never  in  the  last  three  mondhs 
i  .    not  more  than  2  or  3  times /month 
c<M    at  least  once  per  week 

Is  yror  child  ever  disobedient  for  you  and  '^jour  spouse? 



Profee  •    How  much  insistance  is  needed  -  disobedient  means  d'l^erent 
thing*  to*different  people  -  what  does  it  laean  to  you?  ^ 

a.  usually  does  what  is  expected  but  will  on  occasion  be  disobedient 

c.  frequently  disobedient  but  wiliLdo  it  with  much  insistance 

c.  no  independence  always  obeys 

d-  will  not  do  what  is  asked  even  «Lth  much  insistance 

jS.    Some  .school  aged  ffhildren  steal  ^on  occasi^an.    Are  you  aware  of  that  kind 
of  behavior  in  your  child?  , 

/  . 

Probe:  *  If  acknowledges  above,  ask  if  therr  do  anything  about  it 

a.  not  in  last  year      .  ^  / 

b.  once  in  last* year 

c.  more  than*  once  4-n  last  year 

24*    Do  you  feel  that  your  child  is  often  worried  or  worries  about  many  things? 

Probe;    What  does  worried  mejan  to  you  (trGoi&jled,  anxious,  nervous)?  Do 
yosa  fe61  that  y^our  child'  is  troubled,  anxiooK,  or  nervous  about  anything? 

a.  sometimes  but  infrequently         "  ^ 

b.  more  than  expected,  less  than  once £a, week  -  not  preoccupied 

c.  most  of  the  time  •  one  or  greater  :±han  once  per  week 
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Overall  prebe:    a.    «h«  did. it  begin,  b.    what  made  ir  bet^  c.  °ften 
•does  it  occur,  d.    i*  ft  improving  or  get=Lng  worse,  e.    anc  ^  tSie  proolem 
is  more  <'>™n  for  mos*-  children  his/her, age.  ,  ~        "  , 

25.    mma.  he/she  is  •«=r±ed  or  has  a  problem'  does  he/she  ever  zsdk  to  you  or 
ymsT  husband  EStOBotz  _  It?  .     '  . 

a.  .  discuMKs  it  if  it  is  re^.lly  bothering  him  -  nc*-. minor  ones,  or 

when  .Toirpr 

b.  only  vflsry  rarely  -  once      -twice  a  year 

c.  never  unou'^t^  out  even  when  asked 

d.  '  always  :=ell±fag'' us  hfs  worries  no  matter  how  trrrtsl 

'^f^.    Does  ^tafce  Tesponsibility  for:* 

1.    homework,  I.     hbU^ehold  chores,  3.    dressing,  4.  clamliness 

a.  sometimes  spontaneously  and  also  with  reminding  --"up  to 
1/2,  1/2 

b.  will  but  w±th  threajts  or  reminding  -  rarely  on  own 

c.  never  taia»  any.  of  the  above  responsibilities 
d!    never  ne&^s  reminding,  always  does  everything 

27/  What  does    _know  about  his/her  cystic  fibrosis? 

a.    little      jiist  that  she/he  has  to  go  to  the  doctors 

b"     some  un'-  r standing  -  knows  about  treatment,  medication,  etc., 

but-  prcbw^rily  does  not  know  diagnosis  or  prognosis  (chronicityj 
c.    good  understanding  -  symptoms  and  chronicity  as  well  as  treatmnt 

and  mwrs  -at:  ion 

28.  What?  specifically  have  you  told  him  or  her .about^  cystic  fibrosis? 

a.  haven't  told  him/her  anything  -  tries  to  avoid  and  deceive  child^ 

b.  told  child  some  facts  about  his  disease  but  overly  optimistic  and 
avoids  any  discussion  of  fear  of  dying  ■  -      .  ■ 

c.  ,  have  been  very  open  with  their  child  and  tried  to  answer  questions 
■  '  even  about  death  and  incurability.  ... 

29.  Sometimes  children  with  C/F  go  through^ periods  when  they  resist  postural 

drainage- or-  refuse  or  hide  medication.    Has   .had  such  a 

period?       f  ! 

* 

a.  never  in  the  past  three  months  ^  • 

b.  '    at  least  once-  per  month  *  ^ 

c.  more  than  once  per  month 
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Overall  probe:    a.    Tfhen  did  it  begin,         vnmt  made  it  better^  c.^ow  often': 
does  it  occur 9  d.  *  is  it  improving  ox  gettinHrjworse,  e.    and  if  the  problem 
"is  mor^'than  for  most  children  his/her,  age.  .  .  . 

30.  What  do  the  other  members  of  the  immedisx  family  know  about  the  disease? 

Probe:    Has  it  been  discussed?  ^ 

a.    openly  discussed 
^    b.    mentioned  but  not  as  vhole  famf±7  and/ or  incompTegEly  discussed 
c.    do  not  discuss  -  closecfrtoplc  .  . 

31.  Many  mothers  have  stated  that  they  are  Jiepreased.    Do  you  feel  this  to  be  t 
true? 

Brobe:    What  do'  you  mean  by  depressed  —  boopeless,  resigned,  feel  like 
giving  up.  . 

a.  once  per  month 

b.  once  a  week  '  ^ 

c.  almost  every  day  -  more  than  once  per  week 

3  • 

-3^.    How  do  you  and  your  husband  share  for   care?  .         ;  ^ 

a.    mother  gives  almost  all  care 
*b.   Jfather  interested  and  does  some  care  sporatically 
c.    almost  half  and  half  when  father  Is  home  from^^-work 
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33.  How  does  g^t  along  with  h±s  or  her  sisters  and  brothers? 

Probe:    Is  there  excess  rivalry  (competition)?    Hsv:  yoxi  noticed  the  other 
children  trying  to  get  your  attention  by  pretending  to  be -ill  or  ; 
misbehaving?  ^  ^ 

a.  mpre  than  you  would  expect 

b.  same  as  you  would  expect 

c.  'less  than -you. would  expect 

^  •  -  '~ 

34.  Has  this  problem  strained  your  relationship  with  your  husband  and  your 
wife?  .  .. 

Probe:  /  Has  having  C/F  plaqed  any  strain  on  your  . .relationship 

with  your  husband/wif e.    If  so,  how? 

a«    yes  most  definitely 

b.  somewhat  but  feel  we  can  manage  it 

c.  has  brought^  our  family  closer  together 

'  "  ■  ■'  "  6. 

.•  *  •  . 

I've  asked  you  a  lot  of  questions,  do  you  have  any  for  me? 

■  •  «  ■  '        *     *  •* 
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Overall  prdte:     a.    When  did  it  begin,  be    what  made.it  bett^  c,  ^how  often 
does  it.  ocacar;  d.    is  it  tiiqjrbving 'or  gettitig  worse,  e.    and-  if  problem^  is 
more  than  :forr«8t  diildren  his/her  agS. 


35.    tfae        taacher  or  doctpr  ever    recommended  that 


should'  be 


givem  ^Br--rype  of  psychological  treatment  or  evaluation? 


TOO 


If.  ytts,  when  and  why. 
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Title:  HEALTH  STATUS  OF  RkEUMATIC 
PATIENTS 

»  t 

^  Author:  Schaefer,  Joan'ne  L. 

Variables:  A  rheumatic  patient's  health  status  » 
as  perceived  in  terms  of  pain,  siifferinjg,  physical 
limitation,  and  social  isolation  are  measured -by  ^  ^ 
this  instrument:  The  following  definitions  were 
provided  by  Schaefer  (1973). 
Pain:  any  uncopifortable  physical  sensation. 
Suffering:  the  reaction  to  pain.  ^ 
Physical  limitation^  any  restriction  of  a^per- 
son's  ability  to  meet  needs  and  perform  common 
daily  tasks. 

Social  i3olation:  a  condition  of  the  deprivation 
of  satisfaction-giving  interpersonal  activity. 

Patients  with  rheumatic  disease:  persons  with  ' 
any  diagnosis  or  syndromes  classified  by  the 
American  Rheumatism  Association,  usually  in- 
volving joints  and/or  para-articular  structures. 

Description: 

Nature  and  Content:  The  questionnaire  con- 
sists of  64  iteriis  and  was  designed  to  be  self- 
administered  by  .persons  •  with  rheumatic 
disease.  The  first  items  cover  demographic  in- 
formation.     "  "  , 

;  The  next  10  items  are  questions  dealin.?' with 
medical  care,  especially  as  related  to  the  par 
tient's  rheumatic  condition.  For  example,  the 
respondent  is  asked,  "Po  you  receive  medical 

.  care  for  other  than  your  rheumatic  condition?''.; 
answer  choices  are  Yes  or  No.  ^he  patient  is 
then  asked,.  "If  yes,  what  is  the  source  of 'this 

'  care?";  five  response  alternatives  are  presented: 
private  physician,  outpatient  clinic,  emergency 
room,  health  maintenance  group,  and  neighbor-, 
hood  health  center.  : 

Four  items  refer  to  the  kinds  of  medications 
the  respondent  is  taking  and  his/her  reaction  to  ^ 
them.  The  resp<jindent's  liealth  status  is  evalu- 
ated in  five  items.  Seven  itencis  refer  to  the  kin^ 

.  of  pain  the  respondent  is  experiencing.  Seven 
items  refer  to  the  respondent's  suffering  or 
reaction  to  pain./ The  respondent's  physical 

.  imitations  are  assessed  by  five  items.  Fifteen 
items  measure  the  respondent'sdegree  of  social 
isolation  and  his -present  mental  condition. 

Administration  and  Scoring:  The  question-  - 
naire  js  self- ad  ministered  and  can  b^B  completed 
in  approximately  30  to  45  minutes  by  any  liter- 
ate person.  Respondents .  with  physical  dis- 
abilities may  heed  assistance  in  marking  their 
answers. 

*  Four  sets  of  items  are  scored  to  yield  indices  of 


^  pain,  suffering,  physical  limitations,  and  social 
isolation  for  each  respondent."  ' 
'  Of  the*  seven  items  relating  to  pain,  six  had 
five  r^ponse  choices  and  one  allov^d  four 
choices.  Responses  indicating  the  least  distress 
resulting  from  pain  received  a  score  of  1  (or^  in 
the  case  of  the  items  with  four  choices),  while 
responses  indicating  tjie  xnost  disTress  are  as- 
signed a  score  of  5.  These -are  stimnred  ajcross 
items  to  yield  an  index  that  ranges  from  8  te  35. 

Fourteen  items,  or  parts  of  items  related  to 
physical  limitations  receiye  , scores*  of  1 '(least 
li/Sited)  to  4  (most  limited),  resulting  in  an  index  * 
with  a  range  from  14  to  56. 

Finally,  13  of  the  15  items  dealing  with  social 
isolation  receive  scores  of  1  (least  isolated)  to  3 
(most  isolat'id).  Two  additional  questions  have  ^ 
two  response  alternatives;  positive  responses 
a^e  assigned  scores  of  2  and  negative  responses 
rer*^ivjB  scores  of  1.  Tfie  index  ranges  from  15  to 
41.     *        -  ' 

Development:  .        '  o 

Rationale:  No  underlying  theoretical  ratio- 
nale was  identified  by  the  author. 

Source  of  Items:  The  items  were  b^sed  upon  a 
review,  of  the  literature,  patients'  suggestions 
and^  comments,  and  the  author's  professional 
experience. 

Procedure  for  Development:  A  draft  of  the 
questionnaire  was  submitted  to  several  profes- 
sional nurses  and  physicians,  for  sjfiggesti'ons." 
Based  upon  those  suggestions,  the  question- 
naire was  revised  to'its  present  form. 

Reliability  and  Validity:  No  information  oi) 
reliability,  was  provided:  The  instrument  has 
^content  validity  based  upon  the  source  of  the 
items  and  the  In^ut  from  professioYial^health , 
care  personnel. 

^    \  ■ 

Use  in  Research:  The  development  and  lise  of' 
the  instrument  are  described  in  the  author's 
master's  thesis  referenced  below.  The  instru- 
ment was  given  to  potential  subjects  by  the  re- 
searcher during  patients'  regularly  .scheduled 
visits  to  the  R<heumatology  Clinic  at  the  Arizona 
Medical  Center>J'he  subjects  returned  the  com- 
pleted instrument  by  mail  (Schaefer,  1973). 

Comments:  The  questionnaire  can  be  completed 
easily;  for  instructions  .to  the  respondent  and 
appropriate  examples  are  provided  throughoiit;  , 
however,  its  length  m^y  prove  to  be  a  deterrent 
to  many  potential  respondents.  The  indices  for 
pain,  suffering,  physical  limitations,  and  social 
isolation  apJpear  to  have  face  validity,  but  any 
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Schaefer,  Joanne  L, 

HEALTH  STATUS  OF  RHEUMATIC  PATIElTrS 


r 


THE  FOLLOWING  QUESTIONS  SEEK  TO  OBTAIN  SOME  GENERAL  INFORMATION  ABOUT  YOU,  YOUR 
HEALTH';-  AND  YOUR  M£OICAL  CARE,  > 

PLEASE  FILL  IN  THE  ^UNK(S)  OR  PUCE  A  CHECK  [J)  BESIDE  THE  APPROPRIATE  RESPONSE 
FOR  THE  FOLLOWING  ^i^ciSTIONS:  • 


1.  How  old  were  you  on  your  last  birthday?  ^ 
2\    Sex:  % 

3.    Marital  status:  ^  - 


years 


Female 
Male 


What  is  the  highest  grade  of 
school  that  you  completed? 
(Circle  one,) 


\ 


Harried  living  with  spouse  

.  Separated  . 

'  '  Divorced  ^  

Widowed   

Never  been  married   

None  0  • 
•  Elementary  1  2  3  4  5  6  7  3 
High  School  9  10  11  1,2  ^ 
'     ^       College  1  2  3  4  ^ 
Professional    or  Graduate  12  3  4  5+ 
Technical  1  2 
Other  (specify)  ^  


5.    What  is  the  name  of  the  place 
where  you  live?  


6.  Wh^t  is.  the  size  of  the  community  in 
'   which  you  currently  live? 


 — « 

Under  1,000 
1,000  to  10,000 
.10,000  to  30,000 
30,000  to  50,000 
50,a00  to  100 » 000 
100,000  to  200,000 
200,000  to  400,000 
aver  400,000 


7.    How  many  years  have  you  lived  in 


7  ■ 


years. 


8.  If  you  do  not  live  in   

'  from  _         do  you  live? 

9.  Did  you  come  to 


how  many  miles 


miles. 


to  seek  relief 


for  your  rheumatic  condition? 
10.    What  is  the  name  of  your  rheumatic  condition? 


Yes 

No 
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PIEASE  PUCE  A  CHECK  (V)  BESIDE  THE  MOST  APPROPRIATE  RESPONSE  FOR  THE 
FOLLOmNQ  QUESTIONS.  , 

n.   Do  you  receive  medical  care  for 

■  other  than  your  rheumatic  '  o 

condition? 

12."  If  yes,  what  Is  the  source  of 
this  care? 


Yes 
No 


Private  Physician 
Uutpatielht  Clinic 
Emergency  Room 
Health  Maintenance  Group 
Neighborhood  Health  Center 


13.   How  often  do  you  consult  a  doctor^ 

for  care  other  than  for  your  rheumatic 
condition? 


14-  Have  you  had  a  complete  physical 
examination  during  the  past  year 
other  than  at  the  Rheumatology  Clinic? 

15.    If  y^s,  what  Is  the  source  of 
this  care? 


16.  If  no,  when,  did  you  last  have  a  .'^ 
complete  physical  examination? 

17.  Do  you  receive  medical  care  for 
your  rheumatic  condftion  anywhere 

.  other  '  '   ? 

18.  If  yes,  what  is  tjie  sojjrce  of  . 
this  cars?  - 


19.  .How  often  do  you  consult  a  doctor, 
for  your'^rheuiratic  condition? 


20.   Are  you  taking  any  medications 
at  the  present  time;? 


. Every  3 
Every  J5 
Once 

Hc'^'i  than  once 


^  -Weekly 
Monthly 


months 
months 
a  year 
a  year 


'  Private  Physician 
Outpatient  Clinic 
Emergency  Room 
/  Health  Maintenance- Group 
Neighborhood  Health  Center 


(Year 


.  .  Xes 

No' 

Private  Physician 
.     Outpatient  Clinic 
Energency  Room 
Health  Maintenance  Group 
Neighborhood  Health  Center 


Weekly 
Monthly 
3  TOntris 
6  months 


Every 
»  Every 

Once  a  year 
Less  often  than  once  a  year 


Yes 
No 
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20A,    If  yes,  please  list  below  the  NAME  of  every  medication  that  you  are  taking 
at  this  time.    Place  all  of  the  drugs  for  which  you  were  given  a 
prescription  by  your  doctor  in  the  FIRST  column  and  d1l  of  the  drugs  that 
you  can  buy  without  a  prescription  in  the  SECOND  column. 


DRUGS  REQUIRING  PRESCRIPTION 
FROM  PHYSICIAN 


DRUGS  NOT  REQUIRING 
PRESCRIPTION  FROM  PHYSICIAf^ 


1. 
2, 
3, 
4. 
5. 

i. 

8. 
9. 

10.-^ 


1. 
2, 

3. 
4- 

\  7. 

9-  . 
10. 


21.    Using  the  above  list  of  drugs,  please  check  each  drug  that  your  doctor 
told  you  to  take  for  your  rheumatic  condition.    (Please  check  in 
front  of  the  number  of  the  drug.) 
.     EXAMPLE:      jZ.  1-  Indocin 

.   ^  2.  Nitroglycerine 


THE  FOLLOWING  QUESTIONS  REFER  TO  THE  MEDICATIOriS  YOU  ARE  TAKI?<G,FOR  YOUR 
RHEU:4ATIC  CONDITION.    PLEASE  PLACE  A  CHECK  (v  )  3ESI0E  ALL  APPROPRIATE  ' 
RESPONSES  FOR  EACH  ITEM.  ^ 


22.    Are  there  any  medications  for  ypur 
.   rheumatic  condition  that  you  are 
supposed  to  be  taking  but  are  not 
taking  at  this  time?- 


2l 


If  yes,  why  "did  you  discontinue 
taking  the  medication? 


Yes 
No 


The  drug  did  not  help 
The"  drug  made  me  dizzy 
Th6  drug  caused:  nausea- 
7  vomiting 
swelling 
skin  rash 
bleeding 
Other  (Please  specify) 
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24.    Please  list  the  names  of  all  ttje  drugs  that  you  are  taking  at  this  time 
•  for  your  rheumatic  conditioii.  '  ^  ^  -  ^ 


1.  -  6. 

2.  .  ■  ■    '  7. 

3.  •  8. 

4.  '  9. 

5.  "      -   -  ■  '      •  10. 


NOW  FOR  A  FEW  QUESTIONS  ABOUT  YOUR  HEALTH.  PLEASE  FILL-IN  THE  APPROPRIATE 
RESPONSE. 

25.  At  any  time  during  the  past  three  years  . .  Yes  _ 
have  you  had.  any  hearing- loss?  '^o 

26.  If  yes,  what  did  you  do  v/hen  you  had  the  loss  of- hearing? 


27.  At  any  time  during  the  past  three  years 
have  you  had  any  visual  disturbances? 

28.  If  yes,  -what  did  you  do  v(hen  you  had  the  visual  disturbance? 


Yes 

No 


29.    Do  you  think" your  present  health  status  is  •  ^^^^^^^^^ 

Fair 

.  ^  Poor 


3i)y 


PSYCHOSOCIAL  INSTRUMENTS 


391 


Part  Two  ^  ' . 

ALL  OF  THE  QUESTICMS  BELOW  PERTAIN  TO  YOUR  RHEUMATIC  CONDITION.    PLEASE  PLACE 
A  CHECK  (V)  BESIDE  THE  WORO(S)  THAT  MOST  NEARLY  DESCRIBES  YOUR  OWN  SITUATION. 

31.    How  often  do  you  ever  have  pain 

'   due  to  your  rheumatic  condition?  ■  '  Almost  always  _^ — 

'      t  Frequently   

Seldom   

Rarely   

Never  

'        .  (If  never  go  to 

Question  45) 

THE  FdLLdWING  qUESf^^^^^^^  KIND  OF  PAIN  THAT  YOU  HAVE  MOST  OF  THE  . 

TIME.    I  AiM  m  REFERRING  TO  THE  ACUTE  FLAREUPS  THAT  YOU  MAY  OCCASIONALLY 
HAVE. 


V 

32.    How  would  you  describe  your  pa^i-n? 


Dull 
Aching 
Burrii.ng 
Piercing 
Sharp, 


33.    Would  you  describe  the  intensity  . 
of  the  pain  that  you  usually  have  as 


.  Very  slight 
Mild 
.^MoHerate 
Severe 
Excruciating 


34.    flow  often  do  you  take  medication 
for  your  pain? 


Daily 

'    2-3 'different  days  a  v/eek 
Weekly 

.  2-3  different  days  a  month 
More  than  3  different  days  a  month 


35.    How  often  does  your  pain  cause  you 
tq  limit  your  physical,  activity? 


Almost  'always 
Frequently 
Seldom 
Rarely 
Never 


THE  FOLLOWING  SERIES  OF  QUESTIONS  PERTAIN  TO  THE  PAIN  THAT  YOU^HAVE  ^ST 
OF  THE  TIME.    PLEAS?  PLACE  A  CHECK  (  v)  BESIDE  THE  liORD(S)  THAT ^  MOST' NEARLY 
DESCRIBES  WHAT  HAPPENS  WHEN  YOU  ARE  HAVING  THIS  PAIN.-  .  , 


WHEN  YOU  ARE  HAVING  THIS  PAIN  ... 

36.    How  often  does  your  pain  cause  you 
to  moan? 


Almost  always 
' Frequently 
.  Seldom 
'  Rarely 
N^ever 
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WHEN  YOU  ARE  HAVING  THIS  PAm  ... 

37*   How  often  does  your  palm  cause  .you 
to  become  weepy? 


■  Almost  alwayis 
Frequently . 
Seldom 
Rarely 
Never 

Almost  always 
Frequently 
Seldom 
Rarely. 
Never 

Almost  always 
o  Frequently 
Seldom 
Rarely 
Never 

^        '     'r.    Almost  always 
^Frequently 
*    "  Seldom 
Rarely 
Never 

FOR  THE  FOLLOWING  FOUR  QUESTIONS  PLEASE  PLACE  A  CHECK  (v^  BESIDE  ALL  THE. 
.  ATiSWERS  THAT  APPLY  TO  YOUR  OWrl  SITUATION. 

(Check  as  many  as 
"  may  apply  to  you) 


38.    How  often  does  your  pain  cause  you 
tp  (y7?  _ 


39.    How  often  does  your  pJi1n  affect 

your  relationships  with  ^our  family 
and/or. friends? 


40.    How  of ten  does  your  pa1n  interfere 
with  your  social,  activities? 


41.  Have  you  ever  had  pain  that  caused 
.      you  to  have  any  of  these  symptoms? 


42. 


Has  your  pain  ever  c)!iusGd  you  to 
become  r 


•  Paleness 
Perspiration 
.  -      '  Shakiness 
Stiffening 
Falntness 

Tired 

.  '  Impatient 
Discouraged 
Restless 
Dejected 

THE  fOUiOWING  QUESTIONS  REFER  TO  THE  SAME  KIND  OF  PAIN  REIfERRED  TO  ..IN 
QUESTIONS  41  A.ND  42.  . 

A2.    What  do  you  usually  do  when  you  start  having  pain? 

Do  you  rest  Srlefly  before,  continuing  with  your  activity?^ 

-  Do  you  take  medication  antt:t!Tien  continue  with  your  present 

^  .  activity? 

Do  you  tate  medication  and  then  change  to  an  easier  activity?  ^ 

bo  .youitate  medication  and  then  go  to- bed? 
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44.    What  Is  your  usual  reaction  co  pain? 


(Chtclc  aa  many  as 
may  apply  to  you) 
'   .  Fatlgua 
Irritability  • 
Frustration 

"  Anxiety  ■ 

Depression  . 

NOW  FOR  A  FEW  QUESTIONS  RELATING  TO  HOW  WELL  YOU  ARE  ABLE  TO  TAKE  CARE  OF 
YOURSELF.    PLEASE  PUT  A  CHECK  {V)    IN  THE  COLUMN  THAT  MOST  NEARLY  DESCRIBES 
THE  AMOUNT  OF  HELP  YOU  NEED  TO  DO  THE  TASKS  LISTED  BELOW. 
EXAMPLES    MINIMAL^ASSISTANCE  -  Requires  iielp  with  rippers  and  buttons 

but  can  dress  self 
PARTIAL  ASSISTANCE  -  needs  some  help  with  bathing  and/or  dressing 

as .well  as  with  zippers  and  buttons. 


45.. 

TASKS 

NO 

ASSISTANCE 

MINIMAL? 
ASSISTANCE 

PARTIAL 
ASSISTANCE 

CCniPLETE  . 
ASSISTANCE 

A. 

Dressing 

B. 

Baching 

C. 

Grooming 

D. 

Toileting  • 

E. 

Laundering 

F.  V 

Cooking 

G. 

Eating 

<• 

*H. 

Talcing  own 
medications 

I. 

Doing  light 
housekeeping 

,J. 

Shopping 

THE  NEXT  FEW  QUESTIONS  RELATE  TO  HOW  WELL  YOU  ARE  ABLE  TO  MOVE  ABOUT.  PLEASE 
PJJT  A  CHECK  (>/)  BESIDE  THE  WORD(S>         THAT^MOST '^JEARLY  DESCRIBES  YOUR  OWN 
SITUATION,  '  . 


46.    Are  you  able  to  get  around  your  home 


...  o  /  Independently 

With  a  cane  or  walker 
With  a  wheelchair 
With  a  wheelchair  and  .another  person 
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PmASE  fiACE'A  CHeCK       )  '  BESIDE  THE  WORD    (  S  )    THAT  MOST  NEARLY  DESCRIBES 

YOUR  OWN  srruATioK,  ■       ;  ■         ^'  ■  '   *  ' 

*       .*      .  ■'        ■  ;  ■  •  ■  .     ■  ■  ■■     •  ■ 

47  •    How  much  a88latanc«  do  you  need 

to  travel  outsid*  of  your  home?  No  aasista^ce  _ 

With  a  cane  or  walker  ^ 
With  the  aid  of  a  device  and  another  person  _ 
Must  be  carried  or  "uae  a  lift  ^ 


"^48«^  How  often  does  your  rheuisatlc 

.^condition  prevent  you  from  working? 
a         (Elthex^at  hoae  or  on  the  Job) 


Very  often  ^ 
Often  3 
Not  too  often  ^ 
Not  at  all 


No  restriction 
^Changed  type  of  work 
Forc^d^part^tiine  work 
:  Caused  retirement 


49,  -How  does  your  rheumatic  condition 
•  restrict  your  work? 
'  EXAMPLE:    Changed  type  of  work— ^ 
.Homemaker  no  longer  able  to  do 
■  /  heavy  work. 

Office  worker  who  can't  type  \ 
but  can.  file.  . 

THE  FOLLOWING  SERIES  OF  QUESTIONS  RELATE  TO  HOW  YOU  HAVE  FELT  DURING  THE  PAST 
YEAR.    PLEASE  PUT  A  CHECK    (  ✓)    BESIDE  THE  WORD  (S>    THAT  MOST  NEARLY  DESCRIBES 
HOW  YOU  HAVE  FELT. 


DURING  THE  PAST  YEARV 

50.  How  satisfied  have  you  been  with  your  life? 

■  0 

51.  How  often  have  you  been  sad?  ' 

-Tt  .  .  . 

52.  flow  often  have  you  had 'trouble  falling  asleep? 

53.  How  often  have  you\felt  lonely? 

•  ■'  -  '    ' '  •  ^  .. 

54.  How  often  have  you  become  daaily-i^^itated? 

55.  How  often  were  you  discouraged? 


Very  satisfied  , 
Not  too  satisfied 
Not  at  all  satisfied  , 

Very  often 
Often 
Not  coo  often 

Very  often 
Of  tea 
Not  too  often 

.  Very  often 
Often 
Not  too  often 

Very  often 
Often 

.  Not^too  often 

.  Very  often 
c  Often 
.  Not  too.  often 
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■  56,    How  much  contact  did** you  have  with  your  family  and 
friends?' 


57.    How  much  of  the  time  were  you  depres  -J? 


58,  -How  much  energy  did  you  have  to  dc  rlvltiea 
that  you  enjoyed  doing? 


59.    How  often  .^Id  you  have  the  urge  to  cry 
compared  to  the  previous  year? 


60.    How  satisfied  were  you  with  your  leisure  time  actlvl 
■      ties?      _  .  - 
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Very  often 
^.  Often 
Not  too  often 

Very  often 
Often 
Not  too  often 


EnoUgh 
Barely  enough 
Not  enough 


More  often  ^_ 
About  the V same  ^ 
'Less  often 


-Vei-y  satisfied 

^  .  ^  Not  too  satisfied 

.  •     „>        .        .  Not  at"  all  satisfied 

PLEASE  PLACE  A  CHECK  (^^).  BESIDE  THE  WORD<S)    THAT  MOST  NEARLY  DESCRIBES 
YOUR  PRESENT  SITUATION.        .  ;  _ 

■  .   i  ■  ■  ■ 

61.    How  would  you  compare  your  satisfaction  with  life  . 
now  as  compared  to  two  C-)  years  ago? 


More  satisfied 
About- the  same 
Less  satisfied 


62.    What  kind  of  activities  Ho  you  do  during  your 
leisure  hours? 


Watch  television 
. Listen  to  music 
Read  ' 
Play  cards 
llnlt,  sew 
-    Play  tennis 
Swim 
Play  golf 
:  Other  (spejclfy) 


■  63«    Do  you  haye  tlifies  when  you  feel  sad,  lonely,  depressed 

.   or  discouraged?^  i-  . 

•  .  ■  .  •  ..  :  '  No 
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64.  *If         what  dp  you  do  when  you  feel  sad,  or  lonely,  or  depressed,  or 
'  ,  discouraged?  -t        -   - 


.-•ft 
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Title:  HEALTH  STATUS  QUESTIONNAIRE 

Atithors:  Schmid,  A.  Allan,  Kiene,  Werner,  afid 
.  Updegraff,  Gail     .         ;  , 

Variable:  Xhe  health  status  of  a  person  as  indi- 
cated by  data  concerning  health  history,  work 
history,  and,  in  the  case  of  children,  school  and 
play  activities, .is  tjie  variable  under  study. 

Description: 

Nature  and  Content:  This  survey  instrument 
was  developed  and  used  to  assess  the  impact  of  a' 
comprehensive  rural  health  clinic  upon  the 
people,  of  the  area  it  served.  '  ^ 

The  instrument  is.  divided  into  two  parts. 
Items  A  through  Y  elicits  background  inform^-  . 

.  tjon  about  the  subject  and  the  subject's  house- 
holfl.  Many  of  the  items  liave  multiple  parts,  and 
thp  items  follow  a  variety  of  formats,  e.g.,  some 
are  listings,  some  are  ''yes"  or  "no"  items,  and 

/Some  have  Likert-type  response  choices.  Item^  1 

,  through  42  elicits  data  directlyirelated'^t.  health 
status,  with  items  34  through  42  relating 
spei^ifically  to. the.  health  status  of  school  age 
children  (6-17  years).  ^ 

Administration  and  Scoring:  The  instrument 
is  administered  by  personal  interview.  However,  . 
soniti  of  the  needed  data  may  be  ol)tained  from  " 
school  records  and  placies  of  employment. 
'  This  instrument  was  developed  for  use  in  a 
community  suryey  and  no  scoring  procedures^ 

;haye  beeri.developed. '  *  , 

Development:  " 

.  Rationale:  Nb  widely-accepted  descriptors 
;  exist' for  comparing  the'-iriipact  of  the  services  of 
a  recently  founded  health  care  .clinic  with  that 
of  the  preyious  traditional  health  care  system  or  ' 
the  health  care  system  in  otherrareas.  This  sur- 
.  vey  instrument  was  developed  in  an  attempt  to 
quantify  some  of  the  inforniatioii  the  antbrors 
jdeemed  necessary  to  assess  the  value  of  such  a 
health  care  clinic.  (Schmid  et  aU  1973). 

Source  of  Items:  No  information  was  provided. 
.  Procedure  for  Development:  No  information 
was  provided.         .  - 


^Reliability  and  Validity:  No  information  was 
provided.  ' 

Use  in  R^earch:  The  study  for  which  this  in- 
strument was  developed.and  used  is  reported  in 
Schmid  et  al.  (1973),  referenced  below.  The  com- 
prehensive health  clinic  located  in  Baldwin, 
Lake  County,  Michigan,  had  been  in  existence 
for  5  years  at  the  time  of  the  sjiudy  and  provided 
the  following  services:  mej^ical  and  dental  care, 
laboratory  and  X-ray  services,  alcoholism  coun-' 
seling,  community  health  education,  family  ser- 
vices, transportation,  emergency  room  services, 
consultant,  arid  inpatient  services. 

Comments:  This  is  a  Very  general  survey  in- 
strument, and  it  does  not  p6rport  to  be  more.  It 
could  be  adapted  and  psychometricafly  refined 
by  other  health  care  ceniters  to  fit  their  specific 
objectives  and  servicies. 

The  authors  indicated.that  one  of^the  prob- 
lems encountered  with  use  of  some  of  the  items 
was  that  the  items  centered  on  recall  and  self- 
classification.  Research  on  .  questionnaires 
suggests  that  th^  reliability  of  data  based  on  an 
individual's  memory  recall  drops  sharply  after  a 
few  weeks  (Schmid  et  al.,  1973).  , 

References:  '  , 

Kiene,  Wenner.  Evaluation  of  the  impact  of 
health  care  on  activity  levels  of  jniral  poor:  Un- 
published doctoral  dissertation,  Michigan 
State  University,  1972. 

Schmid,  A.  Allan,  Kierie,  Wer,ner,  and  Updeg- 

.  raff,  Gsih  A  comprehensive  rural  clinic:  Cnse 
study  of  public  program  evaluation  methodolr 
ofify.  East  Lansing:  Michigan  State  Univer- 
sity, 1973.  >  >: 

Source  of^fnfiormation: 

A^Allan  Schmid     "*  ^ 
IJepartment  dt^  Agricultural  Economics' 
Michigan  State NUniversity 
East  Lansing,  Mich.  48824 

Instrument  Copyright:  None. 
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:  Schm10,  A;  Allah,  Kiine»  vf^rner,  and  Updegraff,  Gail 


HEALTH  STATUS  QUESIlbNNAIRE 


HOUSEHOLD 

a)  Before  we  'start.  I'd  ! ike  to  find  out  something  about  who  lives  in 
your  household.   Let  us^start  with  t:he  head  of  the  household: 

For  each. household  member,,  complete  first  line 

on  ^'Member'^  questionnaire: 

n   Fill  in  #  of  household  member. 
'    .  Z)   First  name.     _  * 

.3)   Relationship:    "head,"  "spouse,". 

"children."  .  :  _  ^ 

-  '  .   '\  4)   Age,  sex. 

•  '         ''  ■  .  .     '  • 

b)  Is*  there  anyone  else  who  usually  lives  with j^ul 

c)  How  long  have  you  and  the  members  of'ypur'household  been  in  this  county? 

g  Longer  than  5  years —ft  (d) 
\  .       f  .         g  Longer. than  1  year  - — >  "Member"  questionnaire 
\  Q  .Shorter  than  . 1  year  ^  ."Exir  interview  , 

.d)  list  those  menters.  of  your  household  who^  rroved  Into  this  county  during 
the  last  5-years.         '  ^   ;  / 


Relation  to  . 
head^  of 
household 

Pffftm  whene  did 

.  come 

When 

1) 

e                                                      ■  ■  ■   >  * 

■  '                          c  * 

2)  - 

^)  • 

.  "    >    ■  '  

j).  Go  to  "Mernber''  questionnaire.    Finish  "Houseliold"  questions  at  the  end  of 


the  Interview. 


f)  , List  those  of  your  family  who  are' presently  In  a  hospital,  home  for-the  aged 


Name 

Age 

Sex    Relation  to  head 
of  household 

What  facilTty  is"* 

-     in?  , 

Since. when  has 

been  there? 

1) 

3)  . 

PSYCHOSOCIAL  INSTRUMENTS    •  . 

g)  Mist  those  members  Of  your  household  who  have  died  In  the  jJast  5  years: 
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Name 

Age 

Sex      Relation  to  head 
,  of  household 

When  died 

Did  .  ■  ■  live  wl.th  yau 
.during  the  last  year  of 
his  life? 

□    YES    P    NO  J 

□    YES    □  MO 

Si 

3) 

1 

YES    □  ^NO  .  , 

,h) 
1). 
J) 

k) 
1) 
m) 


The  next  questions  are  related  to  housing. 

Did  you  have  a  working  bath  tuU  or  shower 
during  the  last  year? 
Did  you  have  a  working  bath  tub  or  shower 
5  years  ago.  * 

Did  you  have  a  working  flush  toilet  during 
the  last  year? 

Did  you  have  "a  working  flush  toilet 
•5  years  ago*  . 
if  you« compare  last-year  with  5  yetars  ago, 
did  your  heating 


n) 

.  0) 


?) 

q) 


[Q    YES     II  NO 
-        in.    YES     i  NO 

m    YES    (H  *  NO  . 
•  .  0    YES    .@  NO 

[TJ  -improyg  since  

0  stay  the'^same? 
§j  worsen? 

Now  f  would  Tike  to  ask  you  a  few  questions  related  to  nutrition  and  health  ~ 
services.  /        .  *  " 

If  you  compare  this  ,year  with  5  years  ago,  do  you  as  an  individual  nqW 
eat  "  ' 

\    ^  more  miaat         U  siame less  ; 

0  more  milk      ^^-gj  same    §  less  . 

Dl  more  veigetables  @  same    §  less 

Has  your 'family's  nutrition  improved.since.S  years  ago? QJ  YES    g/  NO 

Wou\d  members  of  yoar  household  visit  the,  doctor  more  frequently  if  you  h^d  more. 
Income  Qr^if  doctor  services  were  more  readily  available? 

*   ■    V  •   .       P  .     ^  '      '  fg  YES  '  0  NO  . 


V  0 
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r)   During  the  last  year,  .;how  would  you  rate  the  avaHabnity  and  qualrty 
of  health  care  1n  this  area?  '  Choose  a  position  on  the  scale. 


Prtse'nt  Dafe 


Previous 
Five- Year  Date 


♦3 
+2 
+1 

-1 
-2 
-3 


3 


3 


good 


poor 


i 
If 

0 

n 


+3 
+2 
+1 

-1 

-2' 
-3 


in 


?  ^better 


s)   Where  would  you  place  availability  and  quality  o1  health  «ar?.  _  

thah  now?  wirse  than. now?   How^many  .levels  up  of  aown  wo?ld  youTTIce  it 
■      In  ?  • 

t|  If  there  was  -a  change  between  (5.  years  ago)  and-jpresent  date),  what  caused  It? 

LIST.  .  -  " 

u)  With  the.next.  question  we  would  like  to  find  out  how  your  income  situation  has 

changed  sintfi  fS  vears*aqo)?  .      \     .  j  ^ 

v)   00  you.  think  thit,  since  ___  your  household's  Income  s,1tuatton  has:  ^ 

0,  Improvedf     f  -  stayed  the  same?     g  worsened?       ;  \, 

w)   l<hat  was  the  highest  level  of  education  completed  by  the-^ead  of  the        ^  - 
.household?   LIST:  '   .  .  '  '  •  \ 


03TAIN  FROM  RECORDS: 

x).  m  Black 

Mot  0"  Assistance 

,  10  Not  enrolled  In 
Hfcalth  Center  . 


I  White  ' 
Not  on  Assistance 


3l  Black 

ffn  Public. Assistance  ' 


]•  White  •  ^' 
In  Public  Assistance 


arfic  Enrolled  in  Health  Center 


First 
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Relationship  to 
head  of 
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Jge:, 


Sex: 


1)   If  you  compare  '      Vs  health  with  .that  of  other  pieople  of  his/her 
age  and  sex,  how  would  you  rank  on  ^'  "       '        '  ' 

past  12'nionttts? 


the -foXlowIng* scale  for  the 


Five-Year  Date 


+3  . 
+1 

13  above  average  CI 

□  c 

□  c 

'h  .  ■ 

— - —  ' 

□       '  c 

H  below  average  C 

-1 

7 

2)  "'^How  would  you  rank  

\  Worse  than  now?  How 

five  years  ago?"" 

3)  If  there  was  a  change  between  5  years  ago  and 
LIST:  .  : 


_'s  health  five  yeart  ago?  'Better  than 
"levels  up  or  down  would  you  place  ^ 


what  "caused  It? 


4)  Did 
^  fiv 

5)  Did 

6)  .  How 


_   have  a 

five  years  ago?  / 


physical 


or  a  medlcai^eckup  sirtce 


_  have  a  dental  checkup  during. the  past  12- months? 

-       ED  >Es    ^  E  NO  /  ■ 

tlm^s  d1d'^^^__  go  to  a  dentist  during  the  past  12  months? 


TIMES 


7> 


How  many  times 
12  months? 


did 


go  to  a  doctor  or  health- worker  during' the  past 


TIMES 
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•8)  I   >  's  activity  United  in  any.  way  because  of  disability  or  health? 

,    inj  YES  1X1,  NO->03).  '  ■ 

9)  •  What  can.   not  tlo  because  of  -disability  or  health?  LIST: 

10)   What  are  the  health  conditljons  that  caused  this  litnltatlonT^^LIST:^^^^ 


ID'  About  how  long  his  been  that  way?  .  How  many  months?   How  many 

•years? 

12) '  Does  need  help  from  another  person  getting  around  inside  or  outside 
•  title-  house?  .  '  ' 

□j  YES  □  NO 

13)  AGE:      0-17  years— >  (34)        18, and  over—j, (14)  ^ 

14)  In  tens  of  health,  i s   able  to  work  at  al  1  around  the)house? 

..   "  YES  1X1  NO 

;  -,5)    Is      •  •      limited  in  the  kind  of  home  activities  because  of  health? 

■      ■        [T]  YES  □  NO 

16)  Is  limited  in  the  hours  spen't-on  home  activities  because  of  health? 

m  YES  LIj'  no  .  '  ' 

17)  On  how  many  days  of  the  past  365  <l3ys,<lid  illness  or  injury  keep  _^  _ 

\  from  the  things  he/sha  usually  does  around  .he  house?  . 

I         I  DAYS,     .  .  ■ 

■  18). ,  Age  66+ — (EXIT);  otherwise  go  to  (19).  .  »- 

19)  Do  health  conditions  keep   ■  from  being  employed  or''self- 
employed?                                  dH  ©'  VES,    O  NO 

20)  Is      im      limited  as  to  occupation  or  kind  because  of  health? 
•     ••        •   1    '  ■  V  1X1  ©  YES    □  NO  ,  ■ 

21)  Is  limited  in  the  amount  of  work  he/she  tan  do  because  of 
heaTthT^.  ^  ^  YES    iX  ©  NO 

22)  Was   .  employed  at  all  during  the  last  year? 

"     .      .  O  YES       I    I  NO--^(EXIT) 
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23)   On  how  many  days  of  thie  past  365  days  did  Illness  or  Injury  keep 
from  the  things  he/she  usually  does      home  and  on  the  job? 
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24)  Is 


self>ewployed?'rTn  YES  FTI  NO- 


DAYS 


(26) 


25)   The, next  questions  are  about  your  employment*    Please;  think  df  the  word 
f    "emp^ed**  to  Include  the  total  of  outside  employment  "1  us  self-  employment. 


26)   Let^js  go  over  the  past  year,  month  for  month,  and  find  out  how  many  weeks 
per  month  ^worked  during  the  last  year. 


noif  many  ^wecKS 
was      emp  i  oyea 
(pius  seiT-em- 
. ployed)  during 
mon in  ot: 

io)   now  many 
days  per 
week  was 
'*  emt- 

ployed  (plus 
sel  f-em- 

n  1  ni/oH  1 

}>  1  UyjSu  }  ■ 

during  that, 
time? 

IS)    How  many  hours 
per  day  was 
employed  (plus 
self-employed) 
during  that 
time? 

30)   Why  was  not 
employed"Tor 
self-employed) 
full-time^durlng 
that  period? 
(paid  vacation- 
employed) 

0 

31)L1st  for 
each 

month  the 
-.number  of 
days  when- 
illness- 
or  Injury 

from  the. 
usu&l  days 
^  employed 

Sept.        •  ? 

 7^ 

-Nov.  ^ 

Dec. 

Jan. 

Feb.          '  " 

-« 

March' 

April 

Nay 

  > 

June 

July. 

August 

AO(i: 

Js  employment 


32)  Speaking  in  general  terms,  how  would  you  describe 

and  self-employment  during  the  past  year?* 

m  Full-time    \T\  1/4  Time    [T]  V2  Time 

'  [Tjl/4  Time      [T]  No  Job 

33)  Did   have  more  employment  and  self-employment  in  the  past  year  than 

5  years  ago?-,  .  i 

.  [T]  More  than  5  years  ago 
I  2  ,  Less  than  5  years  ago 


il2 


VOLUME  1    '\  ,  - 

3^j'  IS  _ab1e  to  take  part  at  alt  in  ordinary  pl ay  with  other^hildren? 

.  •      .  ,  □  YES    jT]  NO  , 

35)  Is  he  limited  in  the  kind  of  play  because  of  his  health! 

■        ■    .    (T]  YES "  O  NO 

36)  is  he  limited  in  the  amount  of  play  because'of  his  health? 

°        '         jT]  YES-    di  NO  .  . 

37)  IF  AGE  6-173       '"^       •      OTHERWISE  GOTO— ^  (42). 

38)  m  telSTThealth,  «ould  be  able  to  go  to  school? 

O  YES    -JJ  NO  .  . 
■       "ooes  have  to  go  to  a  certain  type  of  school  because  of  health? 

Is  l_  limited  inTchool  attendance  because  bf  health? 

'     .  [T]  YES    dH  NO  V  ■ 

in    If  •     -    '-^oes  to  school,  on  how  many  days  of  the  Past  s=h°ol 
JiaT^dTd-TTlness  or  injury  keep  from  going  to  school? 


DAYS 


42)  On  how  mariy  days  of  the  past  36,5  days  did  illness  or  injury  keep 
"   ^   °rom  Jliying  as  usual  and  from  going  to  school? 


DAYS 


4.13 
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Client  Biopsychosocial  Health  Status: 
.  $oclobloloKlcal  Functioning 


Title:  PERSONAL  AND  SOCIAL  COMPE- 
TENCE II^NTOEY, 

Authon  Anderson,  Catherine  J.'  * 

Variables:  The  variables  measur^ed  .by  the  in- 
ventory,  are  personal  and  social  competence 
''among  long-stay,  socially  regressed,  psjrchptic 
patients.  "  ^  » t 

The  variables  are  defined  ^s  follows:  (1)  per- 
aortal  cQtnpetence — basic  hygiene  and  habits 
such  as  bathii:|ig,  toileting,  feeding,  and  sleeping; 


ity  to  norms,  group  relatedness,  job  responsi- 
bility, and  financial  responsibility);  and  commu- 
nity orientation  '  (includes  use^  of  privileges, 
shopping,  transportation,  community  kctiVitiiBS, 
and  social  visits).  „ 

Administration  and  Scoring:  Nurses  or  aides 
who  have  had  adequate  opportunity  to  observe 
^  the  i)atient,  check  the  category  on  each  scale 
that  best  represents  the  patient's  position  on 
the  stimulus  variable.  Although  the  author  of 
^tfie^scale  indicates  that  each  patient  should  be 
(2)  personal  responaibility— caring  for  'beloiig^"^^  rated  by  stgff  from  all  shifts,  there  Is  no  indica- 


ings,  ctaking  medication,  and  understancfing  as 
signments;  (3)  >  social  competence — including 
social  behavior)  interacljion,  and  participation  in 
activities;  (4)  \^ommunity  orientation — going 
shopping,  taking  buses,  and  attending  activities 
in  the  city  ,  independently  (Anderson  and 
-  Sairiato,  1973).   \  ^ 

Description:  \ 

Nature  and  Content:  The  inventory  consists  of 
25  rating^scales  igrouped^under  five  headings  as 
described  in  Var^ah^es  above.  Each  rating  scale 
has  five  answer  teategories  (6-4)  which  have  de- 
scriptive phrases  to  define  each  point.  The 
method  used  to  detifrmine  the  5  points  of  the 
i^ale  is  not  given.  \ 

One  pag:e  idenljifies  information  about  ihe  pa- 
tient arid  about  the  patient's  home  .situation.  A 
very  short  set  of  instructions  is  provided  for  rat- 
ers, A  guide,  for  u  sing  this  inyervtory  is  provided 
but  the  guide  provides\for  only  a  somewhat  de 
tailed  exposition  uf  the  most-positive  rating  cat- 
egory.' .1  ' 

Personal  and  sc^cial  ct^mpetence  is  operation- 
ally diefined  by  the  inventory  as  the  sum  of  per- 
sonal competence,  (inicludes  hygiene  and 
grooming,  appearance  a^d  dress,  behavior  at 
meals,  sleeping  habits,  and  toilet  habits);  per- 
sonal responsibility  (includes  caring  for  cloth- 
ing, taking  medications,  handing  money,  caring 
for  personal  belongings,  and  undertaking  and 
completing  assignnents);  social  competence  (in- 
cludes sejf-confiderice,  social  behavior,  social  in- 
teraction, observing  standards  of  conduct^  arid 
participation  in  adivitiesJ;isocial  responsibility 
(includes  participation  in  goal-settirig,  conform- 


tion  as  to*  how  the  ratings  from  ^^se vera!  raters 
are  to  be  combined  into  a  "score'*  for  the  patient* 
The  author  indicates  that 'completion  of  the- 
scale  takes  30  minutes  or  less. 

The  inventory  yields  six  scores:  a  total  score 
^with  a  possible  range  of  0  to  100,  and  a  score  on 
each  of  the  five  subscales  that  can  range  from  0 
to  20-  Low  scores  on  the  inventory  indicate  high 
levels  of  personal  ^nd  social  competency  since 
the  point  on  each  scale  that  represents  the  most 
desirable  behavior  is  assigned  a  value  of  0  and 
that  of  the  least  desirable  behavior  is  assigned  a 
value  of  4.  *  ^ 

Development: 

^  Rationale^:  Some  patients  return  to  tlie  hospi- 
tal because  they  t&il  .  to  assume  self- 
responsibility  in  routine  aspects  of  daily  living, 
not  because  of  the  recurrence  of  psychoses. 
Long-term  patients  usually  adapt  to  routinized^ 
patterns  of  institutional  life  with  a  consequent 
dependency  and  loss  of  self-esteem..  They  are 
characterized  by  a  low  level  of  competency  in- 
basic  self-care  activities  and  "disuse  atrophy"  of 
social  skills.  These  include  inappropriateness  in 
areas  such  as  dress,  grooming,  hygiene,  toilet- 
ing,  eating,  sexual- behavior,  social  interaction, 
use  of  money;  care  of  belongings,  and  use  of  free 
,  time.  The  inventory  was  designed  to  identify  the . 
patient's  inappropriateness  in  these  areas  in 
order  to  help  the  patient  overcome  his  incompe- 
tency-and  therefore  return  to  normal  social  life 
more  easily  (Anderson  and  Saihato,  1973). 

Source  of  Items:  The  items  of  the  inventory 
were  derived  from  Eli  Chinoy's  suggestion  of  ^ 
self-^regulating  conscience  incorporating  social 


406. 


VOLUME  1 


values  and  frorn_Alex  Inkeles'  theory  of  social 
competence  (Andferson  and  Sainato,  1973) 

Procedure  for  Development:  Tl?e  procedure  for 
development  was  not  specified  by  the  author  ex- 
cept to  state  that  the  instrument  was  pretested 
and  refined  for  several  months  before  it  was 
used  in  the  study  fot  which  it  was  designed.  One  . 
aspect^Qf  the  pretesting  was  th^  training  bf  rat- 
ers, but  tbe  author  does  not  specify  the  nature 
of  the  training  used  to  obtain  an  interrater 
agreement  of  90  percent. 

Reliability  ark  Validity:  The  author  reports 
interrater  agreement  of  90.  percent  for  total 
score  ratings  of  10  subjects  by  16  nursing  staff. 
However,  it  is  not  clear  how  this  level  of  agree- 
ment was  obtained  or  how  long  it  was  main-- 
tained.  Rater  agreement  on  individual  items 
ranged  from  75  percent  to -98  percent.  Rater 
agreement  on  the  five  subscales  are  not  re- 
ported. No  other  reliability  data  are  reported. 

No  content  validity  is' reported.  Data  in  the 
Anderson  and  Sainato  study  (1973)  indicated 
statistically  significant  differences  in  mean 
total  scores  between  24  patients  who  remained 
in  the  hospital,  and  23  patients  who  were  later 
placed  on  leave.  These  differences  indicate  that 
.  the  instrument  may  hiave  some  construct  valid- 
ity. 

Use  in  Research:  The  inventory  was  used  by  An- 
derson and  Sainato  in  a  study  to  measure  the 
effect  of  videotape  feedback  en  the  resociahza- 
tion  of  long-term  psychiatric  patients.  The  18- 
month  study  was  conducted  at  St.  Elizabeth  s 
Hospital,  Washington,  D.C.  The  study  sample 
consisted  of  20  males  and  30  females,  with  an 
age  range  of  21  to  63  years  and  a  mean  age  of 
43:27  years.  The  length  of  hospital  stay  ranged 
from' 3  to  24  years,  with  a  mean  stay  of  14.10 
y(ears.  Forty-six  of  the  subjects  had  been  diag- 
nosed as  schizophrenic;  four  had  other 
psychiatric  disorders. 

Continents:  The  potential  user  of  this  instru- 
ment should  examine  each  of  the  rating  scales 


carefully  to  determine  whether  the  operational 
definition  of  personal  .knd  social  competence 
used  by  the  authors  is  relevant  to  the  user's 
needs  and  purposes.  The  categorical  statements 
for  each  point  oh  each  rating  scale  need  to  be 
brought  into  closer  congruence  with  the  defini- 
tions of  each  stimulus  variable  given  in  the 
Guide  for  Using  Patient  Comifetence  Inventory, 
since  some  of  the  scales  appear  to  use  only  part 
or  nqne  of  the  given  definitions. 

Some  of  the  scales  do  not  represent  continua. 

.  of  behavior;  for  example,  the  five  categories  of 
the  scale  on  sleeping  habits  are:  (0)  sleeps  nor- 
mally without  sedation;  (1)  sleeps  normally  with 
sedation;  (2)  restless,  wakeful  but  remains 
quiet;  (3)  sjeeps  in  unusual  places;  clothing,  or 
times;  and  (4)  restless,  noisy,,  disturbs  others. 
Number  (3)  represents  ^entirely  ^different  be^ 
haviors  than  do  the  other  categories.  The 
scoring  categories  for  each  rating  scale  need 
validation.  ^  "  *  . 

r  The  user  will  probably  .^leed  to  develop  more 
extensive  guides  for  raters.  Additional  reliabil- 
ity and  validity  evidence  needs  to  be  estab- 
lished. However,  if  an  investigator  is  interested 
in  the  same  indices  of  personal  and  social  coiti.- 

%  petency  as  this'instrument  covers,  it  can  pro- 
vide an  initial  starting  point  for  an  instrument. 

References: 

Anderson,  C.  Ji,  and  Sainato,  H.  K.  Use  of  vid- 
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^PERS^NAL  AND  SOCIAL  COMBETENCE  INVENTORY 


^-  and  G^ponunQ  " 


Keeps  self  cloan 
well  groosed 


Keeps  self  clean, 
poorly  groomed 


Baches  and  grooms 
self  If  remlndecl 


2.     App^a/ianez  and  P/teAA 


Patient's  Nami 

Racer's^  Name  

Date 


Baches  self,  but  is 
groomed  by  'staff 


Muse  b^  bached  and 
groomed  by  staff 


Usually  neat,  wears  Usually  neat,  >/ears 
own  clothes  'hospital  attire 


Disheveled,  weai^s  ■ 
ovm  clothing 


Disheveled,  wears 
hospital  attire 


Dress  incomplete  or 
inappropriate 


'3,    ^.UhlxvloK  At  IteotA 


Displays  normal 
cealtime  behavior 

c 

4.      Slzttuna  Hablt6 


Manners  good^  but 
little  socialiisation 


Manners  poor,  but 
tries  CO. socialize 


Manners  poor  with 
no  socialization 


Is  disruptive^  or  .nesay 
problem  eater 


Sleeps  notinally 
without  sedation 


TaUeZ  HaiMX6 


Sleeps  normally 
with  sedation 


Restless,  wakeful 
but  remains  quiet 


Sleeps  in  unusual 
clothing,  places  or 
times 


Restless,  noisy, 
disturbs  others 


Displays  normal 
toilet  habits 


!.i7ai;:.v-.v.-. 


Uses  toilet  but  neg- 
lects handwashing, etc 


Uses  toilet;  is 
messy  or  immodest 


Uses  inoppropriate 
areas  for  toileting 
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Is  usually  untidy 
or  incontinent  , 


ERIC 


Vashcs  and  Irou 
ovn  clothes 


Receives  DO  regu- 
lar MCdlCStlOQ 


Washes  but  does 
not  iron  clothes 


Is  on  self- 
■edlcstlon 


5.  '  Monei/ 


Bandies  own 
coney  well 

4^     Vvuonat  Voiittiloni 


Honey  allotnenr 
bandied  well 


Ind.  takes  good  care  Ind.^takes  good  care 
of  all  belongings       .  of  Bpst  belongings 

5.     AAAiamriejttA  , 


Volunteers  for 
assignments 


'Carries  out 
assigned  tasks 


Launders  only  with 
supervision 


Is  on  self-nedica-* 
tion  supervised 


Handles  poorly; 
spends  foolishly 


Takes  care  of  be- 
longings only  if  re- 
minded 


Carries  out  tasks 
•  only  if  reminded 


Clothing  is  .launder- 
ed^ by  others 


Medication  giVen 
by  staff  ^ 


purchases  made*  by 
family  or. voucher"^ 


Needs  direct  help  in 
upkeep  of  belongings 


Tasks  must  be,  super- 
vised or  controlled 


Does  not  .launder; 
weaVs  hospital  i^wa 


Frequently  refuses 
■edicstion 


Has  no  money  or  does 
not  use  funds' 


Destroys  or  unneces- 
sarily discards  things 


Refuses  or  is  incapa- 
ble of  carrying  out 
tasks  f 


ERIC 


III.  Social  CompeXtnciL 

Shows  awareness  of 
•Bosc  capsblllcles 

Z..     Social 'Be,hav4jOK 


Shows  awarepess  of 
soiie  '^apablllclea 


^Self-doub icing:';  seftks 
Buch  reas8urance~~ 


Covei^s/nsecurlcy 
using  defenses 


^ Extremely  Insecur* 
or  seZf -derogating 


Behaves  properly  Behaves  properly 

in  social  sicuacions    vich  some  except ions 

^-      Sofual  IntPAmLtton 


Behavea  well  oiily 
under  supervision 


Usually  aces  ouc 
inappropriately 


Seeas  unaware  of 
expec cations;  confusM 


Is  friendly  coward 
oosc  peopl* 


Pleasanc  on  approach 
has  few  frienc^s 


StandoAjcU  of  Conduct 


Limics  inceraccion 
CO  staff  nenbers 


Is  abusive,  or  re- 
'jeccing  of  people 


Has  liccle  sponca* 
neous  inceraccion 


Usually  shows  respetc 'Accs  wich'  respecc 
for  s61f  unV  others     for  self  and  few 
ochers       ,  . 

PafttuLlpatJott  In  AoJJxtJjtJpA 


Shows  lack  of  Re- 
specc for  self  only 


Shows  lack  of  res- 
pecc for  8elf^&  ochers 


Does >ino(. seem  to 
know  right  from  wrong 


•Takes  active  part 
in  moat  activities 


Takes  part  in  soffle 
selected  activities 


Participates  only 
,  if  urged 


Is  disruptive;  atten- 
tion span  short 


Refuses  or  is  unabX«;|^ 
to  take  part 


:  TaJUicApUim  in  Goal-StUing/ 


>  Iiid».  wake  decl- 
j^iooui  plans  '', 


Hakes  plans  with 
consultaCloD 


ConjoAhUty  to  Uowm 


Confoms  tb  aosf 
expectations 


Conforms  except  In 


select /areas 


Actively  seeks  Co  participation  fair 
help  others  Helpful  to  others 

4,        Job   Z^AVontlbitiXii    '  » 


Is  indecisive,  wants.  Voices  unreallsdc 
goals  set  by  bthere  goals 


Conforms  with  frequ-  Actively  resists 
ent  reminding  ^  conformity 


Is  unwilling  or  un- 
able to^set  go^la 


^Seems  unaware  of 
social  expectations 


Participates  when 
directed 


Self-centered;  tries  Detached,  doesn't  ^ 
to  avoid  helping  others    acknowledge  others 


Is  dependable;  Job  Usually  dependable 
adjustment  good       "     Job  adjustment  fair 

5/      financAJxt  Rz^ponAlbitUy 


Sometimes  unreliable;  Vocks  erratically;  un- 
job  adjustment  poor       able  to  hold  Jobs 


Has  bank  account 
canages  well 


Has  bank  account, 
manages  with  help 


Banking  handled  by 
family  or  sponsor 


Money  controlled  by 
qtherfl 


Does  not  seek  nor 
have  employmenjt 


Is  indigent  or 
finances  unknown 


4IU 


ERIC 


i 


^IMI.  uses  city  priv.         domtown  city 
'  .  priv*  acccMpaiiltd 

.■ \  *  ■  . 

■r  ■       ft  \  '  • 

Jnd*  shops  out  of . 
inelghborn 


Indv  shops  In 
neighborhood  only 


rknnApoktatlon 

ilM.  takes  bussei 
fdr  taxis 


Ind.  takes  taxi 
only 


^Jnd.  attends  self-  6oes  out  Informally 
•selected  activities    with'other  people  . 

1      Social  VjUtA 


Uses  only  mediate 
neighborhoed 


Is  accompanied  on 
shopping  trips  out- 
side 


Travels  by  bus  or 
by  taxi  accowpan1e4 


Attends  activities 
'If  Initiated  by 
family  or  friends 


Restricts  self  to  Does  not  go  out  •f  bulldiiif 
grcuMds  on  own  fultiatfi^' 


Buys'  only  at  canteen  noes  not  participate  in 

or  through  other  shopping 

shoppers 


Relies  on  family  or  Does  not  travel  into 
friends  to  transport  city 


Attends  planned         Does  not  attend 
activities  with  staff  isutside  activities 
supervision  .  '  . 


^Ind.  goes  home 
[temp*  visit 


Ind.  makes  day 
visits  only 


Goes  on  temp,  vlslt^ 
If.  escorted  by  fam- 
ily/friirids 


Goes  oh  d^-v1s1t  if  Does  not  go  out  on 

escorted  by  famlTy/  visits 

friends 
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INSTRUCTIONS 


This  inventory  contains  five  broad  categories  of  evaluation  in  personal 


and  social  competence.   These  are-  subdivided  into  twe°nty-five  specific  areas 

'  ■     1         .  .  .  .        -  .       '  ■ 

designed' to  assess  the  degree  to  wljich  the  .patiept  e^:hibits  responsible, 

appropriate  beh;?vior.   Before  using  this  inventory,  read  the  Guide  which 

*  •  .      '        '  I  ■  r-  ■  .  ■  ■     ■  " 

further  defines  each  of  these  it^ms,  .  ^ 

^  "  1.  -         "  ' 

>.  ■ 

i  ■     ■  '  •  ■  • 

•  Select  onk  statement  under  each  of  the  twenty,;9ve  items' which 

best  describe^  the  patient  at-presen-t.    Place  a  check  mark  on  the  line 
Indicated,    cinsider  the  patient's  customary  or  characteristic  functioning, 
rather  than  Isolated  incidents.  '  •:  . 

Please  rate  all  items.  ' 


I.  PERSONAL  COMPETENCE'  

II.  PERSONAL  RESPONSIBILITY, 

III.  SOCIAL  COMPETENCE  

IV.  SOCIAL  RESPONSIBILITY_ 
v.    COMMUNITY  ORIENTATION  

'  TOTAL  PSC  SCORE  . 


LEAVE  BLANK 


• 


PSYCHOSOCIAL  INSTRUMENTS        .  ,  ^  .  413 

GUIDE  FOR  USING  PATIENT  COMPETENCE  INVEHTORY 

I.  ^  PERSONAL  COlXPETENck  ,  '        .  \  . 

/.      HggAAnt  and  G^oomln^        ^  . 

Keeps  skin  clean,  bathes  frequently,  brushes  teeth  regularly, 
make-up  appropriate,  clean-shaven  or  beard  triffl,  hails  clean,  hair 
neat  and  clean •  ,  ^ 

0 

2.,     AppzaAoncz  and  Vkzu  - 

.^Dresses  completely  Including  uxviervear;  clothing  dean  and 
unwrinkled,  buttons  Intact,  clothing  appropriate  to  place  and 
season;  stockings neatv  shoes  clean,  clothes  is  good  repair,  fit 
properly.  \ 

Uses  tableware  correctly,  has  good .table  manners;  chats  with 
eablA  companions,  leaves  table  dean,  returns  tray  properly;  Is 
appropriately  dressed^ for  dining  room. 

^.      Sle,e.tXLna  Hah<Jt& 

Sleeps  during  appropriate  hours,  sleeps  throughout  the  night  in  ^ 
own  bed;  sleeprvear  appropriate;  uses  bed  linen;  is  considerate  of 
others  when  retiring  or  arising,  bed  Is  uncluttered.  , 

^      5.      ToUpJ:  HahLtt.  ^  / 

Closes  bathroom  door,  attentive  to  modesty;  uses  toilA 
appropriately,  uses  tissue;  leaves  ares  clean;  washes  hands  after 
losing  toilet,  reives  basin  clson,  uses  waste-receptacles. 

IX.    PERSONAL  R£SPO*-:JXBXlXry  .      '  ' 

U      Clothing  ^  »  . 

Regularly  keeps  clothing  laundered  and  pressed;  uses  equipment; 
clothes  Ironed  or  pressed 'neatly ,  arranges  for  dry-cleaning. 

Z.  Medication 


Takes  medication  according  to  directipn,  keeps  medication  safely, 
reports  errors  or  loss;  obtains  prescrip clone  oin  time,  takes  only 
drugs  that  are  prescribf d .  j  v 

PlanS:7,ahead  for  expenditures,  seldom  loans  «r  borrows  from  others; 
uses  purse  or  wallet,  carries  only  a  reasonable  amount,  safeguards 
larger  anounta,  spends  wisely. 
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. '     ■        .  .  •  ■  .  .      -     .  ■,     ■  ^        •      ^  c 

rr..      PERSONAL  KESPOUSmLlTV  ICOmUUm      ,    '  . 

SCeepo  belonsliw.cltta  and  la  good  condition,  rtorti  P'^f'^^ •  5^*%*;;!^^^ 
vhcn  not  in  u«e7»ep*r*t.«  ioll#d  from  clt«  it«i;  rtylacM  button,  or  fastonon 
as  needed;  ufi*«  epproprlate  cleansing-  ageati.  ,        .  * 

AAAi/i>iffigiit& 

:    Volunteere  t<r  undertake  aaiigaaeati . or  proeeefU  to  help  othwre; 
for  tubatUute  vhen  abaent;  co«pletea  taika  latlafactorily;  ,p|!rfow  witto  a  - 
vllling -attitude. 

III.    SOCIAL  COMPETENCE       '    ,  ^ 

1.      S^UCoifiUdMCi.  ^    •  - 

Evrauttes  own  talents  6r  abilitics-TPclslistically,  is  able^to  accejpt 
constructive  criticisn,  asserts  self  when  indicated,  identifies  areas  of  own 
progress.  •      '  ,     .  ^ 

^  — r—  •   '  -'v 

-    AdJtiits  behavior  according  to^  the  setting  such  as  being  noisy,  and  wdy 
at  a  bollgaoe  but  ouiet:  and  attentive  In  church: 'is  nannerlyv 
content,  tone  of  voici.  body  novements.,  physical  gestures. are  in  keeling  vith 
given  activity;  controls  iap|iilses.  y  :  ^ 

J,      SocJuaJl..  InWiOcXion  .  |  -  *  . 

'     Relates  well  with  other  patients  and  ataff;  ,^ 
conversation  or  games,  responds  pleasantly  on  approach,  shows  interest  in  others 
activities.  - 

.  Is  honest  and  trustworthy;  i«  P«^«^^^«  •^^^^^^1?^!^^^ 
.  and  others;  remains  uninvolved  in  problems  of  alcohol  or  drug  abuse.,^, bodily  abuse 
sexxiality,  theft  or,  physicfol  violence.  _ 

I 

Wiumgly  participates  in  scheduled  and  spontaneous  activities,  seae^lmea 
'    inltlatis  activities,  renders  assistance  when  needed,  acknowledges  inycrtamoe  of 
progrsa. 


PSYCHOSOCIAL  INSTRUMENTS 


415 


/  ':    .  iir.  '  SOCIAL  mPOHsmury «  . 

^  *  -  -        Hakes  Ifflmedlate  and  long-range  plana  ualng  good  Judgment.    Olscuases  goals 
vith  group.  "Plana  oayv Include:    schooling,  J olj-t raining,  Job-see3ting,  or  place- 
.n  ^ot;  leaving' the  hospital,  outside  living  arrangements  or  other  aspects  of 
t:    '  '  cooBuni'ty  r«t\im.  "  „ 

Abides  hy  the  policies,  practices  and  rules  ^vsming^he  group  as  veil 
.     „  /    .-  as  custosarsr  adult  hehavior  in  ther  comauirity.    These  include: .  etiq:uette,  v^. 
'.     appropriate  lasguage,  self-control »  cooperation,  and  consideration  for  others;  . 
V.  fulfilling  moral  obligations  ^d  acceptin  responsibility. 

^      ^  '  .   Accepts  the  role  of  ;group^embe^  in  a  living  'situation,  shovs  acfflve 'interest 

by  listening  and  contributing  ,^shotta  concern  for  others',  is  helpful  toward  others 
.    vith  refer enbe  to  living  arrangements^  accepts  gro\zp  decisions,,  supports  group 
^  .  ^als,  shares  infozmtion.  ; 

4i      Job  Re^pon^^bctctj/  ..^  v  .  ^ 

Has  a  Job  for  vhich  pay  is  received  on  oy.off  grounds.*  Attendance  and 
punctxiality .  a2re  good.    Notifies  employer  of  expected  absence,  expresses  satis* 
faction  with  work.  Job  changes  are  planned  tovard  progression. 

Kai&tali^s  a: savings  i>nd/or  decking  account  in  a  commijnity  banking  facility;'" 
makes  own  deposits  or  vithdrsvals,  keeps  ovn  record^,  keeps  cheek-vriting  vithin 
balance.       "      ■  •  \  - 


<2 


,  la  airare  of  and  dises  prlvilegeiB  both  on  and  off  grounds,  initiates 

activities  requiring  the,  use  of  privileges,  seeks  further  privileges  if  not 
complete  and,  stays  vithin  expectations  of  responsibility  aecos^aiorlBiS  privileges, 
uses  appropriate  channels  when  use  dr  non-us'e  ,or  privileges  requires  a. decision 
by  the  groud^^  plans  the  use^  of  privileges  around  the '  treatment  prpgram. 

2.      ^nopflotg  .      *        *    .  . 

,  *  ■  '  «.       ,         '         '  . 

,    Keeps  self  supplied  vlth  personal  belongings  .through  independent  shopping, 
utilizes  areas  both  la  and  otit  of  the  iooediate  neighborhood,  knows  vhere  to  go 
for  desired  items,  makes  appropriate  plans  for  a  shopping  trip  including  reason- 
able tsransportation^and  vdress*  ^  < 
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3^  TJUiMpo'vtation 

'SUk*  liowltdgt  o£  how  to  gee  to  arems  for  shopping,  visiting,  or  plea- 
•ur.  KS«r?^itl«t.«  tr«v.l  ihdipsndsntly  on  a  bus  or  taxi,  is  a».t.  of 
CM?  of  K«.pott.tion  «i4  how  to  pay,  is  able  to  ttav.1  alon.,  makes  a 
."reaeonable  selection  of  node  of  travel. 

Attempts  to  find  ot.t  about  and  shows  interest  in  commmity  resources. 
Independently  selects  functions  of  Interest,  makes  own  arrangements  to  at- 
•  tend  activities. 

5.    Sociat  VlUti  ^  ' 

■      ts  able  to  remain  oversight  when  visiting  family  or  friends,  in^t^""^ 
visits  and  seeks  approval  through  the  appropriate  channels,  make.  °«  Pj"' 
for  visiting,  can  usually  handle  unexpected  incidents  which  »«y  °^«J'  "^lle 
on  visit,  returns  «  scheduled  or  appropriately  alters  plans  accordingly. 


Copyrighted  by  the  American  Journal  of  Nursing  Company:  reproduced  j,lth  permlsslo. 
by  the  Health  Rfesources  Administration.    Further  reproduction  prohibited  without 
pormission  of  copyright  holder. 
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Title:  OBSERVED  PATIENT  BEHAVIOR 
RATING  SCALE. 

Author:  Barajas,  Judy  Doan  Kerr 

Variable:  Observed  patient  behavior  as  it  is  evi- 
denced by  social  competei.oe,  social  interest, 
personal  neatness,  depression,  and  irritability  is 
the  variable  under  study. 

.Description: 

Nature  and  Content:  This  Ls  a  25-item,  5-point 
rating  scale  to  be  completed  by. health  care  per- 
sonnel who  have  observed  the  patient's  behavior 
foV  at  least  2  days  previous  to  the  day  of  scale 
completion.  The  items  cover  five  categories  of 
behavior  identified  above  under  Variable. 

There  are  five  items  within  each  category:  an 
example  for  each  category  is  as  follows:  social, 
competence  (COM) — has  to  be  reminded  what  to 
do;  social  interest  (INT) — pays  attention  when 
spoken  to;  personal  neatness  (NEA) — keeps 
his(her)  clothes  neat  and  clean;  depression 
(DEP)— appetite  is  very  poor;  irritability 
.(IRR) — gets  angry  and  easily  annoyed. 

IJems  are  scored  on  a  5-point,  Likert-type 
scale;  for  16  items  the  scale  values  are:  0  = 
never,  1  =  sometimes,  2  =  often,  3  =  usually,  ^ 
4  =  always.  For  the  remaining  nine  items,  the 
values  are  reversed,  i.e.,  0  =  always,  1  =  usual- 
ly, 2  =  often,  3=  sometimes,  4  =  never.  These 
items  are  indicated  on  the  instrumenlv  by  as- 
terisks. 

Administration  and  Scoring:  No  special  provi- 
sions are  necessary  for  completing  the  scale 
other  than  that  the  author  suggests,  as  noted 
above,  the  raters  be  familiar  with  the  instru- 
ment and  have  observed  the  patient's  behavior 
for  at  least  2  days.  Approximately  5  minutes  are 
needed  to  complete  the  scale. 
'  A  category  ,  score  and  a  total  score  are  com- 
puted for  each  subject  by  summing  responses. 

Development:  '  . 

Rationale:  The  evolving  theoretical 
framework  of  sensory  deprivation,  also  referred 
to  as  perceptual  deprivation,  sensory  isolation. 
Or  depletion  of  sensory  input,  served  as  the  un- 
derlying rationale  for  the  instrument. 

Source  of  Items:  The  items  were  based  upon  a 
review  of  the  literature,  an  instrument  used  by 
Honigfeld  and  Klett  (1965),, ftnd  the  professional 
experiences  of  the  author.  ' 


Procedure  for  Development:  The  instrument 
used  by  Honigfeld  and  Klett  (1965). was  revised 
and  shortened  by  the  author.  Following  use  of 
the  shprtened  version  of  the  instrument  in  a 
pilot^  study  with  four  subjects,  the  author  re- 
vised the  instrument  so  that  it  could\  be 
c  completed  by  health  care  personnel  through  ob- 
servation of  the  patient  rather  than  by  direct 
questioning  of  the  patient.  Items  in  each  cate- 
gory were  structured  or  chosen  so  as  to  avoid 
the  possibility  of  a  physical  disability,  such  as 
arthritis,  affecting  the  rating  (Kerr,  1971). 

Reliability  and  Validity:  No  information  on 
reliability  was  provided. 

The  instrument  has  face  validity. 

Use  in  Research:  The  author  developed  and  used 
the  instrument  in  a  master's  thesis  which  jnves- 
.  tigated  sensory  deprivation  in  geriatric  patients 
in  a  nursing  home.  Her  study  included  20  pa- 
tients in  a  private  urban  nursing  home;  their 
ages  ranged  from  69  to  100  years  of  age. 

Comments:  This  instrument  Hs  still  in  the  early 
stages,  of  psychometric  development.  Its  relia- 
bility needs  to  be  established,  and  further  valid- 
ity evidence  should  be  obtained.  The  reverse 
scoring  of  some  items  is  confusing  and  a  poten- 
tial source  of  error.  However,  tne  instrument 
itself  is  simple,  straightforward,  and  easy  to 
administer;  in terrator  reliability  should  be  high 
because  of  this.  ' 

•  ■     .        \  ■  . 

References: 

Honigfeld,  Gilbert,  and  Klett,  James.  The 
nurses'  observation  scale  for  inpatient  evalu- 
ation. Journal  of  Clinical  Psychology,  1965, 30 
(1),  65-71. 

Kerr,  Judy  Doan.  Sensory  deprivation  in  geriat- 
ric patients  in  a  nursing  home.  Unpublishedx 
master's  thesis.  University  of  Arizona,  1971. 

Source  of  Information:  v  ^  ' 

Judy  Doan  Barajas 

P.O.  Box  82  V  ' 

-Sanders,  Ariz*.  8651.2  ... 

Instrument  Copyright:  None. 
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Barajas,  Judy  Doan  Kerr  ^ 

■'  .  •  *'  ■ 

OBSERVED  PATIENT  BEHAVIOR  RATING  SCALE 

'     Direiions:  Base  your  ratings  on  the,  patiient '  s  > 
•  observed  jbehavlor  during  the  last  three  days  only,  including 
t6day.    For  each  item  decide  to  what  extent  it  describes  the 
patient'^  observed  behavior  and  then  indicate  your  choice  by 
circling  the  appropriate  number  before  the  item. 

0  =  never,  .1  =  sometimes,  2  =  often,  3  =  usually,  4  =  always 
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c. 

4 

0 
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2 

"3 

4 

0 

1 

2 

3 

4 

0 

1 

2 

3 

4 

Is  hesitant  and  uncertain  in' making  up  his 

mind.  (COM) 
Pays  attention  when  spoken. to.  •  (INT) 
Laughs  or.v^miles  at  funny  comments  or  events. 

(INT)  »      ■  /AN 

Makes  certain  his  hair  is  combed.  (NEA) 
Cries.  (DEP) 

Is  irritable  and  grouchy.     (IRR)  r 

Appetite  is  very  good.     (DEP)  - 

Has  to  be  rieminded  what  to  do.  (COM) 

Initiates  conversation.  (INT) 

Keeps  himself  neat  and  clean.  (NEA) 

Is  messy  in  his  eating  habits.  (NEA). 

Says  he  feels  blue  or  depressed.  (DEP) 

Complains  about  the  food  and  care.  (IRR) 

Talks  about  happenings  on  the  ward.  (INT) 

Needs  help  in  dressing  for  reasons  other  than  a 

physical  disability,  such  as  arthritis.  (COM) 
Ignores  the  activities  around  him.  (INT) 
Wets  or  soils  his  clothes  or  bedding.  ^  (COM)  . 
Becomes  easily  upset  if  something  does  not  suit  \^ 

him.  (IRR) 
Shouts  and  yells.  (IRR) 
Says  that  he  is  no  good.  (DEP) 
Keeps  his  clothes,  neat  and  clean.  (NEA) 
Needs  help  in  washing  for.- reasons  other  than  a 

physical  disability ,  such  as  arthritis.  (COM) 
Is'^  sloppily  dressed.  (NEA) 

Accuses  others  of  wanting  to  .hut t  him.  (DEP) 
Gets  angry  or  annoyed  easily.  (IRR) 


Social  Competence  (CO>I) 
Social  interest'  (INT) 
Personal  Neatness  (NEA) 
Total  . 


Depression  (DEP) 
Irritability(iRR) 
Total 
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title:  FUNCTIONING  STATUS  ASSESSMENT 
FORM  (This  is  one  section  of  the  Patient  As- 
sessment Form  referenced  below.) 

Authors:  De.nsen,  Paul  M.;  Danehy,  Lester, 
F^gie/ Charles  D.,  and  Katz,  Sidney 

Viariables:  An  individuars  ability  to  move  about^ 
physically,  to  maintain  his(her)|body  by  bathing, 
dressings  ingesting  food,  eliminating  waste,  and 
by  carrying  out  the  basic  social  functions  of 
communicating  and  behaving  in  a  manner  ap- 
propriate to  the  environment  are  the  variables 

ad(firessed  by  this  instrument  ?Jones  et  al.,  1973). 

\"  . 

Description: 

Ndture  arid  Content:  This  is  a  i4-item, 
observer-completed  instrument.  The  instru-* 
ment  items  address  a  patient's  level  of  mobility, 
walking,  bathing,  dressing,  toileting,  bowel 
function,  bladder  function,  wheeling,  transfer- 
ring, stairc limbing,  eating/feeding,  behavior 
pattern,  communication  of  needs,  and  orienta- 
tion (time,  place,  and. person).  The  first  11  items 
assess  the  patient  according  to  the  degree  of 
dependency  in  functioning,  e.g.,  independent; 
needs  the  help  of  one  or  more  persons;  needs  the 
help- of  special  equipment,  mechanical^  aids,  or 
devices,  etc.  Two  items  address  the  patient's 
-ability  to  behave  and  communicate  in  a  manner 
appropriate  to  his(her)  environment.  One  item 
-assesses  the  patient's  orientation  to  time,  place, . 
and  person.. 

.  Administration  and  Scoring:  It  is  essential 
that  this  instrument  be  completed  by  someone 
in  a  position  \to  observe  the  patient  daily.  The 
definitions  of  items  should  be  followed  carefully. 
Where  functioning  over  the  24  hours  is  at  issue, 
the  observation  of  staff  on  duty  at  night,  as  well 
as  those  on  duty  duririg  the  day  and  evening 
shift,  should  be  taken  into  account.  .Detailed 
de'finitions  and  instructions  for  completing  the 
form  ire  provic^ed  in  the  User's  Manual.(Jones  * 
*eT"^.,  1973),  and  along  with  an  example  of  a 
completed  instrument,  the  following  additional 
instructions  are  provided  in  the  Addendum 
(Jones  et  al.;  1975):  . 

Record,  the  patient's  usual  activity  during  the  2  weeks 
prior  to  the  date  of.  assessnient.  Usual  is  defined ''as 
"more  often  than  not." 

:  Record  what  the  patient  actually  does,  not  what  he(she) 
might  be  capable  of  doing  npr  what  he(8he)  !'should"  be 
doing.  r 

Record  the  patient- s. usual  activities  as  he(she)  performs  ' 
them  in  his(her)  usual,  setting  rather  than  in  a 


therapeutic  session,  e.g;,  on  the  unit  rather  than  in  the 
physical  therapy  department. 

(The  standard  cane  is  not  considered  a  mechanical  aid.) 

The  .  instrument  was  not  developed  to'  be 
scored  per  se;  however,  a  scoring  system  could 
be  developed.  > 

Development:  . 

Rationale:  ^he  original  Patient  Classification 
for  Long-Term  Care  (Jones  et  al.,  1973)  resulted 
from  a  collaborative  effort  of  four  research 
groups  whose  purpose  was»to  improve  the  care 
of  long-term  patients' by  systematizing  the  data 
upon  which- health  care  providers  and  planners 
make  decisions.  Assessments  based  on  that 
classification,  which  were  carried  out  in  a  feder- 
ally funded  research  project  in  seven  nursing 
homes  in  Massachusetts,  pointed  to  the  need  for 
additional  information  directly  relevant  to  pa- 
tient care.  Recognition  of  that  need,  and  of  the 
nieed  for  a  form  that  would  provide  a  continuing 
patient  status  record  and  organize  information 
in  a  way  which  would  facilitate  communication 
of  that  informs  tion,  resulted.in  the  1975  revision 
of  the  form,  .ermed  the  Patient  Assessment 
Form.  The  Functioning  Status  Assessment 
Form-is  a  part  of  that  form. 

Source  of  Items;  The  items  were  based  upon 
the  aforementioned  Patient  .  Classification  for 
Long-Term  Care  and  the  experience  of  members 
of  the  Harvar^xCenter  for  Communitjr  Health 
and  Medical  Care^in  using  that  classification.  - 

Procedure  for  Development:  Using  the  Patieint 
Classification  for  Long-Term  Care  as  a  founda- 
tion, some  of  the  items  were  revised,  and  others- 
which  would  enhance  its  usefulness  in  nursing 
home  programs  were  developed  and  tested. 
Those  items  which  proved  to  a.dd  value  to  the 
original  foundation  were  incorporated,  and  the 
Patient  Assessment  Form  resulted. 

Reliability  and  Validity:  Studies  to  determine 
the  total  instrument's  reliability  are  in  prog- 
ress. Content  validity  was  established  by  having 
used  the  experience  of  recognized  experts  in  the 
field  as  a  major  source  for'items  and  the  proce- 
dures used  to  develop  the  instrument. 

Use  in  Research:  The  Patient  Assessment  Forni 
has  been  used  in  a  national  survey  of  288  skilled 
nursing  facilities  and  is  currently  being  used  in 
research  conducted  by  the  Harvard  Center  for 
Community  Health  and  Medical  Care. 

Comments:  The  Patient  Assessment  Forni  pro- 
vides'^ descriptive  data  relative  to  long-term 
patients  in  nursing  homes.  However,  the  Func- 
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tioning  Status  Assessment  portion  is  applicable 
to  other  types  of  patients  in  other  settings  and 
readily  lends  itself  to  quantification.  The  data  • 
coding" system,  developed  for  the  Patient  Clas- 
sification  .for  Lpng-Tei:m  Care  study  a«d  de- 
scribed in  the  User's  Manual  (Jones  et  al.,  1973) 
referenced  below,  could  be  modified  and  used  for 
scoring  the  Functioning  Status  Assessment 

Anyone  plannmg  to  use  this  tool  should  first 
evaluate  all  available  psychometric  data. 

Rcferdicesi 

Falcone,  A.  R.,  and  Bright,  S.  M.  Patient  as^ 
seaament:  A  training  manual  for  use  of  patient 
classification  in  long-term  care.  Division  of 
Long-Term  Care,  Office  of  the  Administrator, 
Health  Resources  Administration,  PHS  and 
DHEW,  June  1976.  '  ^ 

Jones,  Ellen  .  W.,  McNitt,  Barbara  J.,  and 
MeKnight,:Eleanore  M.  Patient  classification 
for  long-term  care:  User's  manual.  DHpWj 
Public  Health  Service,  Health  Resources  Ad- 

-    ministration.  Bureau  of  Health  Services  Re- 
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'  search  and  Evaluation,  DHEW.  publicatibn 
No.  (HRA)  74-3107  and  75-3107,  Washington, 
D.C.,  1973. 

 Addendum:  Instructions  for  completing 

patient  assessment  form  (July  1975  Revision). 
Boston:  Harvard  Center  for  Community 
Health  and  Medical  Care,  1975. 

Office  of  Nursing  Home  Affairs,  Public  Health 
Service,  U.S.  Department  of  Health,  Educa- 
tion, and  Welfare.  Lonflf-^erm  care  facility  im- 
provement study.  Survey  of  288  skilled  nursing 
facilities.  Introductory  Report,  July  1975. 

Source  of  Information: 

Ellen  W.  Jones,  Assistant  Director 
Harvard  Center  for  Community  Health  and 

Medical  Care 
Boston,  Mass.  02115 

American  Health  Care  Association 
1200  Fifteenth  Street 
Washington,  D.C.  20005 

Instrument  Copyright:  None. 
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Densen,  Paul  M.,  Danehy,  Lester,  Flagle,  Charles  D.,>and  Katz,  Sidney 


FUNCTIONING  STATUS  ASSESSMENT  FORM 


INSTRUCTIONS:  chkck  all  IOkfs  wmicm  Ar»*»uv,  riLL  in  all 
oiAQONALS  AS  inoicatko:  "ocscniec  ntu*'*  ts  to  incluoc 

'  NUMIIR  Of  HUMAN  ASSISTANTS  ANO/OA  TV^  UCCHANICAL 
AID. 


hliflRt't  Namt  

Pilitflt'iNumlbtr. 
Nimt  of  Facility. 


FUNCTtONlNH  STATUS  IT6MS 
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Title:  SICKNESS  IMPAtT  PROFILE  (SIP) 

Authors:  Gilson,  Betity  S.,  Gilsoh,  John  S.,  Berg- 
ner,  Marilyn,  Bobbitt,  Ruth  A.,  Kressel,  Shirley, 
Pollard,  Wiiliam  E.,  and  Vesselago,  Michael 

Variables:  The  instrument  measures  the  impact 
of  sickness  in  terms  of  dysfui:.?i.;  >n  in  behavior 
and/or  performance  of  daily  activities  as  per- 
ceivied  by  the  respondent. 

Description: 

Nature  and  Content:  The  Sickness  Impact 
Profile  (SIP)  is  a  self-administered  or  inter- 
viewer-administered scaled  measure  contain- 
ing 189  items  grouped  into  14  categories:  social 
interaction;  ambulation  or  locomotion  activity; 
sleep  and  rest  activity;  taking  nutrition;  usual 
daily  work;  household  management;  mobihty 
and  confinement;  movement  of  the  body;  com- 
.munication  activity;  leisure  pastimes  and  rec- 
reation; intellectual  functioning;  interaction 
with  family  members;  emotions,  feelings,  and 
sensations;  and  personal  hygiene. 

•  The  subject  responds  to  those  items  in  each  of 
the  14  categories  which  he(she)  believes  accu- 
rately describe  his(her)  behavior  at  a  given 

^'  Administration  and  Scoring:  If  the  SIP  is 
self-administered,  the  subject  must  be  able  to 
read  and  comprehend  English  at  the  8th  grade 
level  and  must  be  physically  able  to  mark  the 
chosen  answers.  The  instrument  requires  ap- 
proximately 35  to  40  minutes  to  complete. 

If  the  SIP'is  administered- by  interview,  the 
interviewer  must  be  familiar  with  the  instru- 
ment and  trained  in  its  use.  ■  ^        _  _ 

Scores  are  computed  for  each  of  the  14  blf 
categories- and  for  the  overall  instrument.  The 
scores  ai;e  computed  by  use  of  the  following  for- 

mulia:  ,     ,  j  - 

Sum  of  scale  values  of  items  checked  in  a 

category  or  entire  instrument   ^  100 

Sum  of  scale  values  of  all  items  in  a  cate- 
gory  or  entire  instrument 

Overall  SIP  scores  have  ranged  from  0  percent 
to  approximately  70  percent. 

Development: 

Rationale:  A' major  goal  of  the  research  being 
conducted  on  the  SIP  is  the  development  of  a 
:  measure  of  health  status  which  could  be  used  as 
an  outcome  measure  in  the  evaluation  of  health 
care  (Pollard  et  ai.,  1976). 

Source  of  Items:  The  aim  of  instrument  con- 
struction was  to  incorjporate  both  professional 
and  lay  perspectives  into,  the" 'content  of  the 


Sickness  Impact  Profile.  Over  1,000  statements  . 
which  'describe  behavioral  dysfunction  were  ob- 
tained'from  patients,  health  care  prqfessionals, 
individuals  caring  for  patients,  and  the  appar-. 
ently  healthy.  In  addition,  function  assessment 
instruments  that  have  been  designed  for  the 
evaluation  of  circumscribed  patient  groups  were 
reviewed  for  statements  of  behavioral  dysfunc- 

^^^Proeedurefor  Development:  From  thvs  sources 
identified  in  the  preceding  section,  1,250  specific 
statements  of  behavioral  change  were  obtained. 
These  statements  were  combined  and  con- 
densed to  yield  312  unique  statements  or  items . 
which  were  classified  into  14  categories,  each 
representing  one  area  of  living  of  type  of  activ- 
ity .''The  individual  items  were  originally  scaled, 
based  upon  the  judgments  of  25  judges  (7 
graduate  nursing  students,"  8  medical  students, 
6  health  services  administration  students,  and  4 
physicians).  A  protocol  scaling  procedure  was 
employed  to  validate  the  construct  of  dysfuncr 
■^tion  and  to  determine  the  extent  to  which  SIP 
scores  relate  to  a  more  global  assessment  of  dys- 
function. As  a  further  validation  of  the  original 
scale  values,  a  rescaling  by  108  consumer  judges 
was  performed.  Current  scale  values  . reflect 
data  obtained  from  both  judging  groups.  ' 

Three  field  trials  have  been-  conducted  to 
study  the  feasibility,  reliability,  and,  validity  of 
the  SIP.  Approximately  1,100  subjects  in  vari- 
ous states  of  health  have  completed  SIPs.  Fol- 
lowing each  field  trial,  an  item  analysis  and  in- 
strument revision  were  performed.  The  third 
revision,  now  in  process,  will  produce  a  final 
form  of  the  SIP.  '  .'^        '  „  ^. 

Reliability  and  Validity:  The  collection  of 
test-retest  relia'biUty  data  was  carried  put  m 
conjunction  with  the  collection  of  data  for  vali- 
dation, item  analysis  and  feasibility  assessment 

purposes.  , 

As  pari;  of  the  second  field  trial,  the  SIP  was 
administered  twice  to  119  subjects.  Each  retest 
was  conducted  within  24  hours  of  the  initial  ad- 
ministration to  minimize  . the  effects,  of  change  ■ 
in  the  subjects'  conditions  on  their  responses. 
SIP  test-retest  reliability  in  terms  of  overall 
scores  obtained  on  the  two  administrations  for 
the  total  sample  was  high  (r  =  0;88,  p  <  0.001). 
Test-retest  reliability  correlations  for  .  scores, 
with  th6  14  categories  ranged  from  r  - 0.62 
(household  management)  to  r  =  0.90 -(personal 
hygiene).  ReUability  tests,  conducted  during  the 
third  field  trial  produced  comparable  resiilts.. 

To  assess  the  validity  of  thd  SIP,  three-groups 
of  criteria  were  used:  those  based  on  the  sub- 
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ject's.  self-assessment '•of  health  status,  those 
based  on  the  clinician's  assessment  of,  the  sub- 
ject's health  status,  and  those  based  on  the  sub- 
ject's  score  on  another  function  assessment 
instrument  (Bergner  et  al.,  1976a).  In  general, 
self-assessments  of  sickness  and  dysfunction 
were  highly  related  to  SIP  overall  scores 
(r  =  0.54  and  r  ==  0.52  respectively).  For  outpa- 
tients with  chronic  problems,  the  correlation 
between  self-assessment  of  dysfunction  and  clini- 
cian assessment  of  dysfunction  was  r  =  0.52. 
The  correlation  between  the  rank  classification 
obtained  on  the  Katz's  Activities  of  Daily  Living 
(ADL)  and  SIP  overall  scores  was  moderately 
high  (r  =  0.46).  Validation  of  the  SIP  is  treated 
in  detail,  in  Bergner  et  al.,  1976a).  Similar  vali- 
datioti  studies  based  on  the  third  field  trial  are 
forthcoming. 

Use  in  Research:  A*  detailed  report  on  the  con- 
struction of  the  SIP  at  the  yniversity  of  Wash- 
ington is  contained  in^Gilson  et  al.  (1975).  The 
article  also  contains  a  report  on  the  first  pilot 
stady  which  provided  preliminary  data.  Berg- 
ner et  al.  (1976  b),  Pollard  et  al.  (1976),  and  Mar- 
tin et  al.  (1976)  report  on  the  results  of  the 
second  field  trial.  Bergner  et  al.'  (1976b)  discuss 
the  conceptual  and  methodological  development 
of  the  SIP.  A  detailed  report  on  scaling 
methodology  ha?  been  accepted  for  publication 
(Carter  et  aL,  1976). 

Comments:  The  items  constituting  the  SIP  were 
sifted  from  a  large  original  pool  of  dysfunction 
-items,  and  they  provide  a  comprehensive  inven- 
tory of  sickness  impact  indicators, 

The  instrument  can  be  used  with  subjects  who 
have  not  sought  medical  care  and  for  whom  the 
investigator  has  no  background  of  clinical  in- 
formation or  data.  This  makes  the  instrument 
particularly  applicable  to  large  populations  and 
makes  it  potentially  useful  in  assessing  health 
care  outcomes  on  a  large  scale. 

Because  of  its  length,  the  instrument  is  not 
reproduced  in  this  compilation. 
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Titl^:  HE ALTH  NEEDS  OF  THE  ELDERLY 

Authors;  Hain,  Mary.Jeaiine,  and  Chen,  Shu  Pi 

VittiOiler&ealth;  n  the  elderly  living  in 

high-risiB  Apartments;  i  variable  study. 

Health  needs  include  iany  factor  which,  if  lack- 
ing, impinges  on  the  psychosocial  or  physiologi-  ^ 
cal  well-being  of  the  elderly  and  are  defined  in 
relation  to  the  elderly  person's  being  well  or  not 
well  and  whether  or  hot  the  elderly  person  has 
access  to  medical  care.  Elderly  is  defined  as 
"anyone  over  65  years  of  age"  (Hain,  1974). 

Description:  - 

Nature  and  Content:  This  is  a  multi-item 
interview  schedule  whicli  elicits  demographic 
da\a  and  data  pertaiinirig  to  "health  n^ 
which  have  been  operationalized  as  fdllo^vTs:  (1) 
Health  ct)tidition. includes  the  number  of  days  of 
illness,  Status  of  ambulation,  and/or  difficulty 
with  symptoms  during  the.month  prior  to  inter- 
view. (2)  Physical  functioning  includes  the  ca- 
pacity to  perform  five  defined  activities  of  daily 
living  during  the  month  priorto  interview  (i.e., 
getting  about  in  apartment,  doing  own  laundry, 
getting  around  outside  apartment  complex, 
washing^  bathing,  dressing,  putting  on  shoes, 
and  -utjting toenails).  (3)  Accessibility  of  medical^ 
care  covers  the  availability  of  medical  services 
in  emergency  and  nonemergency  situations,  as 
well  as  routine  health  care. 

Administration  and  Scoring:  The  instrument 
was  developed  to  be  administered  by  interview, 
and  answer  spaces  have  been  coded  for  com^ 
puter  analysis.  The  "  trument  per  se  was  not 
scored.  Methods  of  scoring  and  data 
analysis  will  depend  upon  the  needs  and  pur- 
poses of  the  researcher. 

Development: 

Rationale:  No  underlying  theoretical  ratior 
nale  was  identified  by  the  author. 

Source  of  Items:  Two  items  were  adopted  di- 
rectly from  the  DuPage  County  Health  Depart- 
ment Survey  (Managan  et  al.,  1974),  6  items 
were  adaptecl  frofn  that  survey  and  revised  by 
the  author,  and  12  items  were  constructed  by 
*  the  author,  based  upon  her  professional  experi- 
ence'and  a  review  of  the  literature  (Hain,  1974). 

Procedure  for  Development:  The  author  inter- 
viewed two  Chicago  residents  over  65  years  of 
age  to  test  the  wording  of  the  instrument. 


Reliability  and  Validity:  No  reliability  infor- 
mation was  provided  other  than  the  author's 
statement,  "Because  of  the  experience  from  the 
DuPage  survey,  the  reliability  of  this  study  in- 
strument, although  not  statistically  estab- 
lished, was  assumed"  (Hain,  1974).  ^  ^ 

Face  validity  was  established  by  deriving  the 
items  from  the  sources  identified  above. 

Use  in  Research:  Hain  (1974)  developed  rind  used 
the  instrument  for  her  master'^s  thesis  refer- 
enced below.  Her  sample  included  elderly  resi- 
dents of  two  high-rise  apartments  in  Erie, 
Pennsylvania. 

Comm^onts:  The  questionnaire  includes  detailed 
instructions  to  the  interviewer  that  can  be 
adapted  to  the  individual  user's  needs.  The  legi- 
bility and  simplicity  of  the  questionnaire  format 
indicates  considerable  planning  on  tjhe  part  of 
its  developer.  As  it  now  stands,  the  instrument 
lends  itself  only  to  descriptive  data;  However,  it, 
could  be  developed  into  an  instrument  that 
would  yield  quantifiable  data. 

Future  work  should  include  refining  some  of 
the  wording  and  the  format  of  the  instrument. 
For  example,  question  number  2  assumes  only 
one  other  person  living  with  the  respondent,- 
question  number  5  has  no  provision  for  "don't 
know."  The  instrument's  reliability  and  vafidity 
should  be  m.ore  systematically  assessed.  <^ 
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.  '    ■  ■     '  ■  V 

Introduction 

;  '  ~  Would  you  mind  answering  a  few  questions?    I  hava  them  all  ready  In 
the  form  of  a  questionnaire.    I  shall  read  the  questions  tc  you  aad  then^^ 
fill  In  your  answers.    This  material  will  be  kept  confidential. 


Name  of  elder  person 


I.D.# 


Address 


Telephone  no.  ^_      sex  i.  mal6 

-  2.  female 

Interview  date 


Age  as  of  last  birthday     '  -  . 

1.    Is  the  elder  nyamber  able  to  answer  the  questionnaire? 


_1.    yes  2.  no 


l.a.    Reason  for  elder  member's  Inability  to  answer: 
1.    too  Infirm   4. 


^2.    mentally,  confused  5.   . 

3.    not  at  home'.  .  9.    does  not  apply 
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'2.  If  nvot  living  alone,  would  yo^  tell  me  the  age  and  relationship  of 
•-    , the  parson  living  with  you? 


age 


relationship 


>f  3     Durins  the  last  month,  how  many  days  were  you  sick  to ^ the  point  of 
Sg  to  give  up  som;  of  your  regular  activities  like  visiting, 
going  shopping,  or  cooking  for  yourself? 


1.    no  days 
"2.    1-7  days 
~3.    8-14  days 


4.    15-21  days 
~5.    22  days  or  more_ 

"6.  :  


4     During  the  last  month,  for  the  most  part,  were  you  up  fn<i^around 
!t  homerstay  in  a  chkr,  at  home  but  in  bed,  completely  bedridden 
a^  hoS:  visiting  at  the,  home  of  a  friend  or  relative,  or  in^a 
hospital  or  nursing  home? 


4a. 


up  and  around  at  home 
visiting  at  home  of  friend  or  relative 
stay  in  chair 
at  home  but  in  bed 
completely  bedridden  at  home 
at  hospital  or  nursing  home 
other 


If  ill  duting  the  last  month,  did  you  see  "'a  doctor?  - 


1.  yes 

"2.    no,  without  explanation  - 

'3     no.  feAT  and/ot  mistrust  of  doctors,  hospitals 

-4!   'no,  insufficient  knowledge  of  jnedical  resources 

"5.    no,  insukicient  .financial  resources 

~6.  i  no  transpsjrtation^ 

~7.J  no  need  forVmedical  attention 


8. 


\ 


4b.    How.  f did  you  have  to.  go  to  see  your  doctor? 
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4c.    What  method  of  transportation  di4Vou  use  4o  see  your  doctor  when  ' 
you  were  111?          *  .  ' 

\  '     •      •■  '     •  *       .  ■      *       •  ^  • 
 J.,    drive  yourself 


2.  member  of  family  drives 

3.  friend  drives     .  *  ij 


 4.  taxi-cab 

 5,.-'  bus 

 6.  you  walked 

.  ^7.  other  

 9.  does  not  apply  O     '  .  * 

4d.    Do'  you  have  Insurance  to  cover  part  of  the  cost  of  the  doctor *s 
visit?  ^  ^  ' 


1.    yes   2.  no 


How  much  did  the  visit  cost  you? 


5.    Regardless  if  you  were  sick  la^t  month*or  not,  do  you  go  to  a.doctor 
on  a  regular  basis?  '  , 

 ^1.  Tifes,  explain  •   i_  ' 

.    '  ■'  '     ^     2.    no 9  explain  \  ^  :  ' 


5a.    How  far  do  you  have  to  go  for  your  check-up? 

—  — 

 miles  I 

■  ■  ' '  ■  ■         ^  ■ '    ■  '  ■   i "  ■■  •  ' ' 

'      .  I     ■  'I  ■ 

5b.    What  method  of  transportation  do  you  use  to  keep  your  doctor^ s 
appointments?  / 


drive  yourself 
_2*    member  of  family  drives 
3.    friend  drives 


Ji.  taxi-cab 

_^5-.  bus 

j6.  ycu  walk 

"7.  bther 


\9.  does  not  apply 

■T-  .        ,  ^  J 

•A:  : 

\.  1.  •       ....      •  V 


■         •      ^  '  VOLUME  1 

428  . 

5c/  Do  yoa  h^^  to  cover  your  regular  checWp? 


4.    yes    '  If  yes,  what  is  the  source  of  the  third  party 
,  payment?  :  


What  is  the  average  cost  peft:  visit?  $ 


6.    In  the  evei^J^f  a  sudden  illness,-  what  do  you  do?. 
i.-     ij  call  your  own  doctor 


go  to  an  E»R. 

"3.    call  a  relative  '     ^  ^ . 

"4,    call  the  management  .  ' 

""5.    call  the  inhalator  squad 


6.  other 


7.    In  general,  how  far  do  you  have  to  go  to  get  your  prescription 
fiHed?       .         .  '  -      '  \ 


mile's 


7a.    In  general,  what  method  of  transportation  do  you  use  to  get  your 
prescriptions? 

1,  drive  ydurself 

2,  member  of  family  drives 


"a.  ^  friend  drives 


♦    4,  taxi-cab 


5.  bus 


6.^  you  wall^ 

'7  A  home  delivery 

W  Qthel:  ^ 


n.    During,  the  last  year,  how  much  did  medications  cost  you  on^ a  monthly 
basis?  '  w 
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^During  the Mast  montlu"  have  you  had  any  difficulty  with  the  following 
symptotns?    If  yes,  did  you  seek  medical  attention?    Please  explain. 


difficulty, 


medj^cal 
advice 


symptom 


\  yes 


no 


,yes 


no 


'  comment- 


1, 

X. 

4. 

5, 

6/ 
.  ?• 

8. 
9. 
10. 


trouble  breathing  ' 
pains  la  chest 
'swelling  of  ankles 

or  feet 
pains  in  joints  or 

-  muscles 
frequency  of 

urination  ' 
dizzy  spells 
sores  that  do  not 

heal 
trouble  hearing 
trouble  seeing 
other  t 


\ 


I  am^gbing  to  read  a  list"  of  activities  that,  many  people  have  difficulty 
with  as  they  grow  older*    After  I  read  each  one,  please  tell  me  If  you 
.have  no  difficulty,  some  difficulty  with,  or  whether  you  cannot  do  it  * 
ali.  .  '  '.   \        ■  . 


1.  .  getting  about  in  the 

apartment. 
2^    doxlig  own .  laundry 
3i.    wiashing,  bathing, 

dressing^  imrtlng 
on  own  shoes  ' 
-4.    getting  around  out-  ; 
'    *side  apartment  ^ 
complex^' 
cutting /yoiur  own 
toenails  f 


no  diff : 
(0) 


some  ^ 

(1) 


cannot 
(2) 


/ 
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io.    Is  there  anything  you  feel  Is  a  problem  or  ^  need  In  your  way  of  life 
today?' 


Notes : 


Wighted  'by  the  Ametican  Journal  of  Nursing  Co-npany;-  reproduced  with  P"-^"^-  Health  Re.ource.  , 

^copyrighted  by  ^^p^„d„,,i„„  prohibited  ^thout  permission  of  copyright  holder. 
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J    Title:  PULSES  PROFILE 
Author:  Mo^kowitz,  Eugene 

;  Var^        Functional  capacity,  as  determined  by 
general  physical  condition  (P),  upper  extremity/ 
functioning  (U),  lower  extremity  functioitiiTg 
f  (L)y  sensory  function  (S),  excretory  functions 
:    (E),  and  mental  and  emotional,  status  (S),  are 
?  assessed  by  this  instrument. 

r  y  Description:  .  / 

Nature  and  Content:  The  PULSES  Profile  is  a 
method  by  which  to  assess  the  functional  capac- 
ity of  an  individual  much  like  the  Apgar^Score  is 
•/used  to  assess  a  newborn.  The  areas  of  assess- 
'   ment  are  as  follows:  / 

P  physical  condition  including' diseases  of  the 
.  viscera  (cardiovascular,  pulmonary,  gas- 
trointestinal, urologic,  and.  endocrine)  and 
cerebral  disorders  which  are  no^t  enumer- 
r^^^^ted  in  the  lettered  categories  which  follow 
uT^ppex^extreni^^  girdle, 

cervical  and  upper  dorsal  spine  '  ^ 
L   lower  extremities  including  the  pelvis,  lower 
/     dorsal,  and  lumbosacral  spine 
/S   sensory. components  relating  to  speech,  vis- 

ion,  and  hearing 
E   excretory  functions,  i.e.,  bowel  and  bladder 

control  j 
S   mental  ?ind  emotional  status. 

Each  area  of  assessment  is  rated  1,  2,  3,  or  4 
by  following  the  guidelines  on  the  PULSES 
worksheet.  »  ^ 

\-  .    ■  _  ;•     \   ■  ; 

Administration  and  Scoring: jFor  the  most  ef- 
;  fective  use  of  the  profile,  the  patient  should 
/  have  had  a  complete  and  thorough  medical 
examination,  and  the  pera^oni  completing  the 
profile  should  have  access  to  'all  pertinent  pa- 
tient health  care  and  social  oajta.  Following  the 
worksheet  guidelines  and  using  dat^  available 
.'from  all  sourCes.including  ol)3ervation,  the\  in- 
vestigator completes  the  forriji  by /assigning  a  ^ 
"r  numerical  value  to  each  category  of  the  profile 
(see  instrumient).  I  f  / 

\  '  '  '  '■       ..•■'.!  y  / 

\^    The  numerical  values  given  to  the^^ various  categories 
l\     constitute  the  basis  for  the  inteirpretatioh  of  the 
profile. . . .  For  instance:  .  !  /  ' 

:.  ■  ■  ■  ■    :  .-        i/      ■  ' 

\  An  82 -year-old  man  with  mild  diabetes  not  requiring 
Vstrict  dietary  control  or  insulin,  jsuffered  a  mild  cere- 
brovascular accident  on  an  arteriosclerotic  ba3is,  with  a 
resultant  right  hemiparesis.  He  wpars  a  brace  and  walks 
with  difficulty.  Aphasia  is  minimal.  On  occasion  he  is 
incontinent  during  the  night  aiid  he  has  minimal  cere- 
bral changes.  '  >   I  ' 


The  profile  would  read  as  follows: 


PULSES.'"  . 
323222 

^  .  • 

The  profile  would  be  interpreted  as  follows:  This  is  an 
individual  who  is  ambulating  with  difficulty.  He  re- 
quires some  medical  supervision.  He  has  fairly  good  use 
of  his  upper  extremities;  wets  the  bed  occasionally  and 
has  minimal  signs  of  mental  deterioration  not  requiring 
close  supervision  and  control.  From.,the  environmental 
■  point  of  view,  we  infer  that  he  woulcl  need  placement  in 
an  institution  with  accessible  physical  facilities,  includ- 
ing bathroom  and  living  quarters  located  on  one  floor, 
where  he  could  also  obtain  his  meals.  (Moskowitz  and 
McCann,  1957). 

,  A  film  has  been  developed  by  the  New  York 
State  Department  of  Heialt^  to  introduce  the 
PULSES  Profile  technique. 

Development: 

Rationale:  The  increasing  number  of  chroni- 
-  cally  ill  and  aging  persons  has  emphasized  the 
need  for  an  effective  method  of.evaluating  and 
classifying  their  functional  capacity.  Many  ap-  • 
proaches  have  been  utilized.  Dasco  and  his  col- 
leagues (Moskowitz  and  McGinn,  1957)  based 
functional  evaluation  on  mobility;  McBride 
(1948)  set  up  rigid  performance  tests  based  upon 
various  occupational  pursuits.  The  PULSES 
Profile  is  an  attempt  to  reconcile  the  various 
performance  criteria  (Moskowitz  and  McCann, 
1957). 

Source  of  Items:  The  PULSES  Profile  is  based 
upon  the  Pulhems  Profile  method  of  rating  func- 
tional capacity  developed  by  the  Canadian 
Army  and  subsequently  adopted  by  the  U.S. 
Army  during  World  War  IL 

Procedure  for  Developmeiit:  Using  the 
Pulhems  Profile  as  a  point  of  departure,  the 
specifications  for  the  categories  were  , changed 
and  an  additional  category,  bowel  and  bladder 
continence,  was  added  in  order  to  apply  the  sys- 
tem to  the  chronically  ill,  disabled,^!na  aged. 
The  numerical  grades  of  the  Pulhems^rofile 
were  maintained. .  . 

Reliability  and  Validity:  No  information  .c^^ 
cerning  the  reliability  of  the  instrument  was  > 
provided.  The  instrument  has  face  validity. 

Use  in  Research:  The  profile  has  been  used  ex- 
tensively by  Moskowitz  in  his  work  with  chroni- 
cally ill  and  disabkd  persons  in  New  York  State. 

Comments:  As  the  author  states,  ''Disability 
evaluation,  properly  geared  to  the  selected 
group,  is  necessary  to  supplement  the  medical 
diagnosis"  (Moskowitz  and  McCann,  1957). 
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The  PULSES  Profile  provides  a  concise  sum- 
mary of  data  available  from  several  sources.  It 
would  appear  to  be  useful  in  establishing  a 
baseline  picture  of  a  patient's  condition,  asses- 
sing nursing  care  requirements,  setting  re- 
habilitation goais,  and  evaluating  progress 
toward  those  goa^js,  or  conversely,  documenting 
further  physical  or  mental  deterioration. 
Psychometric  attention  is  needed  prior  to 
'  further  use. 

''References: 

Dacso,  M.,  and  Rusk,  H.,  et  al.  Rehabilitation 
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Moskow1tz»  Eugene 

PULSES  PROFILE    .  r 


p.         Physical  condition  Including  diseases  of  the  viscera  (cardiovascular, 

pulmonary t  gastrointestinal,  urologic,  and  endocrine)  and  cerebral  disorders 
which  are  not  enumerated  In  the  lettered  categories  below. 

-  ' 

lio  gross  abnormalities  considering  the  age  of  the  Individual. 
Minor  abnormslltles  not  requiring  frequent  medical  or  nursing  supervision. 
Moderately  severe  abnormalities  requiring  frequ.liu  medical  or  nursing 
supervision  yet  still  permitting  ambulation. 

Severe  abnormalities  requiring  constant  medical  or  nursing  supervision 
confining  Individual  to  bed  or  wheelchair. 

^*         Upper  extremities  Including  shoulder  girdle,  cervical  and  upper  dorsal  isplne. 

1.  No  gross  abnormalities  considering  the  .age  of  the  Individual. 

2.  Minor  abnormalities  with  fairly  good  range  of  motion  and  function. 

3*   Moderately  severe  abnormalities  but  permitting  the  performance  of  dally 

needs  to  a  limited  extent. 
4*   Severe  abnormalities  requiring  constant  nursing  care« 

^*  Lower  extremities  including  the  pelvis,  lower  dorsal  and  lumbosacral  spine. 

'1.  No  gross  abnormalities  considering  the  age  of  the  Individual. 

2.  Minor  abnormalities  with  fairly  good  range  of  motion  and  funclton. 

3.  Moderately  severe  abnormalities  permitting  limited  ambulation. 

4.  Severe  abnormalities  confining  the  individualto  bed  or  wheelchair. 

S.  Sensory  components  relating  to  speech*  v1s1on>  and  hearing. 

1.  No  gross  abnormalities  considering  the  age  of  the  Individual. 

2.  Minor  deviations  Insufficient  to  cause  any  appreciable  functional  Impairment. 
3*  Moderate  deviations  sufficient  to  cause  appreciable,  function  impairment* 

4*   Severe  deviations  causing  complete  loss  of  hearing,  vision,  or  speech. 

E.  Excretory  function j  that  Is,  bowel  and  bladder  control. 

1.  Complete  control .        '  \ 

2.  Occasional  stress  incontinence  or  nocturia. 

3.  Periodic  bowel  and  bladder  .lncontinence  or  retention  alternating  with  control. 

4.  Total  incontinence,  either  bowel  or  bladder. 

Mental  and  Emotional  Status.  % 
No  deviations  considering  the  age  of  the  Individual. 

Minor  deviations  In  mood,  temperament  and  personality  not  Impairing  environ- 
mental adjustment. 

Moderately  severe  variations  requiring  some  supervision. 
Severe  variations  requiring  complete  supervision. 

PROFILE 
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Copyrighted  by  Pergamon  Press;  reproduced  with  permission  by  the  Health  Resources  Administration 
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Title:  GERIATRIC  RATING  SCALE  (GRS) 

Authors:  Plutchik,  Robert,  Conte,  Hope,  Lieb- 
erfnan,  M.,  Bakur,  Marcella,  Grossman,  J,  and . 
Lehrman,  N. 

Variable:  The  xevel  of  physical  and  mental  func- 
tioning of  geriatric  patients  as  it  can  be  assessed 
by  ratings  of  selected  observable  behavior  is  the 
variable. 

Description:  . 

.  Nature  and  Content:  This  is  a  31-item,  fully 
anchored  raUng  scale.  The  items  address  be- 
havioral characteristics^ which  the  authors  con- 
sidered as  indicative  of^the  level  bf  physical  and 
social  functioning  of  geriatric  patients..  Each 
statement  is  followed  by  three  possible  response 
choices,  and  .responses  are  to  be  indicated  by 
circling  the  number  which  corresponHs  to  the 
answer  of  choice.  AH  items  are  rated  in  the  same 
direction,  i.e.,  a  higher  rating:  is  indicative  of  a 
higher  degree  of  impairment. 

Administration  and  Scoring:  The  rating  scale 
was  designed  to  be  administered  on  the  pa- 
tients' wards.  It  requires  no  special  training  on 
the  part  of  the  rater  other  than  he(she)  be  well 
acquainted  with  the  patient  being  rated.  The 
patient  need  not  be  cooperative'or  present- dur- 
ing the  rating.  Ratings  are  to  be  based  on  be- 
havior observed  only  during  the  previous  week. 

A  total  score  is  obtained  by  summing  the  rat- 
ing indicated  for  each  it^)m.  Based  upon  the  in- 
strument 5tself,  ohe  TZVige  of  total  scores  can  be 
from  0  to  62.  However,  in  Plutchik  et  al.  (1970),  it 
is  reporter?  that  in  their  analysis?  of  data,  ratings 
of  items  8,  10,  and  11  were  discarded  because  of 
the  day  shifts'  difficulty  in  obtaining  informa- 
tion on  these  items.  Therefore,  if  these  items  are 
eliminated,  total  scores  may  range  from  O  to  58. 
The  higher  the  score,  the  ^^reater  the  patient's 
impairment  in  functioniiig. 

Developmeiit: 

Rationale:  No' information  regarding  an  un- 
derlying theoretical  rationale  was  provided. 

Source  of  Items:.  The  items  were  based  upon 
the  professional  experience  with  geriatric  pa- 
tients of  a  group  of  psychologists  and  psychia- 
trists and  a  review  of  existing  rating  scales. 
Three  of  the  items  were  adopted  from  the 
Stockton  Geriatric  Rating  Scale  (Meer  and 
Baker,  1966),  and  19  of  the  items  were  adapted 
from  the  same  source. 

*  Procedure  for  Development:  The  authors  de- 
cided that  all  items  were  to  be  brief,  objective, 
and  worded  in  simple  language  (Plutchik  et  al.. 


3  1 

1970).  To  the  items  adopted  and  adapted  from 
the  Stockton  Geriatric  Rating  Scale,  the  authors 
added  nine  new  items. 

Preliminary  drafts  were  made  and  revised 
until  there  was  consensus  among  the  clinicians 
that  the  items  had  face  validity  and  content  va- 
lidity" for  the  population  for  which  it  was  in- 
tended. 

Reliability  and  Validity:  The  GRS  was  used  to 
rate  the  behavior  of  patients  on  nine  geriatric 
wards  of  the  Bronx  State  Hospital.  On  six  of  the 
wards,  two  independent  ratings  for  each  patient 
were  made  by  ward  attendants.  Dual  ratings 
werv  made  for  86  patients;  the  correlation  be- 
tween the  ratings  made  by  the  two  raters! was 

0.87.  •         ■  I  ■ 

Data  were  obtained  on  a  total  of  207  patients 
in  the  Bronx  State  Hospital.  An  item  analjysis 
was  performed  to  determine  which  items  dis- 
criminated best  between  patients  functioning  in 
a  relatively  integrated  manner  and  those  ^ho 
were  more  impaired.  For  this  purpose,  scores  of 
the  30  patients  vdth  the  highest  ratings  wbre 
compared  with  scores  of  the  30  patients  with  the 
lowest  ratings.  Twenty-four  of  the.  items  dis- 
criminated at  the  0.05  level  or  higher;  20  of  tljie 
items  discriminated  at  the  0.001  level  or  higher. 

Validity  evidence  was  proyided  by  a  compari- 
son of  the  rating  scale  scores  of  50  hospitalized 
geriatric  patients  with  those  of  36  hospitalized 
nongeriatric  patients,  ru  'omly  drawn.  When 
the  mean,  scores  for  the  oWo  groups  were  com- 
pared, the  difference  was  significant  at  the  0.001 
level. 

Six  psychologists  and  psychiatrists  from  the 
geriatric  wards  at  the  Bronx  State  Hospital 
were  asked,  independently,  to  rate  the  above- 
mentioned  nine  wards  on  a'9-point  scale  in 
terms  of  the  adequacy  of  the  average  function- 
ing of  the  patients  on  these  wards.  Correlations 
were  then  run  between  the  mean  psychiatrists' 
ratings  and  the  mean  GRS  scores  for  each  ward. 
The  correlation  between  the  psychiatrists'  rat- 
ings and  the  GRS  scores  was  0.86. 

The\same  six  psychologists  and  psychiatrists 
were  a^ked  to  rank  the.wards  on  a  9-point  scale 
on  the  bagis  of  how  adequate  they  believed  the 
average  'functioning  of  the  patients  o^i  each  of 
the  wards  to  be.  The  correlation  between  the 
wards'  average- GRS  scores  and  the  judged  rank 
of  the  wards  was  0.95. 

Use  in  Research:  the  development  and  use  of 
the  GRS  are  described  in  the. references  cited- 
below.  The  GRS  has  been  recommended  for  re- 
search use  by  the  Early  Clinical  Drug  Evalua- 
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tion  Unit  (ECDEU)  of  the  Psychopharmacology 
Branch  of  National  Institutes  of  Mental  Health 
(Guy, 

.  Comments:  This  instrument  appears  to  be  com- 
prehensive, easy  to  administer,  and  to  provide 
the  information  for  which  it  was  designed.  The 
physical  format  of  the  instrument  makes  it  easy 
to  score,  and  norms  have  been  computed  by  the 
authors.  The  simple  direct  language  should 
make  it  usable  by  a  variety  of  health  care  per- 
sonnel with  a  variety  of  patients  in  a  variety  of 
health  care  settings.  This  tool  has  had  a  good 
deal  of  psychometric  attention.  However,  any 
potiential  user  must  determine  its  reliability  and 
validity  for  his(her)  setting  and  population. 

\^  If. more  than  one  rater  is  involved,  it  will  be 
important  to  establish  interrat'er  reliability,  for 
some  of  the  items  require  value  judgments  on 
the  part  of  the  rater,  e.g.,  those  items  which 
have  the  words  "often"  and  "sometimes"  as  rat- 
ing choices. 
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392-403.    .  "  ' 

Plutchik,  Robert,  and  Conte,  Hope.  Change  in 
social  and  physical  functioning  of  geriatric  pa- 
tijBnts  over  a  one-year  period.  The  Geron- 
tologist,  1972, 12  (2),  181-184. 


Plutchik,.  Robert,  Conte,  Hope,  and  Bakur- 
Weiner,  Marcella.  Impact  of  summer  camp  ex- 
perience on  geriatric  ex-patients.  Journal  of 
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blind  study.  Jowmai  0/  the  American  Geriat- 
rics Society,  1975,  25,^355-359. 
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GERIATRIC  RATING  SCALE  (GRS) 
Instructions 

Be  sure  to  rate  all  ItenS  for  each  patient. 


Name  of  Patient   ■  .   .    .  .  - 

His  ward  loday's  date^ 


His  ward_ 
Your  name 


Your  job  title 


^usbcr  wiiidi 


Ko  aflisuacs  (feeds  htxtadi)   •  

CoMMetablc  aMiitaaea  Upoon  tecdwtt,  etc.)   

3.  tb*  palkiit  b'  inconliiiftti;  q 

Nmr   

Semtbrfn  (ooa  or  iwi«  p«r  vfttfcj   

Cfus  (thrtt  tioo  per  mtck  or  mow)    • 

Wba  bathins  or  cl«r«?,  Uit  paitwt  otm^:  ^ 


4.  llipttk«twmfaU  rromhkb«lorciulruBiaiPfOCe^  l»y  rid.  , 

nflt:    0 

Wmr   * 

SOmctimw  

OCtta   ' 

J.  WUh  w^atd  to  walkiafc  th«  palicot:  ^ 

H»  BO  diOicuUy  •••  I 

K«dft  awiitaiiea  ia  wailuofi  ' ; 

Do«  not  walk  '   . 

«.  Tfco  paUenA  vbion.  with  or  ^i(iihaat  sboet,  i»:    ^ 

Appaxe&Jy  nonwu   "  i 

SoMwhat  Impaired  "'.!!!'.'.... 

fw^wly  poor   

7*  7k«  padenil  bearins  is:  '  0 

AppfUtaUy  noimai  •   ^  % 

Sooitwhat  Impaiitd  '^^^ 

Exucmtiy  poor   •  ■"" 

t.  WUh.ri«Mtl  to  »kcp.  Uw  patient:  o 

5htpf  wuMt  fl<  th«  night  '  ' *  ^  ^  - — j  

b  sooKtimcs  awako   •  " ' 

b  oOm  airako  •  - •  •  

T^lL'D^  tht  day,  tho  pwimu  itoeP^   '  q 


.   OClfiD   2  « 

Itatoftbodiy  

k  WUh  cerutl  to^wUem  behavior  at  iii«ht,  ibo  patient  b:  ^ 
Sddoa  jtsUii   ;  V'- 

Sooctimct  mtlen  z 

Ofttii  tculem   

U.  Tht  paiieat^  behavior  Is  woiio  at  fiight  than  to  ibtdayiimo: 

New   ' " 1 


Qfltn  ■*' 

18.  Wbtft  »oi  helped  by  oiber  people,  tbopaikfifiappcanoc.  It: 

AbDoit  never  jloppy   ^  .•  

sloppy   ■'••••A  

always  sloppy   


\ 

PSYCHOSOCIAL  INSTRUMENTS  \ 

  ■    \  '   

Circle  only  the 
number  which 

The  patient  masturbates  or  exposes  himself  publicly:! 

Never  i   0 

Sometimes   ,  y..^   I 

Often  

The  patient  is  confused  (unable  to  ilnd  his  way  around  the  ward» 

loses  his  possessions,  etc.)  >  - 

Almost  never  i.   0 

Sometimes^  I   ^ 

.  Often  :  .1^..  

The  patient  knows  the  names  of:  \ 

More  than  one  member  of  the  staff  .«  0 

Only. one  member  of  Uie  staff  I 

None  o£  the  staff  I  

The  patient  communicates  in  any  manner  (by  spcakin;;,  writing,  or  ^ 

gestering)  well  enough  to  make  himself  easily  understood: 

Almost  always   ;  •  .1   0 

Sometimes   \  .  1 

Almost  nevfr  

The  patient  reacts  to  his  own  name:  ^ 

Almost  aiwa>'5.  1   0 

Sometimes  

Almost  never  /  

The  patient  plays  e^mcs,  lias  bobbies,  etc.:  .  ..  .    '  \ 

Often   .0 

Sometimes  I....* 

Almost  never   

The  ^7.iient  reads  books  or  magazines  on  the  ward:  ^ ,  \ 

Oftirr*  0 

Somet'^jcs  t,.....*  

Alm<utt  never  •••• 

The  patient  will  bcgcn  conversations  with  othen: 

Often  i...  0 

'^metimcs  •  • 

Almost  never   '  ».* 

The  patient  is  uilling  to  do  things  asked  of  him:  •]  \ 

Often  ,  :........^^_0 

Sometimes   .-^^j^^;^..:...  ....»♦»-.-•-•  .-ii^srr. .  • .  •  <  * 

_Alnttost_never     .-;Tr;        j   *  

The  patient  helps  with  chores  on  the  ward:  .1 

Often  •  \  0 

Sometimes   '.  ^  

Almof/  never  . 

Without  being  usked,  the  patient  ph>-sically  helps  othcf  patients:  \ 

Often  V  0 

Sometimes  ..^  «•  \ 

Almost  never  ••.  i,;**.^   \  . 

With  regard  to  friends  oh  the  ward,  the  patient:  "*  1 

Has  several  friends   •  \  0 

Has  just  one  fricmi  .   •  ;   ■\ 

Has  lio  frienib  ......^  \ 
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13. 


15. 


16. 


17. 


18. 


19. 


20. 


21. 


2^. 


24. 
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1$.  The  patient  Ulks  with  other  people  on  the  ward: 


31.  The  patient  physically  tries  to  harm  otjier  patients  or  staff:  ■ 


ttm  or  nATwcs 


Circle  only  the 
number  vrhich 
applies 


Ofteir  •   °  J 

Sometimes    ♦  ^' 2 

'    Almost  never       —  •  

26.  Hie  patient  has  a  refi;ular  woric  ossifmraent: 

Away  irom  the  ward  -   ^ 

On  the  ward  •  •  ^  ^ 

No  reguto  assignment  .   

'      27.  The  patient  fa  destructive  of  maicriab  aroand  him  (breaks  furniture, 
team  up  majpieines,  etc.) 

Never   "  j 

Sometimes   -  •  •  •  •   2 

Often  •  

21.  The  patient  disturbs  other  patients  or  staff  by  shouting  or  yeUmg:  ^ 

Never  •  ' °  j 

Sometimes   •   2 

Often   •  

29.  The  patient  steab  from  other  patients  or  staff  members:  ^ 

Never  •   \  j 

Sometimes   ■ 2 

Often   T  

•        30.  The  patient  verbally  threatens  to  harm  other  patients  or  sUif:  ^ 

Never   J 

Sooaetimcs  •  ^   2 

Often  .. 


Never  •  ®  j 

Sometimes   *  *"  2 

Often  


-C^prrighteTby  the  American  Geriatrics  Society;^reproduced  with  P«"-J"i°"  t*'^ 
Health  Resources  Administration.    Further  reproduction  prohibited  without 
permission  of  copyright  holder. 
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Title:  PSYCHOSOCIAL  FUNCTION  SCALE 

Author:  Putnam,  Phyllis  A. 

Variable:, The  variable  is  psychosocial  function. 
Psychosocial  function  is  operationally  defined  as 
the  ability  to  act  in  areas  of  life  not  immediately 
connected  to  the  biochemical  maintenance  of 
life.  This  definition  included  the  knowledge  and 
ability  to  interact  with  other  people  and  to  act  in 
the  interests  of  both  preservation  of  self  and 
enjoyment,  i-^  •  ^         - —  


Description: 

Nature  and  Content:  This  is  an  8-item  (cate- 
gory), fjilly  anchored,  5-point  (0-4)  rating  scale.. ' 
Each  item,  addresses  itself  to  one  aspect  of. 
psychosocial  function;  the  eight  items  ai*e:  (1) 
interaction  with  nurses,  (2)  interaction  with 
other  patients,  (3)  use  of  spare  time,  (4)  knowl- 
•  edge  of  current  events,  (5)  knowledge  of  daily 
schedule,  (6)  expression  of  needs,  (7)  knowledge 
of  hospital  resources,  and  (8)  knowledge  of  own 
resources.  Each  item  has  appropriate  response 
alternatives. 

Administration  and  Scoring:  The  scale  is  de- 
signed to-^be^used  by  health  care  personnel  to 
rate  patients.  Each  sheet  is.  arranged  so  that  24 
different  patients  can  be  rated  oh  each  of  the- 
eight  items  by  placing  a  check  in  the  appropri- 
-ate  space  beside  tfie  patient's  Aame. 

A  total  score  is  obtaifiied  for  each  patient  by 
"summing  the  ratings  on  each  of  the  eight  items. 

Development: 

Rationale:  Traditionally  nurses  have  used 
specific  points  of  observation  in  assessing  physi- 
cal care  needs.  This  instrument  was  developed 
frpm  the  idea  that  if  nurses  are  to  give  the  kind 
of  organized  attention  to  psychosocial  function 
that  they  give  to  physical  fundtion,  equally  clear 
points  of  observation  should  be  marked  out. 
Nurses  actually  make  psychosocial  observations 
on  patients  a^  a  matter  of  course,  but  usually  do 
not  formally  record  these  observations.  The  pre- 
sent instrument  provides  for  such  formal  rec- 
ording. ■ 

Source  of  items:  The  items  were  based  upon  a 
review  of  the  literature  and  the  author's  profes- 
sional experience.  '  -  ^ 

Procedure  for  Development:  No  information 
was  prQvided. 

Reliability  and  Validity:  Some  reliability  and 
validity  data  were  provided  by  Putnam's  (1973) 
study.  Chjirge  nurses  rated  each  of  their  pa- 
tients on  the  Psychosocial  Function  Scale  for 
each  of  6  weeks.  Split-half  reliabilities  were  cal- 


culated on  each  of  these  (5  weekly  samples;  the 
reliability  co^ficients  ranged  from  0.84  to  0.96. 
Sample  size  ranged  from  43  to  46  patients. 

In  order  to  estimate  validity,  the  charge 
nurses'  Psychosocial  Function  Scale  ratings  for 
the  6  weekly  samples  were  correlated,  with  the 
Patient  Interest  Survey  ratings  completed  by, 
nursing  aides.  The  Patient  Interest  Surveys 

.  recorded  items  such  ^s:  reads,  watches  TV,  vis- 
its with  other  patients,  etc.  These  correlations 

-ranged-from  0.62,  significant  beyond  the  0.001 
level,  to  0.44,  significant  beypnd  the  0.01  level. 

Validity  was  also  estimated  by  correlating  the 
scores  of  a  coi^inuous  group  of  33  patients.  The 
patients'  presti^y  scores  on  a  Self-Report  of  Ac- 
tivities were-^orrelated  with  their  first  week* 
Psychosocial  Function  Scale  ratings,  and  their 
poststudy  Self-Report  scores  were  correlated 
with  their  6th  week  Psychosocial  Function  Scale 
ratings.  Correlations  of  0.66  and  0.54,  significant 
beyond  the  0.01  level,  were  found. 

Use  in  Research:  'this  instrument  was  one  of 
three  used  by  Putnam  to  collect  data  for  her 
study,  "Nurse  Awareness  and  Psychosocial 
Function  in  the  Aged"  (1973).'The  study  was  a 
preliminary  test  of  the  idea  that  nurses  could 
include  psychosocial  observations  in  their  usual 
workloads.^  - 

It  was  coilducted  in  two  nursing  care  units  of 
a  home  for  the  aged.  One  of  the  units  was  an 
extended  care  facility  and  the  other  a  unit  for 
the  care  of  patients  with  varying  degrees  of 
blindness  associated  with  varying  degn^ees  of 
chronic  illness.  The  patients  were  nonacutely  ill . 
residents  who  required  some  nursing  supervi- 
sion; all  but  a  small  minority  were  ambulatory. 
The  nursing  staff  consisted  of  aides,  licensed 
vocational  nurses,  and  supervisory  registered 
ntirses. 

Comments:  Regul,ar  nursing  personnel  can  re- 
cord data  on  this  instrument  in  ordinary  patient 
care  settings.  Any  potential  user  should  review 
the  author's  o'iperational  definition  of  psychoso- 
cial function  and  be  certain,  that  it  represents 
his(hei:)  research^  interests.  Although  the  "evi- 
dence of  reliability  and  validity  and  the  ease  of 
scoring  might  lead  one  to  conclude  ±hat  this  is  a 
usable,  useful  instrument,^  any  potential  user 
must  determine  its  reliability  and  validity  for 
his(her)  own  setting. 

References: 

Putnam,  Phyllis  A.  Nurse  awareness  and  psycho- 
social function  in  the  aged.  The  Ger- 
onotologist,  Summer  1973,  i;?  (2),  163-166.  / 
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•Rtle:  FUNCTIONAL  LIFE  SCALE  (FLS) 

Authors:  Sarnor  John  E.,  Sarno,  Martha  T.,  and 
Levita^  Eric 

C  * 

Variable:  A  noninstitutionalized  individual's 
abiility  to  participate  in  all  of  the  basic  daily 
activities  which  are  customary  for  the  majority 
of  human  beings  i  s  the  variable  assessed  by  this 
instrument. 

Description: 

tfature  and  Content:  this  rating  scale,  has.  44  - 
items  distributed  among  five  categories:  cogni- 
tion (14  items),  activities  of  daily  living  (7  items),  . 
home  activities  (8  items),  outside  activities.  (9  . 
items),  and  social  interaction  (6  items).  Most  of 
the  items  are  to  be  rated  on  each  of  four  qual- . 
ities:  self-initiation,  frequency,  speed,  and  over- 
all efficiency.  On  the  instrument,  wher^e  the 
authors  considered  it  inappropriate  to  rate  an 
item  on  a  particular  quality,  they  have  placed 
an  "X"  to  so  indicate.  In  the.  "not  applicable"  ' 
column,  the  ''X's"  have  been  placed  to  indicate 
that  it  is  inappropriate  to  check  any  of  these 
items  as  being  "not  applicable."  In  the.  "not  ap- 
plicable" column,  where  there  are  no  "X's,"  it 
will  depend,  upon,  the  client  whether  or  not 
these  item§  are  applicable. 

The  FLS  attempts  to  describe  the  patient  in 
terms  of  what  he  actually  does,  not  in  terms  of 
.  what  he  has  the  ability  to  do  (Sarno  et  al.,  1973).. 
Administration  and  Scoring:  No  pnecial  provi- 
sions are  necessary  for  administr      n  of  the 
scale.  However,  raters  must  be  trained  to  make 
accurate  judgments.  An  attempt^has  been  made 
to  limit  distortions  in  ratings  by  the  type  of 
items  selected  and  the  training  of  the  raters 
(Sarno  et  al.,  1973). 
A  scoring  sheet  is  included  ip  the  FLS.  Scores 
\are  reported  as  proportions,  which  are  derived  .• 
by  dividing  the  subject's  score  by  an  adjusted 
rnaximum  score  (maximum  possible  score  minus  t 
"not  applicable"  items).  The  5-point  continuum 
rating  scale  is  as  follows:  0— does  not  perform 
the\  activity  at  all;  1— very  poor,  2— deficient, 
J  3— approaches^. normal,  4 — normal.' 

Tire  rater  rates  each  item  for*  self-initiation, 
frequency,  speed/and  overall  efficiency  in  order 
to  obtain  more  information.  While  it  creates  in- 
creased difficulty  in  training  raters,  it  is  be-  , 
lieved  to  add  substantially  to  the.-  value  of  the 
scale. 

It  is  possible  to  achieve  the  same  score  for  a 
variety  of  reasons.'  It  is  the  total  for  each  item'' 
which  is  important,  since  this  defines  what  the 
patient  actually  does.  The  derivation  of  total 


scores  for  the  various  qualities  can  be  used  to 
determine  the  contribution^  of  such  factors  as 
motivation  and  speed.  _ 

Development:  .  -    '  . 

Rationale:,  How  a^  disabled  patient's  impair- 
ments are  reflected  in  his  day-to-day  activities 
are  of  great  concern  to  those  professionals  work- 
ing in  rehabilitation  medicine,  since  the  succiess 
or  failure  of  rehabilitation  efforts  must  ^ulti- 
mately be  measured  in  term^  of .  functional 
achievement  (Sarno  et  al.,  19.73).  Before  analyz- 
ing those  specific  factors  in  the  patient's  physi- 
cal, mental,  emotional,  and  environm^^ntal 
makeup  which  lead  to  successful  rehabilitation, 
it  is  necessary  to  have  the  means  of  accurajbely 
picturing^how  the  patient  is  living  at  any  given 
moment.  It  was  with  these  considerations  in 
mind  that  the  FLS  was  developed  as  a  clinical, 
research,  and  teaching  tool.  ) 

Source  of  Items:  No  information  was  provided. 

Procedure  for Mivelopment:  No  information 
was  provided.         .  . 

Reliability  and  Validity:  EleVen  staff  mem- 
bers (physicians,  speech  pathologists,  physical 
therapists;  a  psychologist,  a  nurse,  and  an  occu- 
pational therapist)  rated  25  patients  with*  vary- 
ing disabilities.  Each  patient  was  rated  twice, 
the  second  time  withia  a  2-  to  3-week  period. 
Median  test-retest  correlation  coefficients  (r)  for 
•  the  11  raters  on  the  four  test-retest  qualifying 
"  conditions  we]re:  self-initiation,  0.91;  frequency,.^ 
0.92; ;  speedy  0.89;  overall  efficiency^  0.89;  and 
overall  score,  0.92. 

Evidence  of  concurrent  validity  was  found  by 
comparing  the  FLS  ratings  of  32  subjects  with 
clinical  judgments  made  about  them  by  an  ex-, 
perientfed  physiatrist.  The.  Spearman  rai>k- 
order  correlation  between  FLS  ratings  and 
global  evaluation  by  the.  pTiysiatrist  was  0.69; 
significant  at  0.001  on  the  basis  of  a  two-tailed 
test.  •  . 

Use  in  Research:  The  FLS ;wa3  introduced  and 
described  by  its  three!  authors,  John,  Sarno, 
.Martha  Sarno,  arid  Eric  Levita  in  ah  articlelin 
the  May  1973  issue  oi  Archives  of  Physical  a\id 
Medical  Rehabilitation  entitled  "The  FuHv^aon^l 
Life  Scale." 

Comments:  As  the  authors  stated,  perhaps  the 
instrument's  most  important  potential  value  is 
'  in  the  investigation  of  factors  related  to  the  re- 
covery (rehabilitation)  or  lack  of  it  in  the  dis- 


abled patient  (Sarno  et  al.,  1973). 


Reliabilities  of  the  FLS  are  high,  even  for  the 
category  scores.  The  concurrent  validity  data, 
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determined  by  comparing  the  PLS  with  the  clin- 
ical judgment  of  one  physiatrist,  are,  neverthe- 
less, relatively  good*  for  this  type  of  data.  The 
measure  appears  to  have. .content  validity.  It 
would  be  helpful  to  have  information  regarding 
the  interitem,  item-category,  and  intercategory 
characteristics  of  this  instrument.  A  potential 
user  ^11  find  it  necessary  to  familiarize  him- 
8elf(herself)  thoroughly  with  the  instrument  to 
assure  accurate  rating  and  scaring.  Any  pot^n- 

„  tial  user  should  contact  the'author  for  informa- 
tion on  training  raters.  :  , 

Note;  Dr.".  John  Samo  brought  to  the  atten- 
tion of  the  editors  thjB  fact  that  progrram 
evalua.tors  at  Lutheran  General  Hospital  in 
Park  Ridge,  Illinois,  working  together  with  the 

•  physical  medicine  .and  rehabilitation  staff,  de- 
veloped The  Level  of  Rehabilitation  Scale 
(LORS),  fashioned  after  the  Functional  j^ife 
Scale^  in  order  to^dev«lop  a  stronger  instrument. 

A  manual  tias  been  published  describing  the 
psychometric  properties  of  the  scale  and  proce- 

zdtxre  for  using  the  scale  in  evaluation.  It  is 

'  available  from  the  researchers  who  developed 
the  scale:  Raymond  G.  Carey,  Ph.D*.,  Director, 
Evaluation  and  Research  Services,  Lutheran 
General  Hospital,  1775  Dempster,  Park  Ridge, 
Illinois  60068;  and  Emil  J.  Posavac,  Ph.D.,  De- 


partment of  Psychology,  Loyola  y^iyersity  of 
Chicago.  An  article  describing  the  use  of  the 
LORS  to  measure  the  progress  of  "stroke  pa- 
tients and  the  relationship  of  the  LORS  to  other 
evaluation  instruments  entitled,  **An  Approach 
to  the  Evaluation  of  a  Physical  Medicine  and 
Rehabilitation  Program,"  will  soon  be  published, 
in  the  Archives  of  Medicine  and  Rehabilitation.. 

L 
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1      Sarno.'John  E.,  Sarno,  Martha  T.,  and  Levita,  Eric 
THE  FUNCTIONAL  LIFE  SCALE  (FLS) 
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1      i^^nrlAntAH  fnr  time  (e*Q,*  hour.  dav.  week) 

X 

X 

X 

X 

X 

X 

X 

X 

.    5.    Understands  speech  (e.g.,  simple  commands,  directions. 

X 

X 

X 

X 

d.   Calcu Sates  change  (money)               '  ■  ^  '   

X 

X 

X 

X  i 

5.    (3oes  higher  calculations  (balance  checkbook,  etc.)  

Y 
A 

Y 
A 

X  i 

A 

6.    Uses. appropriate  gestures  In  lieu  of  speech  (not  applicable 
for' patients  without  speech  impairment)   ^  

7.    Uses  speech  for  communication   

X 

8.    Reads  (e.g.;  street  signs,  ability  to'foilow  written 

.  Instructions!  books)   ^-  '  i  

X 

9.   Writes  (e.g.,  signs  name,  writes  or  types  jatters^)^ 

f  t  M««l  ii^a  mr^^fsi'   H 1  cah  I  t  { tu )                                              ^      V        .  - 

A 

'  1 

•  X 

X 

X 

X 

akja  -^n  ehtf-f  fmffl  riHA  ta«ic  to  another  with  relative  ease 
and  speed 

V 
A 

X 

X 

X 

12.   Aware  of  self  (e.g.,  of  mistakes.  Inappropriate  behavior, 
poor  judcemenTt  etc. ) 

X 

X 

X 

X 

13.   Attempts  to  correct  own  errors  (e.g.,  of  judgement,  ^ 
^"    mistakes,  etc.).                            -  1  

X 

X 

X 

x!  - 

14.    Has  good  memory  (e.a,  names  of  people,  recent  events,  erc.J 

V 

•  A 

X  Ix 

X  ! 

ACTIVITIES  or  DAILY  LIVING  _L  :  :  ■ 

1 
1 

15     Able^^O  cet  about  (with  or  wTthout*  brace,  wheelchair,  etc.) 

X 

X 

i 

■1  

<6»    lobes  transfers  — r.  

X 

X 

1 

17.    Feeds  self         ^    ^               ,  ■ 

X 

X 

M8.   tises  toMet   \  >  ^ 

X 

X 

1 

( 

I 

19;    Grooms  self  (e.g.,'  wash;  brush  teethe  shave,  etc.)^   _ 

X 

{.   26.    Dresses  self  !  - — — 

X 

X 

^  21.    8athes  self  (Includlna  getting  in  and  out  of  tub  or  stall) 

X 

t 

HOMg  ACtiviTies    ^  — .  — 

'  22.   Prepares  simple  food  or  drink  (e.g.,  snacks,  Mght  break- 
fast)    ^ 

1 

23.   Performs  Ught  housekeeping  chores  (e.g.-,  meals,  dishes. 

t 

1 

i  ■ 

\ 
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V 


HOMC  ACTIVITIES  ■ 


24*    Performs  heavy  housekeeping  chores  (e.g.,  floor  or 
wlr^dow  washing;  etc*)  ^  ^  


25.  Performs  odd  jobs  In  or  around  house  (e.g.,  garden lng« 
 electrical,  auto.  men^lnc>.  sewing) 


26*   Engjiges  In  solb  pleasure  activities  (e.g.,-  puzzles, 
painting,  reading/ stamps)  i   


27.   Uses^ tetephona  (e.g.,  dialing,  handling.    Oo  not  rate 
spwh  proficiency. )     .  /   ^ 

7B.    Uses  television  set  (e.g.,  chanqf ng^h^nnal , 

29.    Uses  record  slayer  or  tape  rec /rder      )  ~ 


etc. ) 


OUTSIDE  ACTIVITIES 


30*    Engage!;  In  simple  pleasure  ac;f I v It Iss  (a.g.,  walks,- car 
rides,  etc.)  /  ,  . 


31. 


Goes 


shopping  for  food 


/  ■ 


32.    Doek  general  shopplfig  ^'e.g^ /  clothes,  gifts,  etc.) 


33%   Performs  errands  (e.g.,  post,  office,,  cleaner,  bank,  pick 
UP  newspaper,  -^tc.)  / 


34.   Attjends  spectator  events  (flt.g.,  theatre,  concert,, 

Spnrfj.  may foe)  I 


*  I 

35.    Uses  public  transportation 
tibn) 


accompanied  (mass  transporta- 


36.    Uses  pubMc  transDortation 


aione  (rare  NA  If  item  35  I  s/0)l 


37.    Takes  longer  trips  acccrr.pa n i ed  (plane,  train,  boat,  car;) 


f 


38.    Takes  Toncer  trios  a  I  one  (pate  N'A  If  Item  37  Is  0) 


SOCIAL  li 

ITERACTICN  "    ^.          *     \    '      "           '  / 

39.  Pan 

ch« 

'Iclpates  In  games  with  other  people  (e.g.,  cards,/ 
>ss.  checkers)                \                          •  / 

X 

1  .                              \                     ■  / 
40.    Partjlclpcfcs" In  honns  social,  activities  (e.g.,  family/ 

gathorlnns,  party,  dancing)  \  / 

X 

;< 

4U   Attends  .social  functions  outslae  of  home  (e^g.,  home  of 
fr lond-.'~Tilnlng  at  restaurant,  \dance)  / 

X 

X 

42.    Participates  In  organizational  activities  (e.g.,  ■ 
relliglous,  union,  service  club.\professional )  / 

X 

X 

43*    Goes  jto  work  or 'school  at  comparable  premorbid  level  (not^ 
house-keeping  at  home)                                 .  ; 
(Oo  not  rate  If  Item  44  Is  to  be  rated)  / 

X 

44.'  Goes  llo  work  or  school  at  lower  tha^  premorbid  level 
(Do  npt  rate  If  , Item  43  has  been  rated)  / 

X 

(Multiply  Item  43.  or  44  by  Z) 


V 
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SCORING  SHEET 


Cognition 


AOL 

Home  Activities 


Outside  Activities 
Social  Interaction 
Overall  Score 


Total 
Score 


Max. 
Score 


104 


NA 


Adjust.  Max. 
(Max.  -  NA) 


92 
il2 


96 
60 
464 


Total  Score 


Adjust.  Max 


Proportion 


Sel/-lnltlatlon  Score 


136- 


Frequency  Score 
Speed  Score 


104 


.34 


Overall  Efficiency 
Score 


r40 


Coovrlghted  by  John  E.  Sarno;  reproduced  with  permission  by  the  Health  Resources 
S?ni!tration.  Further  reproduction  prohibited  without  permission  of  copyright 
holdelf.   
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Title:  MENTAL  HEALTH  PATIENT  ASSESS- 
MENT RECORD 

'  Authors:  Vincent,  Pauline  X.,  Broad,  Judith  E., 
and  Dilworth,  Lora  \ 

•  Variables:  This  instrument  assesses  the  physi- 
cal, psychological,  social,  and  medical  behaviors 
of  psychiatric  patients  following  discharge  from 
a  hospital  and^behaviors  of  household  members 

•  in  relation  to  thle  patient,  i.e.,  their  communica- 
tions with  the.  piatient,  their  perception  and 
attitudes  regarding  the  patient,  and  their  adjust- 
mlent  to  problems  related  to  the  patient. 

Description: 

Nature  and  Content:  The  Mental  Health  Pa- 

■j.  tient;  Assessment  Record  consists  of  two 
sections — the  first  section  is  a  checklist  of  pa- 

\  tient  behaviors;  the  second  section,  a  Goals  and 
\Ge^neral  Performance  Record,  appears  as  a 
'^ummary  section  following  the  checklist.  The  16 
items  of  the  checklist  are  divided  into  five  major 
behavior  categories:  physical  behiaviors  (3 
items),  psychological  behaviors  (3  items),  social 
behaviors  (3  items),  medical  behaviors  (4  items), 
household  members'  behaviors  with  patient  (3 

.  items).  Response  choices  vary  according  to  the 
item;  the  num.ber  of  response  choices,  varying 
from  four  to  seven,  again,  dependent  upon  the 
item.  Columns  are  provided  on  the.form  to  allow 
the  initial  and  four  subsequent  assessments  to 
be  recorded  on  the  same  form.  An  example  from 
the  physical  behavior  category  is  ''dresses  self 
daily' —response  choices  are  "not  doing,  rarely 
does,  sometimes  does,  does  most  of  the  time, 
does  regularly."  An^e^ample  from  the  category 
household  members'  behavior  with  patient  is 
"communications  with  patien-t" — response 
choices  are  "not  applicable,  patient  lives  alone, 
primarily  nonverbal,  occasional  direct  verbal, 
frequent  direct  verbal,  regular  direct  verbal." 

.  The  Goals  and  General  Performance  Record 
provides  space  for  summarizing  the  goal  set  and 
performance  achieved  from  each  of  the  four  pa- . 
tient  behaviors,  the  household  members'  be- 
haviors, and  an  "overall  or  general"  goal  and 
•performance  rating  for  a  series,  of  five  assess- 
ments. ' 

There  js  a  key  on  the  record  for  coding  by 
number  the  goal  set  for  the  patient  or  household 
member  (1  =  maintain  present  functioning 
level,  2  =  improve  present  functioning  level> 
3  =  readmit  to  psychiatric  hospital,  4  =  dis- 
charge from  agency)  and  *a  key  for  coding  the 
performance  of  the  patient  olr  household 
member  (1  ==  maintaining  level  of  functioning  in 


most  areas,  2  =  improved  in  at  least  one  area  of 
functioning,  3  =  readmitted  ctcf  psychiatric  hos- 
pital, 4  =  discharged  from  agency,  5  =  de- 
creased level  of  functioning  in  two  or  more 
areas,  (>  =  household  member  category  only,  not 
applicable,  patient  liyes  alone,  or  household  has 

changed  entirely).  *  :  - 

Administration  and  Scoriyig:  The  investigator 
needs  to  be  familiar  with  the  instrument  and 
the  instructions  provided  for  its  use,  which 
clarify  the  terminology,  the  intent  of  the  items, 
and  the  instrument.  No  change  or  preparation 
of  the  environment  or  the  patient  is  necessary, 
nor  is  it  advisable. 

Data  are  collected  by  the  investigator  during 
regular  home  dsits  to  the  patient;  the  assess- 
ment should  be  made  at  regular  intervals.  The 
investigator  (1)  completes  the  checklist  by 
checking  the  response  in  each  subcategory  that 
best  reflects  the  patient's  level  of  functioning  at 
the  time  of  the  assessment,  arid  (2)  makes,  an 
overall  judgment  for  each  major  category  con- 
cerning wHat  the  goals  for  the  patient  al  the  time 
of  the  next  assessment  should  be. 

The  responses  for  each  item  are  listed.in  order 
from  the  "least  desirable"  behavior  to  the  "most 
desirable"  behavior^  therefore,  identification  of 
changes  over  time  and,  consequently,  scoring  is 
facilitated.  The  most  desirable  level  of^beha:vior 
is  not  intended  to  be  the  goal  for  each  individual 
patient,  for  this  might  be  inappropriate  or  un- 
realistic for  some  patients. 

Since  the  instrument  is  designed  to  3etermine 
whether  or  not  the  patient's  level  of  functioning 
is  equal  to,  lower,  or  higher  than  the  previous 
functioning  level,  scoring  is  zero,  minus,  or  plus, 
depending  on.  the  difference  between  scores  at 
the  previous  assessment  and  the  present  as- 
sessment. Interval  scoring,  with  0  for  the  lowest 
level  and  increments  of  1.  for  each  subsequent 
level,  can  be  used.  Concise  directions  for  com- 
pleting the  checklist  are  given  on  the  instru- 
ment itself.  Instructions,  which  include  some 
explanations  of  the  purposes  of  the  form  and  the 
rationale  for  the  items,  have  been  prepared  by 
the  authors,  but  are  separate  from  the  checklist. 

Development: 

Rationale:  The  Visiting  Nurse  Association  of 
Cleveland  has  a  mental  health  program  which 
provides  nursing '  services  to  psychiatric  pa- 
tients fallowing  discharge  from  Cleveland  area 
hospitals.  In  an  evaluation  of  the  program,  the 
Association  found  few  assessment  tools  that 
were  appropriate  'for  af)praising  patient  be- 
'havior  according  to  patient  objectives.  Jhe 
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evaluating  group  wanted  to  develop  an  assess- 
ment  tool  that  would  assist  the  staff  members 
who  were  responsible  for  patient's  care  as  welV 
as  aid  the  mental  health  program  evaluation. 

Source  of  Items:  The  items  were  based  upon  a 
review  of  literature,  the"  professional  experience 
of  the  authors,  and  the  objectives  of  the  VNA 
Mental  Health  Program.  ; 

Procedure  for  Dev^opment:  Once  a  working 
draft  of  the  assessment  form  was  developed, 
each  of  the  directors  in  the  four  district  offices 
identified  two  nurses  who  would  be  willing  to 
evaluate  the  form.  Suggestions  from  these  eight 
nurses  were  incorporated  into  a  revision.  Fol- 
lowing this,  each  nurse  used  the  form  to  assess 
two  of  her  psychiatric  patients;  and  then  reas- 
sessed each  of  them  1  month  later.  The  nurses 
evaluated  the  form  once  more  before  their  com- 
.  ments  were  incorporated  into  .another  revision. 
The  consensus  among  these  nurses  was  that  the 
assessment  should  be  repeated  every  2  months. 

Meetings  were  held  in  each  of  the  four  district 
offices  to  acquaint  the  entire  staff  with  the  form. 
Nine  months  later,  written  instructions  were 
compiled  which  took  into  account  the  questions 
and  problems  staff  encountered  most  frequently 
in  using  the  form.  . 

Reliability  and  ValidUyj  Interbbscryer  relia- 
bility of  the  form  in  relation'to  patient  behaviors 
was  ascertained  by  having  two  observers  make 
simultaneous  observations  during  home  visits 
to  a  stratified  random  sample  of  new  admis- 
sions. Both  observer-  were  present  at  an  initial 
assessment  (time  I)  the  home,  and  at  another 
scheduled  about  2  months  later  (time  II).  Sub- 
jects were  26  discharged  psychiatric  patients,  20 
of  who"m  were  reassessed  2  months  later.  The 
product-moment  correlations  between  obser- 
vers, by  category  and  visit  are  as  follows: 
Category  Time  I     Time  II 

„  Physical  behaviors       0.91  0.91 


Psychologfical 

behaviors 
Social  behaviors 
Medical  behaviors 
Overall  behaviors 
Use  in  Research:  Vincent,  Broad,  and  Dilworth 
(1976)  describe  the  insti-ument  and  its  develop- 
ment jri  the  Journal  of  Nursing  Administration 


0.^ 

0.83 
0.98 
0.96 


0.91 


0.94 
0.99 
0.98 


article,  "Developing  a.  Mental  Health  Assess- 
ment Form." 

Comments:  The  authors  found  that  the  section 
entitled  "Household.  Members'  Behaviors  with 
Patient"  presented  problems  to  the  staff  nurses, 
because  patients  often  lived  alone,  or  even  if 
they  lived  with  othersrthey  were  frequently  the 
only  persons  at  home  when  the  nurses  came;  so 
there  were  no  interactions  to  observe. 

The  measure  provides  a  framework  for  objec- 
tifying  judgments   about   patients,   so  that 
changes  can  be  observed  over  time.  The  mea- 
sure is  relatively  short  (e.g.,  there  are  only  three, 
items  in  the  psychological  behaviors  category) 
which  is  probably  one  reason  some  experienced 
psychiatric  nurses  indicated  that  it  did  not  pro- 
vide them  with  much  additional  information.  It 
should  be  noted  that,  in  general,  scales  with 
•only  a  few  items  tend  to  be  relatively  unreliable. 
However,  the  measure  should  be  useful,  and  it 
could  be  made  more  sensitive  to  behavior 
changes  by  the  addition  of  items  arid  categories. 
Anyone  contemplating  using  the  instrument 
should  be  aware  of  a  potential  source  of  bias  if 
tile,  person  who  completes  the  checklist  is  also 
^  the  care-giver. 

References:  ,.  ...-^  v 

Stricklin,  M.  L.  V.  The  interobserver  reliability  o/,.^ 
the  mental  health  patient  assessment  record. 
Unpublished  master's  thesis.  Case  Western 
"Reserve  University,  Cleveland,  1976. 
.  Vincent,  Pauline  A.,  Broad,  Judith  E.,  and  Dil- 
worth, Lora.  Developing  a  mental  health 
assessment  form.  Journal  of  Nursing  Admin- 
istration, 1976,  e,''25-28. 

Source  of  Information: 
Janet  Price,  R.N.,  M.S.N. 
.    Executive  Director  - 
Vi^siting  Nurse  Association 
3300  Chester  Avenue 
Cleveland,  Ohio  44114 

Instrument  Copyright: 

Journal  of  Nursing  Administration 

12  Lakeside  Park 

607  North. Avenue 

Wakefield,  Mass.  .01880        '  . 
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Vincent^  Pauline  A.,  Broad,  Judith  E.,  and  Dilworth,  Lora 
MENTAL  HEALTH  PATIENT  ASSESSMENT  RECORD 


Name^;!  

Addrnss   •   

Check  Ihe  one  itc^n  within  each  subcategory  that  bnsi 
reflects  Ihc  palinnt's  current  tovel  of  functioning.  Con- 
sider Ihe  first  Hem  a5s  "le^st  desirable,"  the  next  items 
as  Intermediate  progressions,  and  the  last  item  listed 
within  Ihe  subcategory  as  "most  dosirablo." 


Communications 
Primarily  non-verbal. 


Date 


1.  Phy^fcai  Behaviors 
8.  Dfpsses  seff  daily 

Not  doing   

Rarely  does   

Somelimesdoes 


Date 


Does  most  of  the  time.. 

Does  regularly  

Food  and  nutrition  practices 
Not  eating 


Date 


Dato 


Ealsmuch  less  than  normal 
or  prescribed  diet... 


Date 


Primarily  symbolic  verbal 
•  (e.g.  delusional)  __ 
Occasional  direct  verbal^ 

Frequent  direct  verbal  

Regular  dircctverbal   


c,  Management  of  problems  or  crises 
Inaccurate  perception  ot  situation  . 

 i_  Accurate  perception  of  situation.^ 

 Aware  of  own  reactions  or  loolings. 


Ablo  to  control  own  actions  or  fnoiings, 
Purponofully  manages  some  problem 

situations  

Social  Behaviors  \ 


a. 


Eats  slightly  less  than 

normal  or  prescribed  diet 
Has  greater  food  intake 
l^n  needed 


c. 


Eats  adequate  normal 
or  prescribed  diet  

Pprsomii  hygiene  • 

.  Nol^athing  ♦  

Rarely  bathes  ,  

Occasionally  bathes   ■  ■ 

Regularly  bathes  

2.  Psychological  Behaviors 
a.  Motivation 

Perceives  no  aitemntives  or  alternate 

ways  of  dealing  with  siluatron   

.  Interested  in  examining  problems  and 
alternative  ways  of  dealing  with  them 
Willing  to  examine  problems  and  to.  try 
.  ailernalive  ways  of  dealing  with  them 
Working  on  alternative  ways  of  dealing 
with  problems  


b. 


HoOsetJOld  chores 
(e.g.  hnuRcwork.  repairs, 
tjaking  out  trash,  shQppmg,  child  care) 

Does  none         >^  ■  

Rarely  docs  any  -    '     ■  ■  

Does  a  few  occastonaliy  ■ 

Does  a  lew  regularly  •  


Does  many  regularly  

Social  activities 
(e.g,  with  famriy,  neighbors,  groups) 
Not  Involved  In  any 


Involved  o/ily  wiih  household  members 
Rarely  visits  oris  visited  by  others  


^  O'ccnniofully  vii-.lln  m  1:;  vi:.il/M|  hy  ojhofS. 
'  Regularly  visits  or  Is  visitor!  by  olhcrs   
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empioymeni 

None,employ2\|)le  

None,  nol  employable 
(e.g.  housewife,  retired, 
physically  disabled)  — 
Is  student  or  in  job  training 

Part  time,  sporadic  ^  

Part  time,  regular 


VOLUME  1  • 

5.  Household  Membe/s'  Behaviors  with  Pallent 

0.  e.generalcllmateol  interactions) 

1.  Communications  with  patient 

Not  applicable/pnticni  lives  alone  « — 
Primarily  non-verbal  — 


Fulltime,  sporadic  __ 
Full  nme»  regular  — 

4.  Medical  Behaviors 

.  Psychiatric  supervision 
Not  keeping  appointments 


Barely  keeping  appointments   

Keeping  half  of  appoihtnients  

Keeping  most  of  appointments   

.  Regularly  keeping  appoinlmenls^ — 
No  regular  appointments,  on  p.r.n.. 
b.  Psychiatric orB\  medications 
None  prescribed 


Not  taking  prescribed  « .  

Rarely  taking  prescribed  — 
Taking  half  of  prescribed  — 
Taking  most  of  prescribed_ 
Taking  more  than  prescribed 
Taking  all  as  prescribed . 


Medical  supervision  for  physical  problems 
None,  ho  apparent  medical  problems 


None,  has  apparent  medical  problem!^_4^ 
UncSer  supervision,  no  appareni  medical 

problem       ,  ;  \ — • — 

Under  supervision  forappare'nl  meaical 

problem   

Medicines  for  diagnosed  medical  problems 

None  prescribed  

Prescribed,  but  not  t.aking  any  

\   Rarely  taking  prescribed  

Taking  half  of  prescribed  _  ■  

\Taklng  most  of  prescribed  

Taking  all  as  prescribed  


Occasional  direct  verbal. 
Frequent  direct  verbal — 
Regulardirect  verbal  — 


Perception's  and  attitudes  regarding  patient 
Not  applicable/palinni  llvosalone 


cnt 


Inaccuralc  pnrccplinn  ol  pntmnl  s  situntion  _ 

Accuroloprrcrptionol  pniifMirr,  nilunlion   

Aware  ol  thi?ir  rrnctinnf;  to  piilKMil  ^ 

Able  to  controMhoirrcnclions  to  patient   

Adjustment  to hroMcmsrnUitcd  Inpati 
Not  applicable,  patient  lives  nlone 
Perceive  no  altcrnntivo  ways  of 
dealing  with  proliloms  . — 
Interested  in  examifHun 
problems  and  altornalivc 

waysol  dealing  with  them_  

Willing  to  examine  problems 
andtotryaUornntive 


Ways  of  dealing  with  them.. 
Working  on  alternative 
ways  of  dealing 
with  problems   


Date 


Date 


Oatf? 


Date 


Date 


\ 
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GOALS  AND  GENERAL  PERFpRMANCE  record: 

Dtte      Date  Date       .   Date  Date  Date 

Goal  Pert.  Goal   Peri.  Goal  Perf.  Goal  Perf.  Goal  Pert. 

P9tl9fit  Behaviors  ' 

Physical  ■  '   ^'    ,     .  \   ' 

Ps/chologlcal..^  *  " 

Social  •  •   .     .       ■   ■ 

Mcdteal_V   ■    •    '   •  ■ 

Houaefiold Members* Behaviors  -_-  ■  ■ 

OmaWQenerkl^^^^  \  ' 

KeyforQoal:  Key  ior  Performance  (Perf.)  , 

1  a  Maintain  present  1«  Maintained  level  of 

functioning  level  functioning  In  most  areas 

2  «  Improve  present  \   .  2  »  Improved  in  at  least  one 

functioning  level  areaof  runctloning 

3  m  Re-8dm*ltto  3  s  Re-admitted  to 

psychiatric  hospital      *  psychiatric  hospital 

4  s  Discharge  from  agency  4  s  Discharged  from  agency 

5  b  Decreased  level.of 
^       .  .  .y      ■  functiontngin  two  or  more  areas 

'       6  «  (forcategory  5,  Household 
"  Members  on/y) 

Not  applicable,  patient 
lives  alone  or  household 
has  changed-^ntirely 
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Provider-Client  Interaction:  Provider  Beliavior  - 


.■  1 

Title:  PREMATURE  INFANT  ACTIVITY 
SCHEDULE  (PIAS) 

Authors:  Chamorro,  Ilta,- Davis,  Mary,  Green, 
Dora/and  Kramer,  Mariene 

'     I  / 

Variables:  This  insti'ument  provides  informa- 
tion on  seven  variables:  caretaking  activity, 
therapeutic  activity,  position  of  infant,  number 
of  caretakers  in  contact  with  infant,  infant  be- 
havior, other  stimuli,  and  loud  noises* 

Description:  » 

Nature  and  Content:  This  observer-completed 
instr^jment  is  a  checklist  of  58  items  that  de- 
scribe a  variety  of  situations  or  events  which 
involve  a  nurse  and/or  a  premature  infant. 
'  Caretaking  activities  are  'operiationally  de- 
fined by  responses  to  20.items  such  as ''talks  to 

,  infant."  Therapeutic  activities  are  operationally 
defined  by  responses  to  eight  items  such  as 
"stiinuiates  to  breathe."  Position  of  infant  is 
oRerationaiized  by  responses  to  five  items  such 
as  '**oiii  stomach*"  Nwrnfter  of  caretakers  in  con- 
tact vnth  infant  is  operationalized  by  counting 
the  number  of  adults  who  are  able  to  see,  hear, 
and  carry  out  activSiiies  listed  on  the  schedule. 

Infant  Behavior  is  operationalized  by  responses, 
to  14  iten>s  such .  as  "moves  actively."  Other 
stimuli  i,f  operationalized  by  responses  to  six 
items  such  as  "mobiles  in  isolette."  And,  loud 
noises  i«  operationalized  by  responses  to  thre^ 
items  such  as  "alarm." 

'  Administration  and  Scoring:  This  instrument 
is  designed  to  time-sample  events.  One  hundred 
and  twenty  1-second  observations  are  made  of 
the  hurse(s)  and/or  premature  infant  each  hour. 
After  each  observation,  the  observer  has  19  sec- 
ondsr  to  record  the  events  observed  on  the 
schedule.  A  6- minute  rest  period  follows  each  set 
of  30  observations.  .  q 
~~'No  instructions  are  provided  for  scoring 
either  the  58  items  or  the  7  variables  in  this 
instrument. 

Development: 

,  Rationale:  The  primary  theoretical  basis  for 
the  research  for  which  the  instrument  was  de- 
veloped is  the  infant  Kinesthetic  Need  Theory 
postulated  by  Kulka  et  al.  (1960),  with  elabo- 
ration and;  extension  by  other  investigators. 


and  Hebb's  (1949)  Neuropsychological  Theory 
(Kramer  et  al.,  1975)^ 

S(yurc'e  of  Items:  The  items  used  tn  this  in- 
strument were  developed  fro^  the  observations 
of  the  authors.  The  work  of  Wolff  (3:959),.  Rhein- 
gold  (f960),  and  the  coYisultation  of  several 
nurse  practitioners  also  were  Used  to  develop 
and  define  the  items  contained  in  this  instrument. 

Procedure  for  Development:  .After  a  study  of 
the /literature,  the  authors  "defined,  observed 
infants,  redefined,  observed  again,  (and)  con- 
sulted with  nurse  practitioners  on  their  under- 
standing of  the  behavior  signified  by  (terms) , , . 
and  finally  evolved  the  definitions  for  the 
(items)"  (Chamorro  et  al.,  1973)1  No  information 
is  provided  regarding  the  premature  infants, 
nurses,  or  observers  used  in  the  development  of 
this  instrument.  . 

Reliability  and  Validity:  No  ihforniatioh  is 
provided  regarding  thie  test-retest  »!)r  split-half 
type  characteristics  of  the  items  or  variables  of 
this  instrument.  However,,  information  on  th^ 
interobserver  reliability  of  the  PIAS  is  avails 
able,  based  on  five  observers  who  workied  in 
mixed  pairs.  These  bb^ervers  made  independent 
obsjervations  :  during  sixty-two  lO-minutb 
pei^iods.  Twenty-six  of  these  observation  periods 
occurred  prior  to  the  onset  of  the  study  de- 
scribed above  (see  Rationale),  and  36  occurred 
during  the  course  of  the  study.  All  observations 
were  made  on  infants  of  the  same  gestational 
a^e,  weight,  and  health  s^tatus.  The  median  per- 
cent of  agreement  on  the  23  infant  items  was  89. 
The  median  percent  of  agreement  on  the  35 
caretaker-type  it^ms  was  8i6.  The  results  also 
suggested  that  the  longer  the  training  and  the 
more  involved  were  the  observers  in  the  deline- 
ation and  definition  of  the  f^,ems,  the  higher  the 
.percent  of  interobserver  agrjeeuient.  That  is,  the 
median  interobserver  reliability  for  the  authors 
was  94  .percent,  while  that  for  the  authors,  when 
paired  with  two  psychology  students  who  ias- 
sisted  in  the  study,  was  86  percent. 

Information  on  intei-observef  agreement  wais 
ialso  derived  by  correlating  the  frequencies  ob- 
tained for  each  item  during  a  lO-minute  period,. 
These  correlations  ranged  fr<Sm  0.33  to  1.00.  The 
median  correlation  obtained  was  0.94. 

Reliability  informai.HOn  was  also  gathered  by 
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continuously,  videotaping  one  infant  anu  its 
caretakers  for  2  hours  and  10  minutes.  No 
sounds  were  recorded  on  this  tape.  Orie  obser^^er 
m§de  a  total  of  180  observations  of!  this  tapt. 
The  same  observer  repeated  fchese/observations 
24  hours  l&t^r.  The  median  percent  of  agree- 
ment was  98. 

The  authors  indicate  that  the  problem  of  va- 
lidity is  negligible,. since  the  data  consists  of  di- 
rect behavToral  observations.  ^Because  they  use 
a  time-sampling  procedure,  the  question  of  .va- 
lidity becomes  one  of  the  extent  to  which  the 
time-sampies  of  behavior  are^repre^entative  of 
the  total  set  of  behaviors^rom  which  the  sam- 
ples are  dVawn.  Since  it  Is  difficult  to  continu- 
ously observe  and  record  events,  only  nine  / 
caretaking^events  were  selected  to  provide  this 
information.  One  observ  :ir  used  the  time-sampM 
procedure;  the  second  continuously  observed 
the  nurse-infant  behaviors.  Data  were  collected 
across  eleven  10-minute  periods.  The  median 
percent  of  agreement  was  90. 

Cse  in  Research:  The  development  and  use  of 
the  instrument  are  described  in  the  Chamorro 
et  al.  (1973'  r  'ication  referenced  below.  The 
instrument  t  ak.o  dsed  in  a  study  by  Kramer 
et  ak  (1975),  which  involved  an  experimental 
group  of  eight  premature  ir^faiits  and  a  control 
group  of  six  preinature  infj/^ts. 

Comments:  Th^  PUS  would  appear  to  provide  / 
useful  information  on  the  seven  variables  or 
"areas  it  purports  to  measure.  However,  it  would 
be  desirable  to  develop  a  scoring  procedure  that 
would  make  it  possibly  to  combine  the  item  data 
into  scores  that  could  then  be  used  to  test 
hypotheses  regarding  the  'Effects  of  otKer  fac- 
tors on  these  ^  "  iabks.  It  would  also  be  desir- 
'able  to  gather     formation  on  the  inter-item 


'  characteristics  of  the  test.  Such 'data  could  then 
be  used  to  group  the  behaviors  into  subs^^ts  (var- 
iables) that  could  be  used  either  for  descriptive 
or  predictive  type  studies. 

Since  observer  time  is  expensive,  it  would  also 
be  desirable  to  provide  information  regarding 

•  thiB  minimum  numbej  of  lO-minute  observation 
periods  per  infant  that  are  required  in  ord>2r  to 
provide  accurate  information  about  that  infant. 
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Chamorrb/  Ilta,  Davis,  Mary,  Greerin  Dora,  and  Kramer,  flarlerie 
PREMATURE  INFANT  ACTIVITY  SCHEDULE 


PREMATURE  ADAPTATION  . 
INSTRUMENT 

CARETAKIN6  ACTIVITIES 
Looks  at  face 
Talks 

Talks  to  infant 
Supports  in  isolette 
Hotds 
/Puts  infant  down 
Caresses  face 
>   Pats  '■  ' 
Touches  baby 
/      Diapers  .  , 

Combs-  ^  - 

Shampoos 
^Washes  ' 
•  Hands  in  i^cHette 
Adjusts  position 
Feeds  by  gavage  v 
by  bottle 
in  blanket 
pacifier  " 


Feeds 
Wraps 
Gives 
Other 


/ 


THERAPJEUTIC  ACTiVI-TIES 
Takes  vital  signs 
Taps  isolette 
Stimulates  to  breaths 
Gives  injection 
Makes  venipuncture 
Takes  heel  sticks 
Nasophai^yngeal  suction 
Weighs  ' 


_E0SIT-ION-0FnNFAHT 
Lateral 
On  stomach 
On  back  ; 
-    In  arms 

In  arms  outside 


NUMBER  OF  \CARETAKERS  IN 
QONTACT  WITH  INFANT 

'     2  or  nio\'e 

\ 
\ 

INFANT  BEHAVIOR 
'      Eyes  open\        \  ^ 
'  Eyes  closed 

Hand-mouth\  contact. 

Vocalizes  I 

Cries  \ 

Precry  fa  eel 

Mouthing  \ 

Vomiting 

Sucking 

Moves  head 

Movis 

Moves  .actively 
Passing  feces;  - 
Other  I 

'i 

OTHERvSTIMULI   \  ]  , 

Radio  on  in  'i sol ette 
Mobiles  on  i  soil  ette 
Bi>irubin  lighit  orf 
'Skin  leads   .  j 
Objects        '  j 
Out  of  isolette 

LOUD  ,N0ISE5  .1 
Alarm  |  . 

Dropping  things; 
Other  'i 


CooyrlKhted  by  the  American  Jourwl  of  Nursing  Company:  reproduced  with  pe^J'-io"  ^y  the.He«Uh  Resource, 
SinUtJSlon.    Further  reproduction  prohibited  without  pem-lsalon  o£  copyright  holder.  , 
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Tttle:  GRAFF  AM  SCHEDULE  OF  NURSE  RE- 
SPONSE  T;0  PATIENTS''  COMPLAINTS  OF 
DISTRESS 

Author:  Graffam,  Shirley  R. 

Variables:  This  instrument  provides  informa- 
tion on  nine  variables:  type  of  distress,  initiation 
of  complaint,  persons  involved  in  communica- 
tion, evaluation  of  complaint,  referral  for  de 
finitive  action>  implementation  of  physical 
measure  of  relief,  use  of  psychological  measures 
or  approaches,  evaluati<^n  of  relief  measure,  and 
response-timing.  Type  of  distress  is  defined  as 
suffering,  being  under  stress  or  strain  and  need- 
ing relief,  and  having  discomfort.  Initiation^of- 
complaint  is  defined  as  circumstances  of  the 
initial  rieporting  or  detecting  and  confirming  of 
distress.  Persons  involved  in  communication  is 
defined  as  persons  involved  with  receiving  the 
patient's  complaint  and  implementing  action 
to  provide  relief.  Evaluation  of  complaint  is  de- 
fined as  attempts  to  ascertain  the  nature  and 
severity  of  the  distress.  Referral  for  definitive^ 
actiqn  is  defined  as  giving  the  management  of 
the  complaint  to  another  for  definitive  action. 
Implementation  of  physical  measure  of  relief 
use  of  psyc}iological  measures  or  approaches, 
'  evaluation  of  relief  measure,  and  response- 
timing  are  defined  within  the  context  of  the  in- 
strument items. 

Descriptionr 

Nature  and  Content:  This  instrument  is  a 
checklist  of  items  designed  to  elicit  data  on  the 
variables  identified  aboxe.^A-l-i)oint  (check  if 
"xes!!):re&pons^e'scale  is  used  to  record  responses 
"Hbo  128  of  these  items.  A.2-point  ("yes"-"no")  re- 
sponse scale  is  provided  for  five  items.  The 
number  of  minutes  is  to  be  recorded  for  two 

items.  ^  ' 

The  variables  are  operationalized  by  re- 
sponses to  vario>TS  subgroups  of  questions  con- 
tained in  the  instrument.  Type  of  distress  is 
operationalized  by  responses  to  36  questions 
such  as  "nausea/vomiting."  Initiation  of  com- 
pld'i^t  is  operationalized  by  responses  to  11 
items  such  as  "complaint  made  on  rounds." 
Persons  involved  in  communication  is  oper- 
ationalized by  responses  to  11  items  such  as 
*  "First  communicated  to  aide/orderly,''  nine 
items  such  as  "Intermediary:  Nurse  in  charge,'' 
and  10  items  such  as  "Action  concluded  by: 
Practical  nurse."  Evaluation  of  complaint  is 
operationalized  by  responseci  to  aeven  items  such 
as  "Distress  confirmed  verbally/'  Referral  for 
definitive  action  is  operationalized  by  a  "yes''  or 


"no"  response.  Implementation  of  physical  meas- 
ure  of  relief  is  operationalized  by  responses  to 
23  questions  .divided  into  three  sets:  adminis- 
tration of  a  drug  (e.g.,  inhalation,  oral),  imple- 
mentation of  a  treatment  (catheterization),  and 
provision  for  general  comfort  (backrub  given). 
Use  of  psychological  measures  or  approaches 
is  operationalized  by  response  to  23  questions 
divided  into  four  categories:  exploration  with 
patient  of  cause  of  distress,  expression  blocked 
(e.g.,  changed  the  subject);  address  of  patient  or 
relative  (e.g.,  affectionate  term,  given  name); 
and  direct  comments  made  to  influence  patient 
or  relative  (e.g.,  comfort,  ridicule).  Evaluation  of 
relief  measures  is  operationalized  by  responses 
to  twd^  items  such  as  "prior  relief .  measure's 
effectiveness."  Response-timing- is  operational- 
ized by  givinr-the  number  of  minutes  from 
the  initiation  of  the  coim)laint  to  conclusion  of 
the  action  and  the  totalWation  of  the  nurse- 
oatient  interaction. 

Administration  and  Scoring:  Thelnstrument 
is  completed  by  an  observer  of  a  patient-nurse 
interaction.  Instructions  aVe  provided  as  part  of 
the  questionnaire.  The  observer  accompanies  a 
nurse^on  her(his)  tour  of  duty,^and  records  the 
relevant  data. 

No  Information  regarding  scoring  oCvlhe  135 

items  wa;s  provided^ 

Developmert: 

•  Rationale:  The  instrument  was  evolved  in  the" 
process  of  developing-a  technique  for  the  study 
of  nurses'  responses  to  patients  who  are  in  dis- 
tress. " 

Source  of  Items:  The  items  evolved  from  the 
author's  content  analysis  of  her  descriptive  .nar- 
ratives of  nurse-patient  interaction  which  she 
had  observed  in*  the  clinical  setting. 

Procedure  for  Development:  Initially,  101 
events  involving  50  nurses  responding  to  124 
.  patients'  complaints  were  observed  in  three 
hospitals  by^the  author.  The  d;:^ta,  which  were 
collected  in  narrative  form,  were  later  coded  as 
"complaint"  or  "relief  action  or  response  to 
complaint."  fiach  of  these  categories  was 
further  divided  until  all  the  data  had  been  ac- 
counted for.  Directions  were  written  with  illus- 
trations of  each  categorjj,  TheJnstrument  was 
iised  in  two  additional  hospitals,  with  56  events, 
25  nurses,  and  72  complaints  being  recordedi 
Several  subcategories  were.added  for  new  com- 
plaints and  responses,  and  the  directions  were 
further  clarified  and  enlarged.  A  total  of  157 
patients,  75  nurses,  and  196  complaints  were 
used  in  the  development  of  the  instrument.  The 
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format  was  changed  to  two  pages  which  permit- 
ted items  dealing  with- the  complaint  and  the 
response  to  be  clearly  in  view  throughout  the 
event. 

Reliability  and  Validity:  Two  sets  of  informa- 
tion are  available  regarding  the  interobserver 
reliability  characteristics  of  the  items  contained 
in  this  instrument.  In  the  first  instance,  two 
.nurse  educators  jointly  observed  three  events. 
For  "two  of  these  events,  there  was  87  percent 
agreement  on  the  60  categories  checked.  For  the 
third  event,  there  was  10*0  percent  agreement. 
In   the  ..second   instance,   two   other  nurse 
educators  jointly  ob^rved  15  events.  In  10  of 
the  events,  there  was  100  percent  agreement; 
.  for"  the  remaining  five  events,  the  percent.of 
•  agreement  ranged  from  92  percent  to  98  per- 
cent. 

The  procedure  used  for  its  development  estab- 
lished the  content  validity  of  the  instrument 
(Graffam,  1969). 

Use  in  Rf^search:  Graffam  (1969)  described  the 
development  and  use  of  this  instrument  in  her 
dissertation  research  and  in  the  Nursing  Re- 
search  (1970)  article  referenced  below. 

Gomments:  As  the  instrument  currently  stands, 
it  can  provide  descriptive  data  which  could  be 
 used  to^g-nerate  hypoth^eses  for  further  re- 
search. It  offers  potential  for  development  of  an 
instrument  which  "allows  a  cle^rh.  defined  vari- 
able to  be  quantified. 
Some  *  terminology  used  in  the  instrument 


needs  clarification,  e.g.,  who  is  meant  by  '^second 
nurse"  (Part  C,  question  2c)? 

It  would  be  helpful  to  have  information  re- 
garding the  inter-item  and  between-variable 
characteristics.  It  would  be  useful  to  have  in- 
terobserver reliability  information  for  the  nine 
measures  based  on  a  muoh  larger  ,  and  wider 
range  of  patient  events  where  these  events  were 
identified.  Such  information  woiild  make  it 
easier  to  determine  which  patient-events  were 
more  likely  to  provide  reliable  information.  It  , 
would  also  be  useful  to  have  information  on  the 
relationship  between  these  variables  and  others 
that  should  presumably  be  related  (or  not  re- 
I'^tcrl,  as  the  case  may  be)  to  them. 
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6RAFFAM  SCHEDULE  OF  NURSE  RESPONSE  TO  PATIENTS'  COMPLAINTS  OF  DISTRESS 


Date:  Nurse  Code  # 

Day:..  -    ,  Patient  Code  # 


PATIENT  DATA 


D.  Diagnosis: 


A.  Age  in  years: 

1.  16-20                   7.    46-50   U.  71-75 

2.  21*25                   8.    51-55   ^13.  76-80 

~3.  26.-30         -     ZlJ-  '56-60   14.  81-.85 

4.  31-35                  10.    61-65  _}5.  86-90 

~5.  36-40               _n.    66-70   ^16.  91-100 

_    _J5.  41-45  \ 

B.  Sex:               -  '           '  ^  -  ^ 
 ^1.  Male   2.  Female 

C.  Race: 

1.  Negro,  .  ^2.    White   ^3.  Other 


TIMING  (Minutes  and  Seconds) 

A.  Initiation  of  Complaint  tc  Conclusion  of  Action. 

B.  Total  Duration  of  Nurse-Patient  Interaction   

"  Total 
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COHPUINT 


A.  TYPE  OF  DISTRESS 
1 .  Anger 

 2.  Boredom 

^3,  Burning  sensation 

'4>  Cold  sensation* 

5.  Constipation 

6>  Cramps 

7.  D1  isappoi  ntmen  t 

8*  Dizziness 

 J9.  Dyspnea 

To.  Embarrassment 

n.'  Fatigue 

2l2.  Faulty  equipment 

13.  Feelings  of  helplessness 

"~^4.  Grief 

"^5.  Headache  

16.  Hemorrhage 
"^17.  Henorrhoids 
 18.  Hunger 

B.  INITIATION  OF  COMPLAINT 

 ^1.  Complaint  made  during  care 

^~J2.  Complaint  made  on  rounds 

^3.  Physician  reported 

^-    4.  Nurse  noted  without  report 

'i.  Patient  came -to  nurse 

'6,  Relative  came  to  nurse 

C.  PERSONS  INVOLVED  IN  COtlMJNICATION 

1.    First  communicat6d  to 

a.  .  Aide/orderly 

b.  Inhalation  therapist 

c.  Nurse  In  charge 
"d.  Physician  ' 
e.  Practical  nurse 
^f.  Relative 


'  19. 

InablTlty  to  void 

'20. 

Insomnia 

'  2}. 

Itch 

— 22. 

Nausea/ voml tina 

22. 

Nervousness/anxiety/ fear 

 ^24/ 

Objections  to  restraints 

^25. 

Pain 

Prscsure 

——27 

pT*nrpdiir0 .  ODli  tted 

^28. 

Restlessness 

Soreness 

30. 

Sore  throat 

"~"31. 

Sweating 

2Z. 

Tachycardia 

^33. 

Thirst 

•  ^34. 

Warmth  - 

,  '35. 

Weakness 

^36., 

Othpr  ♦ 

7- 
'9. 

11. 


h. 
"i. 


Secci^d  patient  reported 
Patient  signaled 
Inhalation  therapist  noted 
Nurse  made  specific  check  on 
patient       .    ,  * 
Other   :  ^ 


Staff  nurse 
Student  nurse 
Volunteer 
Ward  clerk 
Other  


2.  Intermediary 

a.  Nurse  In  charge 

b.  Physician 
c/  Second  nui*se 

.""d.   Staff  nut-e 
Student;  nurse 

3.  Action  concU'  i  "  ^ 

a  Aide/or</..^'y 

^b,  Inhala^'Vr  therapist 

.  '  ^     c.  Nurse  in  cnarge 

'd.  Physician  ' 

*~e.  Practical  nurse 

,      ^f.  Practical  and  registered 
nurse 


f.  Supervisor 
Third  nurse 

h.  None 

i.  Other   


g.  Second  practical  nurse 

h.  Second  staff  nurse 
U   Staff  nurse 

Student  nurse 


472 


460 


VOLUME  2 


Nurse  Code 
Patient  Code* 


4.  Palpation 

5.  Vital  signs  taken 

"6.  None 

"7.  •  Other  


II.    RELIEF  ACTION  or  RESPONSE  TO  COMPLAINT 

A.  "  Evaluation  of  Complaint 

1,  Distress  confirmed  verbally 

2,  Further  data  sought  In 
questions 

3,  ^  Inspection   

B.  Referral  to  Another  for  Definitive  Action   1.   Yes  .   2.  No 

C.  Implementation  of  Physical  Measure  of  Relief 

1.   Administration  of  a  Drug  \^ 
a.  Route 

1 j  Inhalation 

2)  Local  application 

3)  Oral 


Hi 


Parenteral 
Other   


Patient  permitted  choice  of  site  for  Injection 
 ^1)   Yes   2)  No 


Implementatlcn  of  a  Treatment 
__a .   Catherterl  zati  on 
_b.  .  Cold  application 
_c.    Dressing  change/adjustment 
_d.    Equipment  adjustment 
_jB.   Heat  application 

Provision  for. General  Comfort 
_a.   Backrub  given 
__b.    Drink  given 
_jc.    Food  given 
_^d.   Linen  changed/adjusted 


_f. 

h. 
"1. 


Infusion  slowed 
Oxygen  admi n1 stered 
Treatment  stopped 
None 

» Other  


e.  Position  changed" 
"f.  .Bathed 

"q.  Other  


Use  of  Psychological  Measures  or  Approac^^s 
.    Exploration  with  Patient  of  Cause  of  Distress 
a.   Yes  b.   No  "   .  , 


2'.    Expression  Blocked 

 Changed  the  subjact 

 ^b.    Failed  to  follow 

patient's  cue 

3.   Address  of  Patient  or  Relative 

 a.  "Affectionate  term 

 b.   Given  name 

c.  Nickname 
~d.  "Sir" 


jc.  Left  the  room  abruptly 
"d.  Other   


e.  Surname 
y.   No  term- 
Other 


4.    Direct  Confronts  Made  to  Influence  Patient  or  Relative 

a.  Comfort   ev    Inform   ^1 .  Teach 

b.  '  Contradict  '   f.    Ridicule   J-  None 

~c.    Control   g."  Scald        .  _k\  Other  

'  d.    Direct  .   h.    Suggest  relief 

E.    Evaluation  of  Relief  Measure  •  | 

1.  Prior  Relief  Measure's  Effectiveness   ^a.  Yes   ^b.  No 

2.  Current  Relief  Measure's  Effectiveness  •   a.  Yes   b.*  No 


III.'  OTHER:    CConnents  and  Additional  Categories) 
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Directions  for  the  Use  of  the  Instrucent 


'•'Fill  in  the  date  and  day  prior  to  the  observation.    When  a 

t     \  •    "     .  •  .-r  ■ 

complaint'  is  made,  record  the  time  on  the  blank  preceding  the 

.  •*    ■  '  •      .  o 

.reported  type  of  distress.    Mark  all  other  pertinent  items  with 

a  check  mark  (✓)  or  fill  in  "Other"  when  indicated.    At  the 

conclusion  of  the  obpprvatiori,  fill  in  the  information  requested 

on  the  title  page.    Additional  pertinent  data  considered  important 

can  hi  recorded  on  the  last  page  under  "Comments." 


DESCRIPTION  OF  THE  CATEGORIES 


A.    TYPi' O^feDlStF^^  being  under  stress  or  . strain 

' aiiX^eSf^  relief ;  discomfort) .    DISTRESS  includes  physical 


■■..tp 


and/oi  &aoii.ifdki  iiscoafort  from  mild  j:o  severe  in  degree. 
.The'Vtienfc^may':ttate,the  type  of  distress  directly  (i.e., 
^•tII?''  I  have  J>aJ^','  i  am  nauseated)  of  indirectly  (i.e.,  I  weed 

my  pills i--  I. want' a  shot).    The  nurse  may  detect  the  distress 
}M\  '   .   ■  before  a  domplaint  ±1  regietered,  but  the  patient  must  then 

confirm  the  accuracy  of  the  observation.  -  The  situation 
may  help  describe  the  type  of  distress  (i.e.,  a  .relative 
viewing  the  body  of  the  deceased  mAy  cry,  a  child's  crying 
'      ^   ifiay  c^use  the  patient  to  talk  about  her  own  deceased  child; 
a  patient  waiting  for  a  doctc :  who  has  left  the  hospital  - 
talks  about  this  experience  with  teara  and  cursing  arid 

•  o  .  . 

threatens  to  leave  thfe  hosjpital) . 
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*  When  multiple  complaints  are  made,  each  Is  counted. 
In  such  a  case,  it  ,^  helpful. to  use  the  number  of  the 
complaint  in  ^bsequent  parts  of  the  instriment  rather 

than  a  check  mar^  in 'order  to  correlate  the  action  with 

I  ■ 
•      I      -  ■ 

the  specific  complaint.    While  two  or  mofe  types  of 
distress  may  occur* simultaneously,  only  those  reported 
or  confirmed  by  the  patient  are  registered  as  complaints. 
Each  event  Is^ounted,  i.e.,  otie  patient  being  responded 

to  in  two  instances  is  counted  twice  and  two  instruments 

<» 

are  filled  in. 

INITIATION  OF  COMPLAINT 

This,  refers  to  the  circimistances  of  the  initial 
reporting  or  detecting  and  confirming  of  distress. 

1  and  2.    During  care  or  rounds  indicates  that  the 
nurse  or  *his  delegate  noting  the  distress  is  already  in 
the  unit  for  some  reason  other  than  to  hear  the  complaint. 
Care  refers  tQ7 such  activities  as  bathing,  positioning^ 


comforting,  regardless  of  the  time  of  day.  Rounds  refers 
to  visits  to  the  bedside  to  administer  medications,  bring 
trays,  or  observe  the  patient.^ 

3,  5,  6,  7,  and  9.    These  items  refer  to  those  times 
when  someone'  seeks  the. nurse's  attention  by  approaching 

D 

him  with  a  complaint. 
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*     4,    Detected  without  coinplaj.nt.  refers  to  instances 
■■  ",  *  * 

where  the  nurse  interprets  symptoms  or  deems  the  recency 

of  surgery  as  evidcace  that  th^atient  is  In  distress 
and  seeks  confirmation  prior  to  a  complaint. 

8.    Patient  signaled  refers  to  !the  use  of  the  call 
light,  intercommunicatioaa  system,  or  voice. 

10,,  Nurse  made  specific  /check  refers  to  those 
instances  where  the  nuise  with  prior  knowledge  of  distress 
makes  a  visit  to  the  bedside  tc  check  the  patient's 
condition.  '  \    .  ' 

PERSONS  INVOLVED  IN  COMMUNICATION 

This  refers  to  the  petsons  involved "with  receiving*fe^e 
patient's  complaint  and  implementing  action  to  provide \ 

relief.    Nurse,  unless  otherwise  specified,  fefer^  to  the 

\      ■  ^  -  - 

registered  nurse  on  staff  duty  or  in  administration; 
physician  refers  to  interne,  resident,  or  staff  doctor. 
Persons  other  than  nurse  and  physician  may  be  involved 
in  the  communication  of  the  complaint.  •     .  ^■ 

1.  First  communicated  to  refers  to  the  person  receiviAg 
 '       '  V  • 

the  complaiiit  initially  or  recognizing  distress  arid  t. Peking 

confirmation.  ■   ^  *      *  .  - 

2.  Intermediary  refers  to  the  person(s)  who  eriables  the 

"  nurse  to  ensure  that  a  course  of  action  leading  to  relief 
will  be  effected,  i.e.,  a  physician  giving  an  order  or  a 
supervisor  obtaining  a  medication.'   This  is  not  to  be 


V    *  ,  V0LUBIE2 

>  .  '     .  •   -- 

•  •  • 

confused  with  Part  II. B.    BEFESRAL  FpR  DEFINITIVE  ACTION, 

vfaere  the  nurse  requests  another  person  to  take  definitive 

*     action  leading  to  relief,  ^  - 

3,    Concluded  by /^refers  to  the  person(s)  ^^o  compljetes 

the  relief  action,  i.e.,  the.  nurse  giving  a  treatment  or 

nedicationy  the  orderly  doing,  a  treatment/  the  r*^;rse 

making  statements ,  or  the  physician  treating  or  talking 

to  the  patient.    Those  to  whom  the  coiq)lalnt  has  been 
U  .  ' 

referred  for  definitive  action  (Part  II. B)  are  included 

«• 

in  this  section..  ^ 

■    .  '  ■   ^.  '  ♦  \* 

■ .  .  ■  .    ■  ■  .        \  ■ 

RELIEF  ACTION  or  RESPONSE  TO  COMPLAINT 
A.    EVALUATION  OF  COMPLAINT/ 

The  nurse  attempts  to  ascertain  that  distress  is 
present  and  its  nature  and  severity, 

1.  Distress  confirmed—The  nurse  may  ask  the  patient 

"Do  you  have  pain?^'    "Are  you  nauseated?"    He  may  affirm, 

"You'do  have  f)ain?' 

»  ^  

2.  Further  data  sought  ixi^titest ions— The  nurse  asks 

questions  of  the  patien|:  in  order  to  help  him  4®termine 
,  the  intensity  and  locatiqp  of  the  distress.    He  may  cisk, 
"Where  does  it^hurt?"  or  "You  have  a  lot  of  pain?" 

3,4.  Inspection/Palpation — ^The  area  about  vhich  the 
patient  complains  is  inspected  or  'palpated  to  confirm  the 
nature  of  the  distress * 
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5.    Vital  signs'  taken— liiese  Indlcatorp  of  general 

condition  are  observed  specifically  to  assist  the  nurse 

*     -  '        '  -  1 

In  evaluating  the  domplaii^t  •  '  ,  ;  • 

3.    NonerrThls  refers  to  those  Instances  In  which  no  • 

evaluation  Is  made  prior  to  relief  acf:lon.  I.e.,  the  nurse 

hears  the.  complaint  and  Immediately  administers  a  drj>?: 

V  ^/  ,   ■      ,  '^^   ,.  ■  : 

REFERRAL  TO  ANOTHER  FOR  DEFINITIVE  ACTION  / 

This  refers  to  those "Instances  In  which  the  nurse  gives 
the  management  of  the  complaint  to  another  for  definitive 
action,  I.e.,  an  orderly  may  be  asked  to  catheterlze  a 
pat  lent    a  clergyman  may  be  called  to  console  relatives  of 
th^  patient.    This  is  not  to  be  confused  with  Part  I.C.  ■  ^ 
Intermediary,  wh^re  another  person  enables^  the  nurse,  to 
ensure  that  a  course  of  action  leading  ^;o  relief  will  be 
effected.         *    ^  >^ 


/ 
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IMPLEMENTATION  OF  A  PSYSICAL.  MEASURE  OF  RELIEF 
1.    ADMINISTRATION  OF  A  DRUG 

The  patient  Is  given  a  drug  j/lth  the  specific  purpose  'Of 
relieving  distress.    PlacebC;  Is  included  here  because  its 
purposes  and  actions  are  tke  same.    When  the  patient  Is  given 
an  injection,  he  may  spontaneously  state  his  preference  or 

point  to  a  site;  the  nurse  may  ask,  ^-Which^side?'*    The  nurse 

_^  —  *  / 

may  give  the  injection  without  asking  the  patient  to  make  a 
decision  about  the  site. 
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■  ■  I 
r,    ATMINISTRATION  OF  A  ITKEATMENT 

Some  treatment  is  completed  with  the  express  purpose  of 
relieving  the  distrejBS.  ' 


/ 


3,    PROVISION  FOR  GENERAL  COMFORT 

At^en^ion  is  .paid  to  the  patient's  general  state  of 
comfort.    The  purpo8e<of  the  comfort  peasures  must  be  to 
relieve  the  specific  distress,  as  by  giving  a  drink  to  a 
patient  Vho  complains  of  thirst  or  food  to  one  who  is  hungry. 
When  either  is  given  incidentally,  it  is  not  counted.  In 

....^.^^^....^^.^^^^ 

is  added  for  a  specific  complaint,  it  vl^^^wnted.  Position 
chang^fe  may  be,  from  side  to  ^icTe/or  to  or  the  patient's 

back  or  abdomej^r'Ofb'm^Si^^       to  putting  a  patient  back  to 
bed  only  whM  relief  from  the  distress  about  which  tie  com-  ^, 
plains  i^L^^'^^^y  relieved.    Position  change  may  also  1  ?  ude 

-i.   c  : 

elevktlng  an  extremity  to  provide  ciMfort. 


D.    USE  jap  PSYCHOLOCrCAL  MEASURES  OR  APPROACHES 

1.  -HlT'^ 


^,>r;XPLORATION  WITH  PATIENT  OF  CAUSE  OF  DISTRESS  ' 


^  Tlie  nurse  aska  quesC:ion8  related  to  the  possible  cause 
*of  tlie  distress  6s  viewed  jby  the  patiWt.    H^e  may  ask/>"Have 


you 


lad  headachBS  at  home?"  c^r  "The"  nitroglycerin  has  not^ 
helpLL-you?"  or  ,he  may  say,  "Tell  me  just  hoi^  you  feel." 


0 
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2^.  EXPRESSION  BLOCKED 

Tlw5  nurse  may  close  off  communication  from  the  patient 
about  a  subject  he  has  Initiated  in  conversation.    He  may 
do  this  by  leaving  the  room  immediately  after  the  subject 
has  been  mentioned  or  he  may  change  the  subject  after  the 
patient  has  made'^an  emotionally  charged  statement.  The 
nurse  may  fall  to  follow;  the  patient ^s  lead  in  conversation 
and  mlt^'Yespbad  to  an  In^ltatloii  to  discuss  the  subject 
the  patient  has^*4^tlat^^. 

laCr  A^DRES^--o/PATIE^IT  OR  RELATI^ 


The  nurse  may  address  .the  patieni:  or  his  relative  Td.th 
eSr/  of  the  terms  listed;  no  term  of  address  ^at  all  may  be 
'used'.    When  two  or  more  terms  are  used,  all  are  count e'd.- 


/A.    DIRECT  COMMENTS  TO  INFLUENCE  PATIENT  OR  RELATIVE 

fir    Comfort  (relieve,  impart  strength  and/or/hope), 
e.g.,  "Every  day  it  wiU  get  a  little  better. "^'jTIien  you 
can  have  your  cup  of  hot  coffee."    "I  hope  your  lip  Is 
heallag  well."    "I'll  help  you;  w^'lljnake  it  real  comfortable', 
with  pillows."    "They're  going  to'  take  you  downstairs  and 

fix /youlipT*'^ 

/  b.    Contradict  (deny,  assert  the  contrary  of),  e.g., 
"I'*ve,bcen  visiting  you  a  lot  during  the  night.    You  were 
sjl^eplng." 


468 


-J- 


/ 


*'  VOLUME  2 

ib        c.    Control  (check  or  regulate;  keep  within  limits; 
exercise  restraining  power  over) .  *  Tae  intention  here  is 
to  change -^the  behavior  without  Necessarily  providing 
relief,  e.g.,  "You  have  just  eaten."    "We  have  to  tie 
your  hands  to'  protect  you."    "Don't  worry  about  it." 

d.  Direct  (cause  a  person  to  move  or  follow  a  course; 
point  out  the  right  way) .    The  intention  here  is  to  guide 
behavior  to  help  achieve  relief,  e.g.,    *'tll  you  roll  over?" 

"     "Try  to  relax  and  sleep."    "Put  your  light  on  if  you  feel 
bad."    "Tell  your  doctor  about  it." 

e.  Inform  (tell,  enlighten,  make  aware  of),  e.g., 
"We've  called  the  doctor."    "This  will  take  a  few  minutes 
to  work;  you'll  feel  a  pinch.",  "Your  doctor  is  a  busy 
man."    "I'm  going  to  tighten  your  sheets."  ^ 

r 

Y       f.    Ridicule  (laugh  at  mockingly  or  disparagingly, 
belittle),  e.g.,  "Be  sure  you  put-  on  your  coat"  (to  abscond), 
"The  barium,  enema  isn't  that  bad  that  you  need  to  pray 

about  it."    "You're  unbelievable,  .    Don't  you  look 

jazzy  in  your  new  shave."-  "You're  cute." 

g.    Scold  (rebuke  in  irritation,  chide  severely),  e.g., 
"You  need  to  stay -here  'til  you're  well;  so  relax. '^^^Why 
didn't  you  tell  me  this  before?" 


I  ■  » 
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Title:  NURSE  TEACHING  RATING  ?  S 
(NTHS  *  ' 

Authig^  Hay  man,  Joyce  L. 

Varutes:  The  NTRS  measures  10  competency 
areas  mat  are  congruent  with  the  cornr  -nents 
of  the  reaching  process: 

1.  zutent  of  the  presentation  clear 

2.  isrerequisite  knowledge  of  learne  . 
TDzed  . 

3.  t:jjntent  at  entry  level  oi'  learner 

4.  tmntent  relevant  to  learner  needs 

5.  ;iiil  content  p2rtinent 

6.  iteppropriate  instructional  material-  --"c 

7.  Totresentation  stimulated  two-way  p::r-x:i^ 
ki^tion 

8    iCtention^ of  learner  maintained 
it.  c-'  ntent  presented  complete 
Ifj^  ^rs^cher  attempted  to  validate  eai 
vfderstanding. 

J4^«w^i^Bion: 

Satv,r^  and  ^'nv^nt:  For  each  ^   -  "I 
iifeere  an  r— =  short  descript]  >rtu  -  p|  .  - 
/ig  vairi>UvS  le\    s  of  competency    '-^  •  I 
on  i  o-pwr.rr  ratin      cale  of  high  t<    i^'  i 
higher  tdveac/ire.-f.h<    igherthe  quality  of 

*  Axami  f  ^f'^nring:  The  NTti  ^ 

ben^  '-^  ?core       "  ( |ie  nurse's  sufi-^^^' 

peer:-,  im    e  rrrursf  if-u  -  -j^t  herself(hi- 
^vaii2Kr^^^>^   -'**.<»hinj:   ormretence.  Th^  ^ntCirv 
ttien:  t^l^cfai    ^  essie-^-  iknuld  be  obfeerv^ivtl  iief^-^e 
■»  Tatll^^  scaie  is  cCTpleted.  Only  x.^-^vx^ 
oeka^r  \h  ^Vftiuateti  either  by^direcr  a 
riom  ryf  bv/  evaiuatin^  audiotape  or  \  w.^^pe 
recoi  'Viif^^    fluting  ::^  accomplished  by:  \\  r^e- 
VTffwi?--     eaiti    competency,  (2)  selecti  iK  tfoe 
graaip'    .i    tf\iKnpetency   indicators   tha,  trDSt 
clioaely  reflectthe  nurse-teacher's  behavioz:.:a'?H 
fiS)»CfaEr4Vv^irthe  score  (ranging  from  1  to^>  rou 
t^ach  wwnr^^p;^H:cy.  The  scores  for  eacn  of  t-:»  IM) 
coinpest€H' -  —  are  summed  to  obtain  a 
score. "Tte  i^Aal  score  is  divided  by  the  nuntmr 
-rf-^cows^ClO)     obtain  a  mean  score. 

TiiHK*^per  observing  the  teaching  prowls 
will  imaiDy  the  largest  part  of  the  procedure 
and  will  Taxy  considerably  depending  on  'i?ne 
difficuilty  of  tihe  material,  the  ability  of  t.r,i: 
teacher,  ertc.  i^ating  and  scoring  can  be  rmr 
pletefltipnEkh  and  easily  by  a  rater  who  is  Taaar- 
oughVc  faamifcjir  with  the  competency  indicannr^r 

A  m^usal  '  ^ntaining  instructions  for  sccsTrmr 
the  NBIffi,  i  sample  rating  form,°and  cooni»e 
tency  iixfiicaaDrs  for  each  competency  is  saasii 
able  fnaw  the  author. 


Deveiopment: 

Rationale:  One  instructional  tectiiuilogy 
model  of  the  teaching  process  delineates  liiose 
eleiyie^its  of  teachini^  beha^^i^rS^ics  be- 
analyzed  atid  monitored  to  i^intain  cavjt  /tirt>l  and 
provide  feedback  or.  the  instructional  ;  -tem 
(Haymaiiri975).  The  NTRS  was  deve  ^ped  to 
meet  the  need  for  a  compraency-based  ^rintor- 
mg  system  and  to  y:  eld  da::a  for  the  ar  i>>5«sis  of  . 

\e  elements  of  the  ceacixing  process    ^^ttd  by 
nurses. 

Soiree  of  Items:  The  content  of  T;he  NTKS  was 
based  upon  the  author's  exper.v  nee,  i-  i.-x  ten- 
sive r^  '  iew  of  the  rej^^ant  literature, ;  rnput 
from  xperts  in  iri>^rrT'.:cthmal  'echn  ^  and 
riursi.  i;'. 

Pr  -dvre  for  D*  ^  ■  ■'mwnt:  ApTrrov  .n.r^^ly  1 
vearof  vajried  inf^iin**-.-  anidyses  c  mtu:  with 
■  ne  u.  Si'iV^s  expe::"  e  v^th  teJufivr.L-  raxing 
-cale  "dOiii  evalu;u:i/i^  forms  '  t'suito*'  in  the 
r  rese  t*  iTiHtrumeuit,  ^• 

Rrl  iih<  rrrij  andVmi  iditry:  Five  niirj^-^  '.-^ction- 
:ng-a:  \;e-£ai^?iers  voLancsrily  reeordec:  3  ^f*?»^t)era- 
r.ive  ua  -^z^  teacinnfic  situation  rtnrwtuccte-  n  a 
one-ro-o  etting  (n::Lan  audr^^  caartc!  e  rec^order. 
l  ar  ^  au-  /uiape  "^-H.^  analyze  inaepenrfleT^  tly  by 
nvr  nu;  of  "ving  :^ofessic .  evels 
crr.-TLedii:  tne  use-  '  -rche.NT'R  S.  Thf^  ^jres^nren 
Lo  tiach  imrse  teit<*nir-  by  eacn  raiti"  ^  ert*  le  'rited^ 
with  Kendall's  coe^effeient  of  concordance  yield-  . 
ing  an  imerrate    rehability  iW  =  0.695). 

The  ccntent  Y^hvE^y  of*the,  instrument  was 
assessed  throusfii  comparison  of  the  .VTRS 
competencies  with  the  elements  of  the  teaching 
process  as  descTiijDetl  by  nine  investigators  in  the 
areL.  The  author  reports  that  the  NTE5  over-, 
lapped  completely  wi^h  the  descriptions  ci  seven 
of  the  nine  authws  amd  80  percent  or  better  with 
the  other  two.  Ai^H.rdie  NTRS  was  submitted  to 
expeils  in  in^**»aa!aonal  technology,  instruc- 
tional systems,  anc:  nursing.  They  agreed  that 
the  theoreti^aJ  giratciples  of  the  teaching  proc- 
ess were  refetteedrn  the  NTRS. 

Validity  was  aimrrmined  by  comparing  nurse 
teacher  scores  wn  the  NTRS  with  scores  ob- 
tained from  the*  same  five  raters  on  the  same 
"five  audiotape*^  imng  the  Medical  Instruction 
Observation  Rcv'Orci  (MIGR)  devijtoped  by  Jason 
(Hayman,  Tfce'  mean  Spearman  rank  cor- 

relation coeffcv<?eir-between  scores  on  the  NTRS 
and  the  MIOSi  ^^ywmrated  by  the  five  r?ters  W'as 
0.862. 

Use  in  Reseaneftt  Sie  NTRS  was. developed  and 
used  by  Haymarr  (  219,75)  in  her  doctoral  study  at 
Georgia  State  Uigwersity. 
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Comments:  the  author  pointed  out,  the  NTRS 
monitors  the  process  of  teach  mg  rather  than 
teaching  conlSBnt  and  can  be  ised  by  student 
nurses  in  developing  their  skil^^n  patientlBPac))- 
ing.  Thus,  ths  NTRS  can  fimT  a^ppKcatiou  as  a 
learning  toel  well  as  an  e^)»aation  to«i.  Be- 
cause the  CTOipetency  indicir  -^'^3  are  gei-ieral 
statements  aiwit  the  teac»i«h^  procesii*  the 
NTRS  can  hfle  used  in  virtual  any  teaching 
situation.  ^ 

Only  conTTTsnied  use  of  the-^TTES  will  provnde 
sufficient  ianlDrmation  ,to  aseess  its  reliabifity 
and  to  determine  the  appm»priatfiatess  of  the 
present  scoring  categories.  ^ 


■eferences: 

HayTnan,  J^ywtZi.  The  devmlopment  of  a  compe- 
t^cy  boMmt  monitoring'  system  analyzing 
murse  tetu^^twi^  lyehavior  in  a  patient  teaching 
sutu.ation.  JhrnaDral  dissertation,  Georgia  State 
Uraiversit^   jIS75r        -  t, 
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pSychosoctal  instruments 


Hayman,  Joyce  L. 

*  • 

NURSETBICH      RATING  SCALE  (NTRS) 


j)ate:  Nurse  Teacher  Code:   >  Rater: 


Ins  tnictEons 

The  IITRS  is  designed  to  be  scored  at  the  completion  of  a  patient  teaching 
situation.    The  entire  patient  teacliing  sesaion  should  be  observed  before 
the  rating  scale  is  filled  out. 

Only  the  nurse  teacher's  verbal  behavior  is  evaluated.    This  evaluation 
may  be  done  by  direct  observation  or  by  evaluating  audio  tape  or  video  tape 
recordiiigs.  - 

SCORE  COMPETENCY 

  1.:-  Intent  of  the  presentation  clear 

2.    Prerequisite  knowledge  recognized  o 

  3.    Content  at  entry  level  of  learner  * 

4.    Content  relevant  to  learner  needs 
  ^  ^ 

  5.    All  content  pertinent 

  ^       ^  .  -V 

6.  Appropriate  instructional  materials  used  ^ 

7.  Present^ion  .stimulated  two-way  participation 

8.  Attention  of  learner  maintained.  • 

— —  —  •  -.f 

9.  Content  presented  complete  ^ 

10.    Teacher  attempted  to  validCvte  learner's  undetstandipg 

Composite  Score:"   

Mean  Score:  . 


A  scale  of  5  to  1  is  used  to  rate  the  teacher  on  each  competency.  Higher 
numbers  reflect  a  higher  rating  based  on  comp.etency  indicators  for  each 
competency. 
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Competency  Indicators  for  NTRS 
Intent  of  presentation  clear 
Score 

5    The  intent  or. objectives  are  stated  at  the  beginning  of 'the 
presentation.    The  scope  and  sequencing  of  material  is  identi- 
fied at  the  begrrnning^  of  the  presoitation. 

4  The  intent  or  objectives  are  implied  at  the  begimsing  of  the 
presentation.    The  scope  and  sequencing  of  material  are  implied 
at  the*" beginning  of  the  presentation. 

3  The' intent  or  objectives  ajre  evident  during  the  piresentation- 
The  scope  and  sequencing  of  material  are  evident  during  the 
presentation^  . 

2  '  The  intent  or  objectives 'are  evident  ap  the  conclusion  of  the 

presentation.  The  scope  and  .sequencing  of  material  are  evident 
at  the  conclusion  of  the  presentation. 

1    The  intent  or  objectives  for  the  presentation  cannot  be 
determined.    There*  is  ^no  evidence  of  scope  or  sequencing  of 
-material.  .  « 

Prerequisite  knowledge  recognized 
Score  ' 

5  Teacher  made  statement  of  prerequisite  knowledge  to  the. 
learner.    All  misinformation  was  identified  and  clarified  by 
the  teacher.  "  " 

4  Teacher  made  some  statement  about  prerequisite  knowledge. 
Misinformation  was  identified  and  most  was  clarified. 

«.  • 

3  Teacher  .alluded  to  prerequisite  knowledge.    Some  misinforma- 
tion was  identified  and  some  was  clarified. 

2^   Teacher  assumed  prerequisite  knowledge.    Little  misinformation 
was  identified  or  clarified. 

1    Teacher  made  no  assumpticn  br  statement  of  prerequisite  know- 
ledge.   No  misinformation  was  identified  or  clarified. 

Content  at  entry  level  of  learner 

Score  . 

5  Entry  l§vel  of  learner  was  validated  through  teacher 
questioning  6nd  the  vocabulary  was  at  the  entry  level  of  the  - 

'         ■     ■  .  .        .  IP 
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learner  or^^^fined  by    iie  ^acher.    Content  inaluded  a  brief 
renew  of  concepts  sad  asitiaisiiples.    leariter  Questions  coafrrmed 
Bwm  -entir  f  Icsvel. 

4"  Eiitt»  1^^  ^itJlearai^        validated  through  teacher  qaestioning 

aa^'  The  vajazxty  xst  ^^...eifliinlary  was  at  entry  level  or  deomed  by 

tbii  ceaciier*-    CormssB^  -  £«view  was  attempted.    Learner  qimzrzsaiBs 
iilmwiil  iiiiiiiMi  vairijv:   on  from  entry  level. 

3  Ti  wnm  I    III  1 1  ■lUiiiil  cc  \^idate  entry  ^ level  tixsrough' questxtnuLag. 
and  MDme-of  :::^er  waciAtBilwy  was  at  the  entry  level  of  tlfc 
leaaaBET  but  T^rryi^  at^s  iefined.  -  Content  ragsiew  wa^  not 

..perairmed  •    ijFfffirnr^  ^i^ucfft^""**  showed  moderaKe  variation^ xroen 
entsT'    level . 

2    Teacsfcesr  made       ar^eampt  ca> , validate  entry  Lssvel  and  litfiic 
vocabMbllary         at  amnrylsrel  with  no.  attenBt  to  define. 
Contfisrt  review  was  notn  peacfcrmed.    Learner  questions  showed 
gireat  varia'  ic     frmt  ^'?ntry  level. 

1  Teacksc^  madi^^  sto  atrttfgpir.  to  validate  entry  l«^el  and  vocabula^ 
was       :  at  esnt  'y  l^eJ   or  define.    Content  review  was  not 
perfos&oed.     L^^ft^iu^    qui^stions  showed  total  variation  from 
entrj^  level.  -  ^  ; 

Content  baasi  on  ^'unianiier  i?g^s  ^ 

Score 

5    Teadiaea^  dete^rmioed  t:5?e  entry  level  of  the  learner  and  provided 
coTLtB^  b^xaning  at  that  level.    Building^on  the  entry  .evel 
reached  the  acope        the  presentation. 

4  TeH^h^r  'att:^iq?t&:d  to  itetermine  the  entry  level  of  the  leasEmer 
amL  p  ovid^'^v  content  at  the  approximate  entry  level.  Co^itent 
shmF    buibitrng  on  entry  level  and  approached  the  ^ope  af 
th""  ^sentaition. 

3'   Tefc   - -r:  assumed  the  correct  entry  level  of  the  learner  and 

"^pisr*  ^^teng  eContent  bleginning  at  that  level.    Content  showed  some 
bniikju-acg  am  that  level  and  approached  the  scope  of  the 

2  Teaal^fc^r failed  to  assume  the  approximate  "entry  level  of  tim 
learnt=i»    Content  showed  some  building  and  soine  movement 
toward  ^cope  of  pRcesentation. 

• 

1    Teadk&r r&d  not  attempt,  to  determine  or  assume  entry  level  a£ 
leaner.    Content  showed  little  building  and  little  movememr 
t0f98sd  8fi0pe  of  presentation. 
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5.    All  content  pertinent 

Score  "  .  , 


5  Teachtfr  dSgresaions  www  pertinent  to  the  topic  and  no 
extrai»eotm  material  vma  ^jresented  by  the -teacher.  Ths 
teacher  MBCablished  tane  topic  at  the  fiist  appropriate  tune 


afjCe^a  iiascession. 

Teacher  dfia^ssions  weas  appropriate  to  trhe  topic  and  little 
extraneoDR  material- waa  tiEesented  by  the  teacher.    The  teacher 
r&3ta!.I-i.i*Bd  the  topirL  at  «ome  point  afirer  each  digression- 

Teftchet  i^ressions  we=  aaatopriate  to  the  topi-c  the  majority 

o-svm^^d  little  i  ■   mm  material  was.  presented  by  the 

x^tetat^.    The  teacher  i«sraBlis'ned  the  topic  after  the 
:aML  r'ity  of  digressiooa.. 

•Si  oi..  r  digressions  were  inraipropriate  the  majora.ty  of  times 
a&J  BB.  h  of  the  material  rfas.  extraneous.    The  teacher  tried 
if  led  to  reestablish  tthe  topic  after  all  digressions. 


1     ~:ie  ft»?.cter  digressed  anui  provided  extriheoua  material  during 
tne  enr^ixs  presentation.    The  teacher' did  not  try  to 
reestablish  the  topic. 

6,    ApproT!?i:^^te  .astructipnal  mat     lals  used  ^ 
Score 

5   s^terials  used  were  apptrapriate  to  verbal  capacity  of  learner, 
laacher  explained  relatrsonship  of  instructional  materials  to 
zantent  of  presentation  and  brought  specific  content  areas  to 
learner's  attentidn.    Materials  were  appropriate  to  content  and 
easily  adaptable  to  environment.  '  Teacher  augmented  instructional 
materials  by' discussion  during  or  after  the*r  use. 

4    Materials  used  were  appropriate  to  verbal  capacity  of  learner 
the  majority  of  time.    Teacher  explained  relationship  of.  ■ 

.  '   instructional  material  to  content  of  presentation  but  high- 
lighted few  content  areas-.    Majority  of  material  seemed 
appropriate  tc  content  and  moderately  adaptable  to  environment. 
Teacher  attempted  to  augment  instructional  materials  by 
•    discussion  during  or  after  their  use.  ' 

'  3    Materials  used  were  somewhat  appropriate  to  verbal  capacity 
of  learner.    Teacher  attempted  to  explain  some  relationship 
of  instructional  materials  to  content  of  presentation- and  did 
not  highlight  content.    Materials  were  somewhat  applicable  to 
content  and  somewhat  adaptable  to  environment.  Discussion 
during  or  after  use  of  instructional  materials  had  some 
significance  to  thoSe ^materials. 
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X  Materials  usSd'iiere  moderately  ^inappropriate  to  verbal  capa^ 
of  learner.    Teacher  gave  little  explanation  of  rclataoonsh^^ 
^f -instructional  materials  to  content  and  did  not  hig^i^t 
content.,  haterials  used  had  little  .applicability  to  santfint 
a,nd  were  difficult  to  adapt-  to  the  envi^onment,^  DiscaBsiun 
r    during  or  after  use  of  instructional  materials  had  little 
relevance  to  augmenting  those  materials. 

1  Materials  used  iwere  totally  inappropriate  to  verbal  ctmH  ty 
of  learner.    Teacher  gave  no^  explanation  of  relation^sip  of 
instructional  materials  to  canteht  and  did  not  highli^pct: 

^'content.  Materials  had  no  applicability  to  content  amrwere- 
very  difficult  to  adapt  to  environment.  No  discusBiozL  rfiiring 
or  after  use  of  instructional  materials  augmented  inateEi^ls. 

Presentation  stimulated  two-way  participation 

Score  ^  ^ 

5    Teacher  allowed  and  encouraged  learner  questioning,  cscMsents 
and/or  opinions.    Teacher  elicited  verbal  responses  ftrocn 
learner  freqiieitly. 

-  4  Teacher  tolerated  but  did  not  encourage  ledrner  questioning, 
comments  and/or  opinions.  Teacher  elicited  verbal  -responses 
^om  the  learner  some  of  the  time. 

3  Teacher  discouraged  learnefr  questioning,  comments  and/or 
opinions.  Teacher  seldom  elicited  verbal  responses  from 
learnei^. 

2  Teacher  ignored  learner  questioning,  comments  and/or  opiaiions 
Teacher  infrequently  elicited  verbal  responses  flua  learner.' 

1    Teacher  cut  off  rind/or  did  not  allow  learner  questioning:^ 
comments  and/or  opinions.    Teacher  did  not  elicit  verbal 
responses  from  learner. 

Attention  of  learner  maintained 

Score  '  ^ 

5    Teacher's  tone  of  voice  consistently  reflected  pleasant  and 
concerned  attitude  toward  leiamer.^    Teacher  personalized 
comments  and  reinforced  learner  statements  throughout 
presentation.    Teacher  frequently  asked  learner's  opinion. 

4  Teacher's  tone  of  voice  frequently  reflected  pleasant  acd 
concerned  attitude  toward  learner.    Teacher  personalized 
comments  and  reinforced  learner  statements  during  most  of 
the  presentation.    Teacher  often  asked  learner's  opinion. 
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3    Teacher's  tons  *^  voice  occasionally  reflected. unpleasantness 

-     and  lack,  of  coKejam  for  l.earner.    Tester  attempted  to  .  ' 

■personal ize  mm.  aainforce  -some  oil  learner-^  s-  cotenents .  Teacher 

asked  f  or  ■  le«T«Er  s 'opitSon  some  of  the  ^ime. 

•2'  Teacher's  toti«  c^^oice  fre<|uentty  lacked  pleasantness  and 

reflected  lacck  jde  concern  for  learner-    Teacher  rarely  * 
personalized  JEta^Bits  or  reinforced  learner' conments.  Teacher 
seldom  askeiL:OT^plfiarner's  opinion.  _  ,  " 

1    Teacher's  tame  txf  voice  consistently  flacked  pleasantness  or 
concern  for  Ismer.  _  Teacher -did  not  personalize  comments  • 
,  or  reinforce  Learner  comments.-    Teacher  did  iltst  ask  for 
learner  opiflom. 


L-       9.'   Content  presented  complete  ■  '     ^  ^  . 

Score  , 

5    Content  presented  reached  limits  of  scQpe  and  intent  stated, 
all  content  was  pertinent  to  the  topic  and  all  questions  and 
comments        tiie  learner  reflected  the  understanding  and 
knowledge  onf  the  content  presented.  ^ 

4    Content  presented  reached  limits  of  scope  and  intent  stated.  . 
«r     •  Most  content  was  pertinent  to  the  topic  and  most  questions 

and  comments  by^  th6  learner  reflected  the  understanding  and  ^ 
knowledge  of  the  content  presented. 

3    Content  presented  approached  the  limits  of  scope  and  intent 
stated.    Some  content  was  p&rtinent  to  the.  topic  and  some 
questions  and  comments^ by  the  learner  refl<>cted  the  under- 
standing  and  knowled^^of  the  content  presented. 

2    Content  presented  approached  the  limits  of  scope  and  intent  •-^ 
stated.    Little  content  was  pertitient  to  the-  topic,  and  some 
'  questions  and  comments  by  the  learner  sought  clarification. 

1    Content  did  not  approach  limits  of scope  and  intent  stated. 
'  ilone  of  the  content  was  pertinent-to  the*^  topic.    The  majority 

of  questions  ^nd  t:ommen1:s  by  the  learner  sought  clarification. 

10^    Teacher  attempted  to  validate  learner  understanding 

»^       *  . 


Score 


Teacher  encoufkged  learner  critique  and  questions.  Teacher 
encouraged  learner  to  demonstrate  a  skill  (if  taught)  and 
employed  an  appropriate  form  of  testing. 

Teacher  allowed  critique* and  questions  by  the  learner  and 
allowed  the  learner  to  demonstrate  skill  (if  taught). 
Teacher  tried  to  use  an  appropriate  form  of  testing. 
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3  Teacher.  St n/cturied  questions  to  the  learner  and,  allowed  no  . 
J.   learner  critique.'   Teacher  structured  learner  skill  x 

demonstratiTon  (if  taught^.  ^Tea.cher  tried  to  use  an  inapprdr 
>>  \  priate  form  of  testing.  '       .  V 

2    Teacher  asked  micinual  structured  questions  of  learner. 

Teacher  demonstrated  skill  (if  tapght).  Teachex  made  minimal 
attenqits  to  test.    -      ^  - ^  ^ 

1    Teacher  asked  no  questions  and  allowed  no  learner  questibns 
or  critique.    Teicher  nor  learner  demonstrated  skill  (if 
taught).    No  attempt  at^ testing  was. made. 


4  Q '  ' 


.»g  •  '         »  V0L^ME2  -  ■  _  .  .  -  , 

'  After  observing  the>p'atient  teaching,  situation,^  the  fol/owing.  ^ 
steps  are  necessary  to  scorje  ^he  NTRS:  ,  ^  

1.  '  Rey^w  the  coopetency.  indicators  in  this  m^nuat-^for  thp  first 

competency i    *       ♦  ^       .  k>*- 

2.  Select  the  group  of  competency  indicators  which  most  closely  re- 
'     iltfct    the  nurse's  behavior.  .  "  .  * 

■  "V   •  *     ■  •        '  .    .         ,    •  ... 

3.  Record  the  score  (5,  4,  3,  2,  or  1)  for  that  group  of  competency  m- 
dicators  on  the  line  adjacent' to  the  competency ♦on  the  ratrtig  , 

/  •-'         '  '• 

\     form.    Do  not  use  re'ro.  , 

4.  Repeat  the  prbcess,  beginning  "with  Step  1,  for  the  second  Com- 

petency.      *  ' 

5.  ;  When  all  ten  competencies  ^re  scored,  add  the  scores  to  ob- 

tain  a  total  scojre.    Record  the  total  score  in  the  appropriate  ^ 
l^oca'tion* 

-     *  / 

6.  Coarpute  the  mean  score  (total  score/10)  and  record  this  score 
in  the  appropriate  location. 


*  ■   1  _ 

Copyrighted  by  Joyce  L*  Hayman;  reproduced  with. permission  by*the  Health  Resources^ 
Administration.    Further  reproduction  prohibited  without  perraiBSion  of  copyright  holder. 

> 


cr        "       \  <l 


Copyright  1975  by  Joyce5%i.'  Haymah.    Reproduced  iy  pe 


PSYCHOSO^AL  INSTRUMENTS 


479 


Title:  NURSE  REWARD/PUNISHMENT  RE^ 
SPONSES  .TO   DEVIANT   AND  CONVEN- 
^^lONAL  BEHAVIOR 

Author:  Munjas>  Barbara 

Variables:  The  instrument  was  designed  to 
measure  two  sets  of  variables: 

1.  Occurrences  of  (1)  stereotyped,  deviant  role 
characteristic  behaviors  (or  behaviors  com- 
monly observea  among  persons  institutional- 
ized in  long-term  .mental  institutions),  and  (2) 
conventional  role  cl\aracteristic  behaviors. 

2.  Nurse  responses,  or  reVarding  and  punishing 
behaviors  defijied  by  the  author  as  follows: 

R  'eumrdVYig  behavior — Overt  behavior  of  nurs- 
V         ing  personnel,  things  nurses  say  and  do 
^   that  kre  positive  reinforcement  for- pa- 

tient behavior. 
Punishing  behavior — Overt  behavior  of  nurs- 
ing  personnel,  things  nurses  s^  and  do 
that  are  negative  reinforcement  for  pa- 
tient behavior. 
*■ "  ■ 

Description:  \ 

Nature  and  Content:  This  is  a' structured  obf 
servation  form.  On  the  left  are  17  categories  of • 
"stereotyped  deviant  role  characteristic  be- 
haviors" and  eight  categories  of  "conventional 
role  characteristic  '>  Saviors."  On  the  right  side 
of  the  form  an^  r-r  r  ach  category  is  a  column 
labeled  "Revv..  ;  «  ^j^^i  one  column  labeled 
"Punish";  th-  t;.  ..  ^  .  :  d  Punis'h  columns  be- 
side  each  cat-w..'^  :  '  *^^  ^mor  are  further  sub- 
divided into  thr^e  It  -  indicated  by  "A,"  "B," 
and  "C."  * 

The  kinds  of  rewarding  behavior  to  be  indi- 
cated by  checks  beside  the  letters  A,  B,  and  C 

'  are:  .  * 

A — approving  statements  and  action? 
B — remunerative  beHavior 
C! — takes-  positive  action^ln  response  to  pa- 
tient's behavior.  . 
The  ki  nds  of  punishing  behavior  to  be  indi- 
cated by  ^hiCcks  beside  the  letters  A,  B,  and  C 
are: 

,  A— disapproving  statements  and  actions 
B — imposing  a  penalty 
— refusing  to  act  or  taking  negative  action  in 
response  to  patient's^  behavior. 
.  On  the  form,  examples  are  provided  of  "de- 
viant role  characteristic  behaviors"  and  "con- 
ventional-role characteristic^  behaviors." 

Administration  and  Scoring:  The  form  must 
be  completed  by  an  investigator  skilled  in  the 
technique  of  -nonpartidpiint  observation  tfnd 
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knowledgeable  in  the  area  of  psychiatric  mental 
health  nursing.  *  -  • 

Patient-nurse  interactions  are  oDserved^yer 
a  predetermined  period  of  time. /Hie^ocess  to  ^ 
be  followed  by  the  rater  is  (1)  observe  the  p^j 
tient's  behavior,  (2)  classify  the  behavior  into 
one  of  the  25  categories  listed  on  the  forip,  (3) 
observe  ^e  nurse's  response  to  the  patient  be^ 
havior,  (4)  check  the  appropriate  space  on  the 
form  to  indicate  whether  the  nurse's  response 
was  a  rewara  response  type  A,  B,  or  C,  or  a 
punish  resp' 5:oe  type  A,  B,  or  C- 

Data  are  tabulated  by  determining  four  totals 
for  each  pati«3nt,  i.e.,  number  of  times 
stereotyped  deviant  behavior,  was  exhibited, 
number  of/times  conventional  behavior  was 
exhibited,  number  of  times  the  patient!s  be- 
havior, was  rewarded,  and  number  of  times  the 
patient's  behavior  was  punished. 

Development:  s 

Rationale:  The  instrument  is  based  on  the 
Labeling  Theory  of  mental  illness,  specifically, 
the  work  of  Thomas  Scheff  (Munjas,  1972).v 

Source  of  Items:  The  j,tems  are  the  author's 
attempt  to  operationalize  two  sets  of  variables 
derived  directly  from  Scheff's  theory:  (1)  de-, 
\  viant  and  conventional  behavior  of  mental  pa- 
tients, and  (2)  the  rewarding  and  punishing, 
responses  of  nurses.  ' 
,  Procedure  for  Development:  No  information 
was  provided. 

Reliability  and  Validity:  In  a  study  involving 
a  total  observation  of  596  nurse-patient  interac- 
tions which  occurred  among  74  nurses  and  72  " 
patients^  23.5  percent  of  the  interactions  were 
classified ''by  two  independent  observers.  Com- 
plete, agreement  between  the  classifications  of 
the  two  observers  occurred  92  percent  of  the 
time  (Munjas-  1972).  . 

Use  in  Research:  Data  bearing  on  the  question  of 
whether  or  not  persons  in  mental  institutions  are 
rewarded  for  playing  the  stereotyped  deviant 
role  and  punished  for  attempting  to  return  to 
conyentional  roles  were  collected  in  a  fieJd  study 
(Munjas,  1972).  .  , 

'  Comments:  The  instrument  was  developed  to,  • 
test  specific  hypotheses  which  were  d^ved  | 
fronu  Labeling  Theory.  Any  investigator  in- 
ter«ted  in  this  approach  to  understanding 
mental  illness  would  profit  from  consulting  the  ' 
..theory  and  the  author's. work. 
'  The  author  identified  as  one  instrunlerft  prob-  . 
lem  th$  fact  that:  .    .  ^ 
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s  The  form  for  observation  of  Conventional  Role  Charac- 
teristic Behaviors  contained  behavi9rs  t^hat  could  be 
viewed  as  conventional  or^ealthjr'  outside  of  an  in- 
stitufioh.but  were  oftea  adaptive  responses  to  the  long- 
ter^  hospital  situation  or  really  institutionalized 
behavior  (Muiyas,  1972). .  , 

Revisions  of  the  form  by  the  author  is  in  proc- 
ess. Initial  reliability  data  are  promising,  but 
fuVther  validity  and  reliability  work  needs  to  be 
done.  Three  suggestions  for  strengthening  the 
instrume^it  are  the  following:  • 
.1.  Labels  of  the  A\and  C  nui^se  response 
categories  ni^ed  clarification,  e.g.,  ''posi- 
tive" and /^approving''  actions  are  not 
*    clearly  differentiable. 
2.  iHstnictiohs  about  timing  of  observations 
are  needed,  since  categorization  of  some 
behaviors    depends    upon    quantity  or 
persistence  Jover  time  rather  than  upon 
quality.  . 


B  2  ^  ^ 

3.  Instructions  are  needed  for  categorjzing 
observations  which  are  simultaneously  in 
more  than  one  category,  e.g.,  the  pj^ttent 
>ho  masturbates  while  watching  news 
broadcast,  pf  the  nurse  who  ^owns  while 
.  handing  pass  permission  slip  to  patient.  - 

References: 

Munj*5,  Barbara.  Labeled  deviant  behavior:  Its 
rewa  d  and  punishment  in  a  long-term  mental 
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Munjas,  Barbara  ' 

NURSE  REWARD/PUNISHMENT  RESPONSES  TO' DEVIANT  AND  CONVENTIONAL  BEHAVIOR 


OBSERVATION  FORM  -  STEREOTYPED  DEVIANT  ROLE 
CHARACTERISTIC  BEHAVIORS  WITH  EXAMPLES 


^     I-  Agitated  behavior  (restless,  pacing  wringing 

hands,  unable  to. sit  still,  excessive  talking) 

II  'Manipulative  behavior  (attempts  to  maneuver  personnel*, 
patients  or  ward  routine  for  own  advantage) 

III    Disturbance  of  speech  (not  talking,  halting,  obscure, 
blocking,  repetitive,  jumbled) 

IV    Memory  difficulties  (confusion,  disorientation,  makes 
up  stories  to  fill  in  gaps) 

V.  Poor  personal  hygiene  (incontinence,  disheveled, 
deteriorated) 

VI    Suicidal  .talk  or  gesture  ^ 

VII    Phobic  behavior  (persistent,  unrealistic  fears) 

VIII    Ritualistic  behavior  (repeated,  washing  of  hands, 
verbalization  of  repetitive  thoughts) 

IX    Soma'tie  complaints  (headache,  backache) 
X    Talking  about  illness  and  symptoms 


XI    Aggressive  behavior  (verbal  abusiveness  and  out- 
^bursts,  violent) 

XII    Elated  behavior  (hyperactive,  euphoric) 


XIII    Regressive  or  infantile  behavior  (needs  feeding 

or  dressing,  nude,  fetal  position,  hoarding)^ 

XIV    Withdrawn,  apathetic?  depresse'^  behavior  (sits, 
^alone,  preocpupied,  sad,  not  eating,  im- 
mobile, slow  to ''T.espoftd'  to  directions)  / 
XV    Orotic  behavior  (autoerotfc,  seductive,  .expos6^ 
self}        ,  .  ^ 

XVI    Autistic  behavior  (posturing,  staring/trance^ 
,  automatic  &  undirected,  fantasy,  stupor) 

XVII    Hallucinatory  &  delusional  behavior  (talks  to 

'     self  or  imaginary  person,  suspicious,  grandive.j 
•  persecutory)  . 


Reward 

Punish 

A 

B 

C 

A 

B 

c  . 

A 

B 

C 

A 

B 

C  n 

A- 

B  : 

C 

A 

B 

C 

A 

B 

C  ' 

A 

B 

C 

A 

e  B 

C 

A 

B 

C 

A  ' 

B 

C 

A 

B 

c  . 

A 

B 

-C 

A 

B 

C 

A 

B 

C 

.A 

— ^'  .. 

B 

C 

A 

B 

C 
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OBSERVATION  FORM  -  CONVENTIONAL  ROLES 
CHARACTERISTIC  BEHAVIORS  WITH  EXAMPLES 


I    Oueatlonlng  attitude  regarding  routines,  etc. 
(I^m  not  sick,  I  want  to  go  home.  What 
are  these  medicines  for?) 


Reward 


Punish 


A 
B 


II    Asserting  autonomy  over  own  behavior  (reluctant  to 
or  refusirig  to  engage  in-any  routine  o;:  activ- 
ity, such  as  getting  up  at  a  prescribed  Jrime, 
standing  in  unnecessary  lines,  etc.  Demon- 
strates self-direction)    "     .  ^ 
III    Seeking  contact  or  communication  .with  the  world  out- 
side the  hospital  (telephones  family,  friends, 
etc.,  wants  radio,  newspaper  and  the  privilege 
to  watch  television  as  desires 

ly    Demonstrates -interest  in  activities  beyond  those 
involved  in  basic  physical  maintenance  (rec- 
reation, hobbies,  improvement  of  physical 
appearance) 

V   Assuming. a  leadership  role  in  activities  (suggests 
ward,  recreational  &  occupational  actiiJ^ities) 


VI    Attempting  to  make  contact  with  the  physician  or 

other  hospital. authority  to- discuss  questions 
such  as own  Ew?ogress       discharge,  ward  activities 
,  .   pr  functioning  of.  hospital  personnel. 


VII .  .  Assuming  responsibility  for  others  (helping 
fellow  patients  and  staff) 


VIII    Engages  in  expected  spcial  amenities  (says  thank ^ 
ypuv  asks  fpr  cigarettes  when  available -rather 
than  grabbing  them,  ..observes  common  courtesies  ) 


ERIC 
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CODING  INSTRUCTIONS 


Rewarding  Behavior-^operationany,  it  refers  to  overt  behavior  of 

nursing  personnel,  things  they  say  and  do.    A  positive  reinforcement.  Three 

broad  categories  of  rewarding  behavior  have  been  identified. 

A.  '  Approving,  statements  and  actions .    ("That's  good,"  a  warm  smile.) 

B.  Remunerative  behavior.    (Granting  favors,  extra  privileges,  prizes, 

removing  some  state  of  punishment.) 

C.  Takes  positive  action  in  response  to  patient's  behavior.    (Pays  attention 
"~    ~  to  patient,  seeks  him  out,  asks  his  assistance  in 

carrying  out  ward  tasks,  shows  respect,  acts,  on 
legitimate  requests.)  ' 

Punishing  Behavior--operationally,  it  refers  to  overt  behavior  of  nursing 
personnel,  things  they  say  and  do.    A  negative  reinforcement.     Three  broad 
categories  of  banishing  behavior  have  been,  identified  which  are  antitheti.cal 
to- the  above  listed  rewarding  behavior. 

{^■'   .         ■  '  "  ■ 

A.  Disapproving  statements  and  actions.    (Correct,  chastise,  frown) 

B.  Imposing  a  penalty.    (Lifting  or  restricting  privileges) 

•C.    Refusing  to  act  or  taking  negative  action  "in  response  to  patient's 
behavior,    (seel us'i on,  restraint,  rough  or  harsh  response,  ignoring) 


484  .  " 

Title:  PHYSICIAN  CHECKLIST 
Author:  Pienschke,  Darlene 

Variables^  This  instrument  elicits  information: 
on  two  varia.bles„  which,  though  conceptually 
distinct,  are* not  named.  The  first  variable  deals, 
with  how  phyisicians  present  their  Magncsis  to 
patients  who  have  cancer.  The  second  variable 
involves  how,  physicians  give  patients  who  have 
cancer  the  prognosis  for  their  disease.  (For  this 
review,  the -former  wiir  be  called  cancer  diag- 
nosis approach,  and  the  latter  will  be  called 
cancer  prognosis  approach.) 

«>  '. 

Description':  ?^ 

Nature  end  Content:  The  instrument  is  made 
up  of  eight  questions  which  indicate  the  kind 
arid  amount  of  diagnostic  and  prognostic  infor- 
mation that  physicians  give  to  patients  who 
have  cancer.  Cancer  xiiagnosis  approach  is  made 

c^up  of  responses  to  three  items  such  as  "Words 
used  to  describe  his  diagnosis."  Cancer  prog- 
nosis approach  is  made  up  of  responses  to  five 

>questions  such  as /'Terms  used  to  relate  prog- 
nosis.^* .The  scale  used  to  provide  information  on 
these  two  variables  has  two  possibilities:  open, 
or  guarded.  A  ocincer  diagnosis  approach  is  de- 
fined to  be  *'ope'n"  if  the  physician  checked  such 
terms  as  cancer  or  malignancy  in  item'  1.  It  is 

„^efined  to  be  ''guarded"  if  terms  such  as  lesion^ 


VOIUirME  2 


were  based  upon  a  review  of  the  literature  and 
the  author's  professional  experience. 

Procedure  for  -Development:  No  information 
was  provided  regarding  the  development  of  this 
instrument  other  than  to  indicate  that  it  vras 
given  to  six  physicians  to  fill  out  for  32  of  their 
patients.    ^  ° 

Reliability  and  Validity:  No  information  re- 
garding the  reliability  of  these  variables  v;as 
provided. 

Two  other  questionnaires,  the  Patient  Inter- 
view Questionnaire  and  the  Nurse  Perceptions 
Questionnaire  (Pienschke,  1973)  were  used  in 
collecting  data  regarding  patients'  feelings 
about  the  information  received,  their  satisfac- 
tion with  thie  care  received  in  the  hospital,  and 
nurses'  perceptions  of  patients'  responses  to  the 
information  received  from  their  doctors.  The  au-^ 
thbr  fioted  a  tendency  for  patients  who  received 
the  open  approach  on  cancer  diagnosis  to?*  (1) 
express  higher  confidence  in  their  physician  and 
nurses,  (2)  evidence  greater  satisfaction  with, 
the  amount  and  kipd.pf  information  received 
.from  their  doctor,  (3)  indicate  greater  satisfac- 
tion with  patient  care,  arid  (4)  have  a  greater 
congruence,  with  nurse  perceptions  of  the  needs 
of  patients  (Pienschke,  1973).  No  statistical  in- 
formatiori  isi  provided  that  could  be  used  to  indir 
cate  the  probahility  that  such  tendencies  were 


or  growth  are  similarly  checked'.  Cancer  prog 
nosiis  approach  is  defined  to  be  '**open"  if  the 
percent  chance  of  survival  or  remission  is  indi- 
cated. It  is  definecf  to  be  "guarded"  if  no  such 
information  is  provided. 

AdministratiQn  and  Scoring:  This  instrument 
is  to  be  completed  by  a  physician,  A  basic  as- 
sumption  is  that  a  physician^s  response  to  each 
patient  question  regarding  diagnosis  or  prog- 
nosis will  be  open  or  guarded.  (These  were  de- 
fined prior  to  data  .collection.)  Questions  are 
categorized  as  jpertairiing  to'di?ighosis  or  prog- 
nosis, arid  then  responses' are  categorized  as 
being  open  or  guarded.  Directions  foir  categori- 
zation o^the. questions  and  the  reajjoirees  must 
be  obtained  from  the  author  (Pi^schke,  per- 
sonal commtinication,  1976). 

Development: 

/^ahonaZe:' The  Physician  Checklist  was  de- 
veloped to  obtain  inforriiation  on  the  rplatioh- 
shipJDe.tween  the^kirid^^  used  to  g^ve  !; 

patients  information  about  their  disease  and  . 
how  patients  . feel  about  their  illness  and  their 
hospital  experiences.  c  . 

,  SpiiTce  of  Items:  The  items  contained  in  the 
checklist  were  developed  by  the  author  and 


-  —^-likely  to-be  due_to-diance^or_xando mj actors. 


Use  in  Research:  Pienschke's  (1973)  use  of  this 
instrument,  along  with  her  Patient  Interview 
Questionnaire  and  Nurse  Perceptions  Ques-: 
.  tionnaire  described  elsewhere,  in  this  cohipila- 
tion,  can  be  found  in  the  article  referenced 
below.        •  , 

Comments:  The  instrument  appears  io  have  a 
potential  for  providing  information  about  the 
1:wo  variables  it  is  pissesumed  to  measure.  How- 
ever, due  to  the  limited  number  of  patients  and 
doctors  involved  in  its  development,;it  is  prema- 
ture to  draw  any  conclusions  regarding  the  ul- 
timate usefulness  of'the  information  provided 
by  these  two  variables-  It  would  be  helpful  nn* 
future  re  search,  to  gather  information  regard- 
ing the  extent  to  which  the  various  items  cori- 
tribute  to  the  score  for  their  respective, 
variables,  as  well- as  to  determiT>e  how  each  it^m 
relates  to  criterion  variables  such  as  patient 
^atisfactigri'Mtlrcare  a^id~ps(tierit  knowledge.of 
diagnosis.  *  ^  : 

Any  potential  user  of  this  instrument  should 
carefully  examine  the  selection  and  labeling  of 
•.the'^  two  variables  under  examiriation.  So,  top, 


must  the  content  of  the  items  be  examined  in 
relation  to  their  validity  for  measuring  the  var- 
iables, e.g.,  in  item>l,  the  author  assumes  some 
of  the  terms  \re  more  acceptable  to  patie'its 
than'ethers^  but  no  evidence  was  provided  for 
this  assumption;  in  item  3,  it  is  questionable' 
whether  the  cesponse  choices  are  stated  in  the- 
best'terms.  '    .  . 

References:  . 

Pienschke,  Sr.  Darlene.  Guardedness  or  open- 
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PHYSICIAN     CHECKLIST    .  ... 

Check  the  information  that  was  given  to  the  patient  jibout  his  diagnosis  and 
prognosiss  '   >  '  ° 

\l>-.Words  used  to  describe  .his  diagnosis,  .  ' 

  nebpl  asjn  .  /    ___  growth  , 

 __.  malignancy   cancer  . 

 _^  lesion  tumor  ■  ' 

mass  Other       ^  ^    ■'      ^  •  


2,    Phrases  used  in  lay  men's  terms  to  describe  the  results^of--tHe^ surgical 
procedure.  '  7 


£"got  it  all"  V,  .  • 

"can'  t  be' sure  until  we  get  the = pathology  or.  laboratory  reports." 
_  "we  thi  njc-  we  got  i  t  al  1  but  we  recommend  further  treatment. " 
"there  1s  nothing  further  we  can  do." 

"we  thinklwe  got  it  all,  but. we  can't  be  sure.  ,  We  recommend  • 


Other 


"further  treatment  jus.t  in  case." 
^"it  spread  to  other  places."  , 


3.    Medical  terms. used  to  describe  the  results  of  the  surgical  procedure. 

•  -  •      inoperable  .     ■  -    .  '         "  . 

\  ^localized''  ' 

 nonresectable  ,  .      "  " 

metastasized  ^ 


other 


4.'   Terms  Ijsed  to  relate  prognosis. 

^     '         progressive  * 
 Incurable 

•  \  we  got  it  late 

-  . .  -ft  .  .  ^ 
 advancing  , 

everything  looks  good 

'  '  terminal 

■         spread  -  .  ^ 
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5.   The-  percent  chance  of  survival  indicated. 


20-30% 
"30-40% 


40-50% 
50-60% 
60-70% 
70-80% 


80-90% 
90-100% 
did  not  say 


80-90% 
90-100% 
did  not  say 


6.  ■  Percent  chance  df-remission.  indicated. 

0-10%         '•■  °   40-50% 

 10-20%  ;   50-60% 

  20-30%  _J   60-70% 

30-40%  '     °   _^  70-80% 

7.  Time  of  life '^expectancy  indicated-^ 

^  weeks       •  > 

•    months . 

iajfid!  mt  say  /  -    ^  . 

8.  At^B*rme  the  patient.:\vas' told -his  condition  was  there  any  evidence, 
of  metastasi  s?    ^  :  .  " 

yes  ■  

no         ^  ^ 


Copyrighted  by  Sr.  Dariene  Pienffirhke;  reproduced  with  permission  by  the  Health  Resource* 
Admihist^xatibn*    Further  reproduction  prohibited  without  permission  of  copyright  holder. 
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Provider-Client  interaction:  Client  Behavior 


Title:     PROBLEM*    BEHAVIOR  REPORT 
SHEET  AND  CODING  TOOL 

Aathor:  Bailey,  Janef  T. 

Variable:  Patient. problent  behavior  in  nursing 
care  settings  is  the  variaUe  under  study.  Prob- 
lem behavior  is  defined  as  action  which  deviates 
from  the  staff^desired,  staoiding.piatterns  of  be- 
havior. Staff-desired,  sfariding  patterns  of 'be- 
havior .  are  defined  as  behaviors  which  are 
expected  of  patients  by  nurses  and  presumed  to 
be  required  to  keep  the  treatment  settings  run- 
ning smoothly;  the  implied  harm  to  the  smooth 
operation  of  the  treatment  setting  caus'es  the 
nurse  ta  intervene. 

Description:  ,t 

^^a^ure  anc^  Conieni;  The  instrument  consists 

of  two\\parts:  (1)  the  observational,  tool,  which 
-utilizes  the  critical  incidenfi^ t_e_clmigiLeils^S^ 
collect  the  data,  and  (?)  the  coding  section  or- 
ganizes data  into  descriptive  categoiries  and  di- 
mensions Vrhich  can  then  be  analyzed  by  the  use 
of  nonparametric  statistics. 

The  Problem  Behavior  Report  Sheet  provides 
a  place  for  the  nurse  to  check  under^what  cbridi- 
tions  the  problem  behavior  occurs  (mealtime, 
bus  ride,  bedtime,  etc.),  and  which  of  the^Uow- 
ing  best  describes  the  pajge^t^rame  of  mindJdL 
the  time  .  oif  the  incident"  (contpletely  disor- 
ganized,, somewhat  disorganized,  or  organized 
with  actions  and  words  coordinated  at  normal 
level).  The  rettiairider  of  the  sheet  is  to  be  used 
for  a  yerbatfaxi  report  of  the  reported  behavior. 

Th^  Codinjs:  Tool  lists  10  major  categories  and 
dimensions  ta  be  coded.  They  concern  the  na- 
ture of  the  patient's,  problem  behavior  (PB),  the 
nurse's  behavioral  response  (intervention)  (I), 
^^d  the  patient's  respo^e  t*o  the  nurse's  inters 
v^n^   (PR)-  Coding  insmictions  are  provided. 

Ad^iwis^yaiion  and  Scoring:  instirunient 
was  de^^l^ed~fofTise4n  a  psychiatric  inpatient 
care  sietting^OTie. observer,  must  the  stkff- 
desired,  standi^rvg  patterns  of  patient  behavior 
In  order  to  be^abl^^^i^  behayior 
incidents  arid  factors^sociated  with  those  inci- 

dents.  '    *     ^  ^  ^ ^  ^S.  '  » 

In  the  author's  study,  th€5^nstrument  per  se 
was  hot  scored;  the  behaviorNyyas  categorir;ed 


and  coded. 


Development:  .  ♦  ^    '       *  *  ■ 

' ;  TtationoUe:  The  instrument  is  based  upon  a 

theory  of  'ecbio^cal  psychology  developed  by 
Barker  (1964,  1968),  Gump  (1964,  1967),  and 
Wright  (1967). 

Source  of  Herpes:  The  items  were  based  npon  a 
review  of  the  literature  arid  the  author's  profes-, 
sional  experience.  * 

Procedure  for  Development:  No  information 
was  provided. 

Reliability  and  Validity:  Reliability  of « the 
data-gathering  and  coding. process  was  checked 
,;in  two  ways:  (1)  40  incidents  which  had  been 
recorded  and  categorized  were  rated  by  two. 
coders;  iriterrater  agreement  of  their  results 
ranged  from  0.80  (nursing  ii^ervention)  to  1,00^ 
(PRN  medication  used);  (2)  48  incidents,  ob- 
served after  collection  of  data  for  the  Bailey 
(1974)  study,  had  ceiised,  were  recorded,  and 
-  categoriz^^jdjiimultane^^ 
Analysis    of  these   data  showedr~inteiTater~ 
agreement  from  0,73  (deviance)  $o  0.90  (problem 
behavip^f).  The  author  also  stated  that  there  was 
a  high.ae'ip:ee  df  similarity  for  data  from  th^  48^ 
doubly  observed  and  recorded  incidents  which 
^  did  not  require  codingvCBailey,  1974). 

No  validity  evidence  was  provided. 

Use  in  Research:  The  development  and  use  of 
the  iristrunient  is  described  in  Bailey's  master's 
thesis  referenced  below.  • 

'Comments:  This  instru^ment  provides  a  beggin- 
ning  scheme  for  the  categorization  of  nurse- 
patient  interaction.  .However,  in  its  present 
form,  it  forces  behayior  into  preconceived  clas- 
sifications and^  attends  to 'problem  ^bSiavior 
from  the  Kiurse^s  pero^ptfon  only.  If  expaiaded, 
refined,  and  detailed,  the  author's  prcBcedure 
could  be  useful  in  mapping  some  of  the^coniipli- 
.  cated  int'errelationsKips  between  patient  be- 
havior, nurse-patient  interaction,  and  case. 
j\  ■ 

References:  ;    ^     '         '  - 

Bailey ,  Janet.  Problem  behavior  on  a  psychitxtric 

unit.  Un  published  master's  thesis,  Univeiatt^ 

of  Kansas,  1974.  - 
•Barker,'  Rtoger  G.  Ecological  psychology.  Stanr- 

ford,  California:  Stanford  University  Press, 

1968. V  . 
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small  school.  Stanford,  California:  Stanford 

University  Press,  1964. 
Gump,  Paul  V.  Classroom  behavior  setting:  Its 

nature  and  relation  to  student  behavior.  Final 

Report  to  U.S.  Office  of  Education;  Project  No. 
■   2453,  Contract  No.  OE4-10,107,  1967. 
Wright,  Herbert  F.  Recording  and  o.nalyzing 

child  behavior.  New  York:  Harper  and  ROw, 

1967. 


Source  of  Information: 
Janet  T.  Bailey,  R.N.,  M.A. 
15519  Pleasant  Valley 
llouston,  Tex.  77062 

Instrument  Copyright:  None. 
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Bailey,  Janet  T.  _     .  . 

PROBLEM  BEHAVi OR  REPORT  SHEET  AND  CODING  TOOL 


oYour  name 
■  Date 


Approx.  time  of  day  of  Probleim  Behavior 


Patient's  name 


eck  the  appropriate  item, below; 


Activity  occurring  • 
Mealtime 

Bedtime   

Coimminity  Meeting 
Volleyball  ^   .  " 
OT  

Group  Meeting  ^ 

Bus  ride  > 

Freetime 

Exercise 


Visiting  hours 
Other 


Check  the  appropriate  response 
for  the  following  question; 

Which  of  the  foHowing  best 
describes  how, the  patient 
;  seemed  to  you  at  the' time  of 
the  reported  behavior? 


A. 


B. 


Completely  disorganizedy^ 
his  thoughts  aiid  actions 
lacking'  continuity!  put 
of  contact  with^^ality. 

Somewhat  disorganized^ 
but  with  evidence  of/ 
contact  with  reality.: 


 _C.    Organized  witb  actions'^ 

V*      '  ,  i  and  wbrds  coordinated 

;   '  at  a  natTwjl  level  r  . 

Piease  'describie  the  problem  behavior  in  . the  order  it  happened:  . 


ERJ 


503- 
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Description  of  Problem  Behavior  Incidents 
~    CODE"   P«B. 


CODE 

CODE. 

CODE 

CODE 

CODE 

CODE 

CdDE 

CODE 

CODE 

CODE 

CODE 

CODE 


I. 

P.R. 

I.  ' 

P.R. 

I. 

P.R. 
I. 

P.R. 
I. 

P.R. 
P.R. 


High 

Mod.    MANIFEST  IjEFIANCE 
Low  -  ' 

High 

Mod.  .HARD-SOFT  INTERVENTION 
Low  . 


Yes 


No 


ON-GOING  LIMITS  SET 


Yes 

No 

Y^s 


j_  N  o 
Yes 


THREAT  USED 


PRN  MEDICATION  GIVEN 


NURSING  MOVE  PATTERN 


No 


mem 


5.0  a 
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ErobLem  Behavior      ,  -  . 

This  is  the  patient  behavior  which  the  reporting  nurse  stated  was 
.a  probl^di.    You  will  be  asked  to  code  these  into  one  of  two  categopies 
and  the  proper  subcategory.    Ihe  categories  deal  with  which  kind  of  "r 
the  behavior  breaks  and  therefore  is  termed  "probleA  beh^ior." 

There*  are  two  sets.:  . . 

1.    Violation  of  Running  Rules  —  These  rules  are  the  ones 
made  to  keep  things  running  smoothly  on  the  uni^t.  They 
are  the  regime  rules.  =  • 

A.  Failure  to  go  to  expected  setting  or  activity 

Patient  fails  to  go  to  scheduled  activit/i  pieal, 
y  etc«|  tries  to  go  to  bed  earl^. 

B.  Failure ^to  participate  in  setting's  program  ^ 

c  Patient  enters ^setting  but  refuses  or  fails  to 
'  ^  participate;  e.g.,  will -go  to  dining  room,  btit 

,      :  won't  eat,  won't  take  medications.^      -  ^  .  . 

.    (J^    Attempts  to  leave  setting: 

■  ^ .     '     ■  .  :  r       ^     '       ■  "  K 

'    Patient  attempts  to  le^ve  setting  where  he  is 

supppsed  to  be;^e.g.,  won't  stay.in  O^T.,  attempts 
^     .    •  to  elppe.  ,  .  • 

-s  •   D.    Other  generalized  -setting  rule  violations 

•  '  •  *  ^'  ■  .     '  ' 

-  These  behaviors  are  those  that  seem  to ^violate  t^e 

jrunnirig  rules  but  do  ^not  seem  to  fit  in  abtove 
\  -      -categories*    Patient  doesn' t  wear  shoes,  smhkes 

when  against  thei  rules,  "makes  out"  in  conference 
room.       /  *       "      -  ^         \  '    '  '  , ■ 

II.    Violation  of  interpersonal-Social  Ruleis  — VThele  are 
"rulfes"  that  exist  to  hel^  promote  satisfactory.^ 
interpersonal-social  relationships.    They  are  subdivided 
into  two^major  classif icatiqns.'^  .  * 

A.    Cultural  Rules;      .  ^ '  *        .  v 

These  are  "rulesi,"  or  "norms"  used  by  the  larger 
society,  i.e.,  the  society  outside  the  hospital. 
These  behaviors  which  break  thede  rules;  are  in 
two  classes.*-  ' 
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*       1.    Unusual  disturbed  behavior  —These  are  th e ^ 
behafHors  which  result  in  a^> person  being 
hospitalized.    These  are  attempts  to  hurt  self t 
^-      ^    "  others  ~  confused,  bizarre  brehaviors.  Maybe 

acts  usually  performed  in  private,  per forme.d  \  ^  ; 
/         r  publicly,  such  as  undressing  in  community  meeting. 

.     '  It  may  be  a  destructive  act^toward  proper^.^  ' 

/  -  >• .  ^  •  ■  • 

J'  2.    Usual  disturbed  behavior       These  are  behaviors 

that  are  disturbed,  but  occur  relatively 
frequently  in  the  "outside"  world.    They  are 
behaviors  such  as  crying,  cursing,  being, 
.negligent  tpward  propertyj^esgpjcelBsing  wor^^ 
,  ^  berating  staff. 

Intervention   .  \  \  \ 

Th'is  is  the  nurse  behavior  which  is  the  response  to  the  problem 
behavior  of  the  patient.  ■     ^  ' 

I.    Gentle  supporting  behaviors  '  ^  '  / 

Nurse  listens,  comforts',  touchel  gently,  stays  wi,th  patient. 

n  .  ■       •       ■ .        ■  •  . 

II.    Reminding  behaviors  '  ' 

these  behaviors  act  as  an  additional  input  f rom  th^ 
envitonment.    Nurse  r^epeats  rule ^  gets  patient's  attention, 
reminds  patient  of  sclieduled  activity,  points^  out  danger 
1      '  to  patient  from  environment,  confronts  patient /^^th 

responsibility.  ^        «»  '/  ,  ♦ 

^  "    .  ■      •     »     .  "  „      ■     .  y   ^  * 

'  III.    Gathering  information  behavior  \  . 

Nurse  attempts  to  clarify  input  from  patient,  a^s  questions 

V     •  a'ssesses.  .:  ..'  ^     .  .  •  ■ 

IV.    Encouraging  behayiors  '  / 

;     No  clearly  visible  force  used  to  change  behavior,  ■  ni^rse 
states  she  encouraged  patient,'  suggested,  there  may^be 
evidence  of  persuasidn.^  .Nurse  may  request  that  patient 
"     change  behavior.^  ^  ^ 

V.    V*   'Forcing  behavior.  %        ^       *  u 

Power  clearly  used.    Direct  ^evidence  of  force.    May  be  ^ 
of  two  kinds:  \^     .    •         .    ^  - 

A.    Mechanical  power  assc  ition  —  nurse  ui^^es  ^J^ysical        ,  ^ 
tforce,  environmental  manipulation,  or  self- 
^manipulation.    The  patient  is  carried  to  activities,  : 
"    is  locke'd  out  of  room. 


B.    CdnmiuntcauiVe  ~  nufse  threate.n8,  insists, ^issues  ■ 
directiye.    Nurse,  tells  patient -jthat' unless  he  goes 
to  OT  he  will  lose  hiflg  privileges  i  -...^  ' 
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-Calling  fo/help 


Doctor  or  o^her  staff  members  called  on  to  help.  Not 
'       a  threat,  but  genuine  call  for  assistance* 

V  Vlf •    No  intervention  * 

■Patient  Reaction  to  Intervention  ;  . 

.  S    '  *  •  •  • 

This  is  the  patient  behaviorr which  occurs  in  response  t6  the  nurse's 
intervention.    There  are  four  categpriea*  '  ^ 

«^      ■  *  *  .   *        ■  ■    '  ^  '■  . 

•!•    Compliance  *  ^ 

*     *   f^atient  ;goes  along  yith  staff  immediately. Behavior 
changes  so  that  it  is  no  longer  a  problem. 

II • ^  Delayed  compliance  "   ^  .  e 

♦  »    Patient  puts  off  complying*.    Delays  but  then  g^ves  in, 
^    r:         surrenders  without  any  further  intervention'.  .Complies' 
only,  after  a  period,  of  non-complia^nce.    C(implies,  but 
with  evidence  of«  reluctance.  *  ^  . 

III,  'Non-compliance  "    .   .  \  ■  ^i.' 

—  •  ?atient  does  nbt  change  behavior  in  desired  direction.  - 

"  '    Nurse  must' intervene  again  to  achieve  compliance.       .  \^ 

'     IV.    Overcome  ^  .  .     *      VK.  * 

Patient-  is  made  to  comply  by  physical\torce.    Unwilling  to  / 
'  ^       ■  ^  *  comply."'  '  .  .  ^  :        -  ^ 

Total  Incident  Coding  .  ^  '  ^ 

V" — [  ~   .     -      -  - 

'  The  following  •dimensions  were  devised-  to  measui:el'<certain  aspec^ts  of 
the  entire  incident.    Within  the  same  incident,  there  may  be  several 
levels  of- these  dimensions.    Please  tode  the  incident  at^he  highest 
level  reaq;ied.  -  ' 


I.    High  defiance,  moderate,,  low  defiance.' 

This  scale  measures  how  defianj:  patient's  behavior  was 
during  the  entire  incident.     It  asks  how  much  "push"  or 
resistence  the  patient  put  into  the  incident. 

A.    High  —behavior  is  quite  defiant;  patien^  adamant, 
quite  resistive.    Patient,  elopes  or.,  attempts  to, 
refuses^  tiro  take- medication,  throws  pills  on  floor, 
hides,  strikes  at  nurse. 

'  B.  .  Moderate  —  behavior  is  less  resistive;  more  passive, 

moderately  defiant.    Patient  refuses  to  take  miedicatibn, 
t)ut  in  orderly  fashicuO:  Patient*  won' t  talk,  but  refuses 
;       to  go.tb  activity,  is  sarcastic,  pulls  back  when  pulled 
on.  *  < 

/ .  ■        .  ^       '  ■    .  ■  .         .   •   •  • 
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Low  ~  behavior  only  minimally  or  not  at  all  resistive;, 
patient  minimally^  d^ant.    Patient  "forgets"  to  go  to 
activity^  wanders  down  wrong  hallway. 

Hard-soft  quality  of  intervention  ' 

This  dimension  asks  how  forceful,-  aggressive,  intrusive,, 
punitive  or  demanding  the,  nurse's  behavior  was. 

A.  High  —^ehaviors  which  are  forceful,  aggressive,; 
intrusive,  puriitive  or  demanding.    Nurse  pulls  on      '   ,  , 
patient,  carries  patient ^ to  .activity ,  . locks  patient 
in.room,  threatens  patient  in  bold  way,  physically 
restrains  patient. 

B.  Moderate  —  behaviors  which  are  somewhat  forceful^., 
aggressive,  .intrusive,  punitive,  or  demanding.  Nurse 
tries  to  persuade  patient  to  go;  takes  patient's  arm, 
locks  room  after  patient  is  out,  more  subtly  threatens, 

'     reminds  patient  of  possible  loss  of  privileges. 

C.  Law  —  behaviors  which  are  gentle,  more  passive,  less 
intrusL^,  non-punitive,  not  demanding.    Nurse  requests 
that  patient  comply,  talks  with  patient.  / 

On-going  limits  i  -   •  - 

You  will  be  asked  to  decide  whether  or  not  on-g^ing  limits 
•    were  set,  i.e.,  limits  which  continued  after  the  ^)roblem- 
'    behavior  incident  is  over,  e.g.,  patient's  room  is^ept 

locked  for  two  Wrs,  he  loses  phone  privileges  for-24  hours. 

Threat  .  ^  , 

You  will  be  asked  to. decide  whether  or  not  threat  was  used 
in  eacli  incident,  e.g.,  patient  is  told  she  cannot  eat  lunch 
V  unless  she' makes  her  bed. 
*  » • 

PRN  medication  -.^  • 

.  You  will  be  asKed  to  decide  whether  or  not  extra  medication 
was  given  by  the  nurse,  to  help  patie^nt  comply.  • 
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Coding  Instructions  for  Problem  Behavior  Incidents  c> 

,You  will  be  categorizing  problem  behavior  inciidents  gathered 
from  a  four-'week  stud]/;  in  two,  psychiatric  in-patient  units.  Nursing 
staff  during  this,  four^week  period  recorded  every  incident  of  problem 
behavior  they  encountered.    Problem  behavior  was  described  to  them  as 
behavior  ori  the  part  of  the  patient  which  causes  an  interruption. in 
the . smooth  blowing  of  business  on  the  floor.    It  is  behavior  in  which 
the  nurse  must  intervene  or  think  about  intervening.    Nursing  .staff 
described  such- behaviors,  as  well  as  their  actions  and  the  patient's 
response.  \  -  ^ .     *  • 

:  I  have  taken  these  descriptions  and  placed  them  on  a  coding 
sheet  for  you.    Hie  first  behavior  is  labeled  P.B.  for  problem. behavior; 
this  is  the^ patient's  behavior  which  initiates  the  incident.    The  sheet 
labeled  Problem  Behavior  contains  a  description  of  the  categories  you 
win  use  to  code  the  problem  behavij.ors.    This  category  will  be  used 
only  one  time  for.each  incident.    The  next  behavior  is  labeled  I  for 
intervention.    This  is  the  action  the  nurse  takes  in^  ifesponde  to  the 
patient's  initial  problem  behavior.    The  sheet  labeled  Intervention 
contains  a  description  of  the  categories  you  will  use  to  code  the  nursing 
staff's  actions.    The  third  behavior  is  labeled  P.R.  for  patient  reaction. 
This  is  the  patient's  liehavior  in  reisponse'  to  the  nurse' s "intervention. 
It  deals  with  wh^ether  or  not  the  patient  complies^    The  sheet  entitled 
Patient'  Reaction  to  Inte^rvention  contains  a  desci-iption  of  the  categories 
.ybu  will  use  to  code  the  patient  reaction  behaviors. 

On  the  coding  sheet,  the  intervention  (I)  and  patient  reaction 
(P.R.)  codes  are  repeated  one  after  another  down  the  page.    Some  Incidents 
will  contain  many  I's  and  liiany  P.R. 's;  others  will  have  only  a  few  I's 
and  P.R. 's  to  be  coded.    You  are  to  select  the  proper  category  and  place 
its  outline  number  in  the  blank  in  front  of  the  described  behavior.  Only 
one  code  may  be  used  for  the  problem  behavior  and  the  patient  reaction 
behaviors.    In  the  case  of  the  nursing  intervention,  more  than  one  code 
may  be  used  if  you  believe  there  are  two  (or  more)  distinctly  different 
interventipns  present.    If  it  is  only  one  intervention,  but  you  are 
'undecided  as  to  which  category,  please  choose  the  one  you  think  fits^^ 
the  best. 

Dimensions  which  are  designed,  to  measure  certain  aspects  of  the 
total  incidents  are  listed  at  the  bottom  of  the  coding  sheet.  Descriptions 
of  these  dimensions  are 'listed  on  the  she^t  entitled  Total  Incident.  You 
will  be- rating  each  incident  on  each  of  these  dimensions.    You  will  be 
checking  if  they  are  high,  moderate,  or  low. 
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For  Statistical  analysis,  a  biding,  summarizing  all  nursing  intervention  for 
each  incident,  was  established.    This'icoding  was  termed  a  nursing  intervention 
move  pattern.    The  above  codings  fit  into  this  in  the.  following  manner:  • 

A. '    Pure  support  move  pattern 

All  ihcidents  which  contained  no  forcing  behaviors,  and  contained  one  or 
more^ gentle  supporting  behaviors,  reminding  behaviors,  or  encouraging 
behaviors. 

B.  Pure  force  move  patterns  .  , 
In  this  category,  an  incident  could  contain  no  support  moves. 

1.  Verbal  force  only 

♦    Incidents  with  one  or  more  verbal  force^nloves  only. 

2.  Physic£{l  force  only  '  .  '  -  .. 

XTncidents  with  one  or  more ' physical  force  moves  only" 

■       ■*•  ■  *  . 

3.  '^Bo^  force  (rid  support)  ^ 

All  incidents  with  both  physical  and  verbal  force  moves 


C.    Mixed  move  pattern 


Incidents  J  coded  into  this  category  contained  both  forcp  and  support  moves, 
There  are  (three  combinations.  . 


1.  Suppotlt  and  verbal  force 

Ii'tcidelnts  with  one  or  more  support  suoves  from  A 5.  and  one  or  more 
force  moves  from  B  1  above.  -  ^  , 

2.  Support:  ank  physical  force 

.     Incidents  with  one  or  more  support  movea  from  A5  and  one  or  more 
force  iQoves\  from  B  2^ 

1    ■  ^ 

3.  Suppori:  and  both  force  . 


Incidetits  with  one  or  "more  support -moves  from  A,  and  one  or  more 
moves  iirom  Bl3. 


4.    Other  generalized  setting  rules     ^  ^ 

•  Incidents  coiJtaiAing  no  force  or  support  moves.    They  contain,  ohly 
intervelntions  that  were  coded  as  Calling  for  help.  No  intervention. 
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•  * 

Title:  ..NONVERBAL    BEHAVIOR  WORK- 
SHEET ' 

Author:  McCofkle,  Ruth* 

•  .,1 
Variables:  The  ^worksheet  was  designed  to 
measure  four  broad  categories  of  nonverbal  pa- 
tient behavior  described  by  the  author  as  fol- 
lows: 

Facial  expressions— any  form  which  the  face 
takes.  Body^  movements — any  movement  or 
change  in  position  . or  posture  of  the  body,  except 
for  the  head.  Eye  contact — any  face-to- face;  con- 
tact  between  the  patient  and'  nurse.  General 
response  of  patient — the 'observer's  overall  sub- 
jective interpretatioii,  of  the^  mood  of  the  in- 
teraction. « 

Qedcription: 

Nature  and  Content:  The.  worksheet  is  an. 
observer-recorded  cinstrument' which  contains 
the  four  categories. 6f  nonverbal  behaviors  de- 
scribed MXider  Variables.  Each  categbry  includes 
some  nonverbal  behavior  items  which.are  clas- 
sified* as  positive,  neutral,  and  negative!  reac- 
tions. For  example,  items  in  the  category /ait^ia/ 
expressions  are  grouped' under  the  following 
classifications:  "(1)  positive  reaction  (smiles  or 
laughs,  cries,  nods  head  up  and  down);  (2)  neu- 
tral reaction  (blank  4ook,  raises  eyebrows);  and 
(3)  negative  reaction  (yawns  or  sighis,  frbwns, 
moves  head  side  to  side,  moans  or  groans)."  Two 
additional  items,  "Length  of  verbalization"  and 
"(General)  eye  contact"  are  included.^ 

A  column  of  "Number  of  Times"  and  a  column 
of  "Total"  are  provided  for  recording  the  obser- 
vations. The  instrument- is  accompanied  by  a 
clearly  worded  description  of  each  behavior  ""to 
be  observed.  .  ^ 

Administration  and  Scoring:  After  having  be- ' 
come  familiar  with  the  descriptions  provided  for 
each  item  in  each  category  of  the  Interaction 
Behavior  Worksheet,  the  observer  records  in 

.  th^  space  provided  on  the  instrument  form  the 
number  of  times  the  behavior  occurs. 

Each  researcher  must  define  the  specific  con- 

'ditions.  under  which  *his(her)  data  are  to  be  col- 

"lected,    e.g.,    number    of   observers,  verbal" 
stimulatie  ^ ,  leng^th  of  time  for  observation,  etc. 
The  numhcjr  of  times  the  described  nonverbal 
interaction  biehaviors  occur  are  counted  and 
then  summed  to  provide  a  total  number  of  "posi- 

;tive,"  "neutral,"  and  "negative"  reactions. 

Development: 

Rationale:  Verbal  interaction  is  one  of  the 
primary  tools. a  nurse  ^can  use  in  meeting  a  pa- 


4E2'  .  . 

tient's  emotional  needs  (Hays 'and. Larson,  1963). 

"  Nonverbal  communication  has  received  less  at- 
tention. In  oi*der"to  study  some  of  the  uses  and 
consequences  of  nonverbal. interaction,  jits  man- 

.  ifestatiqns  need  to  be  recorded  as  accarately  as^ 
possible. 

Source  of  Ifems:  The  instrument  was  based 
upon  Baldwin's  Intrusa-Gram ,  Worksheet 
(McCorkle,  1974).        .  '*  ^ 

Procedure  for  Development:  No  information 
was  provided.  - 

Reliability  and  Validity:  Some  reliability  and 
validity  data  were  provided  by.  McCorkle's 
study.  Based  upon  two  well-trained  observers' 
ratings. of -60  seriously  ill  patienfs,  interrater 
reliability  ranged  from  93  percent  to  100  per- 
cent. ^ 
-  -  The  discriminatory  validity  of  the  instrument 
Was  depionstraterf  by  its  distinguishing  between 
an  experimental  group  of  patients  (n=30)  who 
were  touched  and  -verbally  stimulated,  and  a 
control  group  who  r. were  only.  ve>bally  3timu* 
lated  (McCorkle,,  -1974)5  -  T^he  Kolmogorov-. 
Smirnoy  .t\fro  sample* tests  indicated  'that  a 
.significantly  greater  number  of  patients  in  the 
experimental  groups  responded  positively  with 
facial  expressions  (D  =0.17,  *p  =  <0.01)  and.  a 
signi^cantly  greater  number  of  control  patients 
responded  negatively  with  their  facial  expres- 
sions (D  =  0.20,  p=s=  <0.01).  Although  no  signifi- 
cant difference  was  found  regarding  positive  body 
movement  responses;  significantly  more  neutral 
movements  (D  =  0.20,  p  =  <0.01)  were  observed 
in  the  experimental  sub;;ects  as  well  as  signifi- 
cantly fewer  negative  movements  (D  =  -0.14, 
p  =  <0.01)  (McCorkle,  1974). 

Use  in  Research:  The  worksheet,  along  with 
thr^^e  other  instruments  (Bales'  Interaction 
Process  Analysis,  the  Postinteraction  Question- 
naire, and  Electrocardioj^aphic  tracings),  was 
used  in  d  study  of  "Effects  of  Touch  on  Seriously 
111  Patients"  (McCorkle,  1974).  The  sample  con- 
sisted of  60  seriously  Jll  patients  between  the 
ages  of  20  and  64,  hospitalized  on  general  medi- 
cal and  surgical  units  in  a  general  teaching  hos- 
pital in  the  Midwest.^ 

Comments:  The  author  (McCorkle,  1974)  pro- 
vided the  following: 

This  investigator  ^ould  -reorgranize  some  of  jiM 
categories  when  using,  this  instrument  again.  Therer 
may  be  no  need'to  have  a  neutral  category  in  the.differ- 
ent  responses.  'Crying*  may  need  to  be  included  as  a 
negative  response.  The  gestures  such  as  'nodding  the 
'  head*  may  need  to  be  reclassified  or  deleted.  The  'nerv- 
ous body  movement*  category  needs  to  be  subdivided 
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into  the  type  of  movement  and  nuinber  of  times.  The 
*   'eye  contact'  needs  to  be  refined  to  measure  the  lengrth  of  * 
eye  contact  by       patient  instead  of  only  the  faict  that 
eye  contact  was  or  was  riot  made.  >  r 

Any  potential  user  needs  to  be  aware  of  the 
-following:  (1)  having  the  observer  in  the  pa- 
tient's room.introduces  a  possible  source  of  bias; 
(2)  recording  rby  the  observer  requires  value 
judgments  on  the  part  of  the  obsejrver.  As  the 
author  has' indicated,  both:  the  items  and  the 
method  of  measurement  should  be  refined  by 
any  future  researcher. 

References:  .  . 

Hays,  J.  Sv,  and  Larson,  K.  H.  Interacting  with 
patients.  New  York:  Macmillan  Co.,  1963. 


McCorkle,  Ruth.  The  effects 'of  touch  on  seri- 
ously ill  patients.  Nursing  Research,  1974,  2S 
(2),  125-132.       '    .  .       ^       '  - 


Source  of  Information: 
Ruth  McCorkle,  R.N;,  Ph.D. 
Assistant  Professori 

Department  of  Community  Health  Care 

Systems,  SM-24 
School  of  Nursing  , 
University  of  Washington 
Seattle,  Wash.- 98125 


Instrument  Copyright:  None. 
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McCbrkle,  Ruth 

NONVERBAL  tffeHAVIOR  WORKSHEET 


Numbers  ^  

Ob^servers 
Time  Begun: 
Tiin§  Ended: 


Categories 

^  Total 

Facial  Expressions   ^ 

Smiles  or  laughs       _"  ^ 

—  — 

Cries                      :  ^ 

Nods  h€tad  up  and  do^.^ — ^ 

Blank  look                _  ^ — _ 

• 

'  Raises  eyebrows 

Yawns  or  sighs  ^^-^^ 

1.  ^^^^ 

^  i — — - 

Frowns  ^                  -  _ ,  ^ 

Moves  head  side  to  sid^^ 

Moans  or^  gi:oans        _  ^ — ^  . 

Body  Movements  . 

Touches  niirse           _^  ^ 

*Turni<  body  toward  nurgS^ 

*No  body  movement  i^^V 
toward  nurse  — ^ 

*Turns  body  awiy  f ir^St^S^i^e 

Nervous  ,  body  movemc^i?,?^-^ 

Eye  Contact   ^ 

Looks  at  nurse.   

Closes  eyes  ^^^^-^.^ 

Looks  away  f rom- nuri£^.^  ^ 

General  Response  of  fati^iiS^ 

_  ^  ' — '  ^ 

*Seems  interested   ^ 

*Seem9^indif ferent    -  ^ — ^ 

*Seems  rejecting 

Positive 
Reaction 

Neutral 
Negative 


Positive  ^ 

Neutral 

Negative 


Positive 

Neutral 

Negative 


Positive 

Neuti^al 

Negative 


Length  o^  verbalization'  ^  mi^^^tes, 

Eye^contact:    (to  be  scot^^  by  investigator) 
*T6  be  scored  onlv  onc^» 


"  seconds  ' 
yes       .  'np  • 
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.  •  .  * 

I.    Facial  Exp reas ions:    any  form  which  the  face  takes. 
"   The  face  is  an  affect  display  system  which*  is  more  • 
.  informative  aKout  the  nature  of  an  emotion  than  the' 

body: (whether  the  stimulus  person  appears  to  feel  angry 

^  ,  1         *  '  •       *  . 

afraidi  sad|  etc)« 

Smiles  or  Laughs;    a  facial  expression  involving  a 
brightening  of  the  eyes  and  an  upward  curving  of 
the  comers  of  the  mouth  with  or  without  a  sound 
that  may  express  pleasure  or  amusement. 

/    "  *  •  • 

Xri'es  or  Tears;    an  act  of  shedding  tears  in  which 

the  patient  shows  a  spontaneous  indication  of  relief 

or  demonstrates  expressions  of  feeling  better  after 
.  .  2 

a  period  of  tension. 

Nods  head  up  and  down;    a  gesture  in  which  the  posi- 
tion of  the  head  is  changed  vertically  to  express 
or  emphasize  ideas  in  conjunction  with  verbal  ex- 
'      pression.  '  "In|:ludea  giving  specific  signs  of  atten- 
tion to  what  the  other  is  saying  as  he  goes^  along, 

-  '  t- 

^Paul  Ekman  and  Wallace  V.  Friesen,  "Head  and  Body 
Cries  in  the  Judgement  of  Emotion:    A  Reformulation," 
^Perceptual  and  Motor  Sibils  (1967),  p.  712.  > 

^Robert  F.  Bales,  Interaction  Process  Analysis 
(Cambridge,  Massachusetts;    Addison-Wesley,  Inc.,  1951), 
p.  179. 
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*a8  a  means  of  encoursging  him  to  say  what  h€^  wishes  f 

by  nodding  the  head,  saying,  *1  see, '  'Yes,'  'M-hmn,'""* 

»    I-  ,  »■ 

Blank  look;    an  empjty  look  without  any  expression. 

Raises  eyebrows;    to  lift  the  arch,  or  ridge  over  the 
eye,  also  lifting  the  hair  growing  on  the  ridge. 

Yawns  or  sighs;    to  take  a^deep  breath  with  or  without 
the  jaws,  widespread  as  an  involuntary  reaction  to 
fatigue  or. boredom.    Included  when  behavior  "indicates 
to  the  observeir  that  the  actor  is  unattentive,  bored, 

or  psychologically  withdrawn  from  the' problem  at  hand, 

,      .  4      \    "  ■'.    '  " 

such  as  yawning."  >  i 

Frowns;    to  contract  the  brow  or/a  wrinkling  of  ^the 
brow  as  in  displeasure  or  as  -an  indication  of  in^ 
tolerance.^  ^ 

Moves  head  from  side 'to  side;    a  gesture  in  which  the 
position-of -the'  head  is  'changed  horizontally  to  ex^ 
press  or  emphasize  ideas  in  conjunction  with  verbal 
expression. 


^Balesi  p.  180, 
Sales,  p.  195. 
^Bales,  p.  192. 
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-    •  . .  \  .  ' 

'  .  ■        .  \ ■  ♦ 

Koans  or  groans:    to.  utter  a  low  prolonged  sound  of 
grief  or  pain:    pr  a  deep  inarticulate  and  involuntary 
sound  abruptly  begun  and  ended*    Included  as  an  in- 
dication of  distriess,  discomfort,  fatigue  or  pain,^ 

II.    Body  Movements:    any  movement  or  change  in  position 
'^or  posture  of  .the  body,  except  for  the  head.    The  " 
'body  shows  the  patient '.s  adaptive  efforts  regarding 
affect,  which  is  more  informative  than  the  face  about 
the  intensity  of  an  emotion.^  '    .  '  * 

Touches  nurse:    to  come  in  contact  physically, with 

the,  nurse.    Included  as  an  indication  that. the  actor 

8 

is  attracted  to  the  other. 

Turns  body  toward  nurse changes  oi  moves  body  in 

'I 

'  direction  of  the  nurse. 

No  body  movement  away  or  toward  nurse:    no  change  in  , 
position;  no  motion  of  any  part  or  of  the  bd'dy  as  a  ' 
whole.  ' 

Nervous  body  movements:    rapid,  repeated  motions  with 
the  htods,  fingers,  feet,  face,  shoulders,  head,  or 
body,  such  as  th^-tapping  of-  fingers  or  squirming. 


\ 


^Bales,  p.  195. 


^Ekman  and  Friesen,  p.  712^s 
f 

8 

Bales,  p.  177. 
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.         *  ■  .  ■  * 

Eye  Contact!    face  to  face  contract,  l^etweien  the 'patient 
and' nurse. 

»  • 

r  looks  at  nurse!    focusing, one's  eyes  in  the  general 

I    direction;  that  is,  facing  the  nurse;  watching  the 

.  .    /  9 
nurse  attentively.  p 

Closes  eyes!    Ahuts  eyelids  for  a  Ipnger  period  than' 
five  seconds.  »     ^ .  . 

Looks  away  from  nurs6!    focusing  one's  eyes  in  another 
'^direction  than  that  facing  the  nurse.  ,  > 

General  Response  of  Patient!    the  observer's  overall 
subjective  interpretatioh  of  the  mood  of  the  inter- 
action. '     '  ,  - 

t ,  .        ■  . 

Seems'  interested!    to  share,  participate,  or  to 
become  involved  with  the  inter actj^on. 

Seems  indifferent!    to  show  a  lack  of  interest;  un- 
concerned  or  unfeeling?  to  be  uipoved,  apathetic, 
or  resigning.  T        \  ' 

v  V '  •        . .  ■ 

Seems  rejecting^    to ibe  unwilling  to  share,  partici- 
he  involved  with  the  interaction,  a 
Cncludes  any  biihavior  in  which  -the  actor 
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appearSvto  be  provoked,  in  which  he. shows  annoyance, 
irritation, -heat,  anger,  rage,,  or  has  a  temper 


tiantrum* 


..10 


V.    Length  of  Verbalization!    the  time  from  which  the 
-  nurse  signals  the  observers  to  begin  by  pulling  on 
her  left  ear  lobe  ,to  the  time  the  nurse  leaves  the 
patient's  bedside* 

VI,  ^Eye  Contact  to  be  Scored  by  Investigator;    direct  ' 

visual  contact  between  the  nurde  iand  patient  in  which 
there  is  eye  $0  eye  contact  with  each  other  during  at 
least  half  the  interaction. 


10 


Bales,  p.  195. 
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Title:  f  CtlNG-OUT  CHECKLIST 

AuthOK  Shoffher,  Mildred  ; 

Variable:  The  insj^rument  was  de^signed'to  iden- 
tify  acting-out  behavior  of  hospitalized  ,  adoles-  , 
cent  patients.  Acting-out  is  defined  ks  "an 
infraction  i>3f  hospital  rales  which  the  adoles- 
cent has  prior  knowtedge  of,  verbal  a^use  of  a' 
stjaff  member,  the  imliction  of  physical  pain  or 
injury  to  himself(herself)  or  to  aiiother  person  , 
on  the  hospital  unit,  or  destruction  of  any  physi-* 
cal.  propert^  of  the  hospital  unit  itself." 

Description:  ^ 

-  Nature  and  Content:  This  is  an  observer-^* 
completed,  modified  checMist  which  contains 
two  items  directly  related  to  acting-out  behavior 
(type  ef  behavior  and  precipitating  factors),  ojie  - 
item  which  seeks  a  inarrativd  description  of  the 
acting-out  incident,  and  six  items  of  patient  and 
observer  ;demographic  data.'  Item  5,  "type  of 
acting-but,"  lists,  essentially,  the  components  of 
the  definition  of  acting-out  listed;  above  under 
Variable.  Item  6,  "precipitating  factors  to  the 
incident,"  lists  12  possible  causes;  More  than 
one  factof  may  be  checked  in  response.to  th^s. 
item.  • 

Administration  and  Scoring:  The  checklist 
can  be  completed  by  any  professional  staff  , 
member  of  aTFealth  care  facility,  though  it  was 
designed  primarily  for  use  of  nursing  staff. 
Ajiyone  completing;  the  instrument  must  be  able 
to  read  at  the  high  school  level  and  must  have  ^ 
^^ome  insight  into  causes  of  behavior.  - 

Directions  for  completion  accompany  .the 
checklist/ and  more  than  one  checklist  may  be 
completed  on  an  incident  when  more  than  one 
staff  member  either  oBserves  the  incident  or  is 
directly  involved  in  the  Incident.  Each  checklist 
requires  approximately  5  minutes  to  complete. 

The  instrument  itself  is  not  scored. 

Development:  . 

^  Rationale:  The  instrument  is  based  upon  the 
theories  and  concepts  of  adolescenc^f  Bios 
(1962),  Erikson  (1959),  and  Josselyn  (1971).  ' 

Source  of  Items:  The  items  were  derived  from 
•  a  review  of  the  literature  and  the  author's  e^lt^' 
perience  with  adolescent  psychiatric  patients,  . 

Procedure  for  Developmeru:  The  author  de- 
veloped an  early  versiop  of  tlie  instrument  and 


pretested  it  in  a  small  university-affiliate^ 
psychiatric  hpspital  and  in  a  large  rejigious*^ 
affiliated  general  hospital,  both  pf  which  had 
psychiatric  units  that  included  psychiatric  ado- 
lescent patients.^As  a  result  of  the  pretext  and 
foUowup  interviews  with  participating  staff  wm> 
had  completed  a  total  of  16  checklists,  the  in- 
strument was  revised  to  its  preset  foijni. 

Reliability  and  Validity:  No  interrater  relia- 
bility data  were  available. 

Contept  validity  of/ the  instrument  is  based^ 
upon  CD  its  having  i3een  revieved  by  the  au- 
thor's dissertation  advisory  committee  and  six ' 
psychiatric-mental  health  nurses,  each  of  whom 
held  at  least  a  master's  degree,  (2)  the  source  of 
the  items  identified  above,  and  (3)  a  pretest  of 
the  instrument. 

Use  in  Research:  ^Shoffi^er  developed  the  in- 
stjument  f^r  use  in  her  dissertatfoh  research 
now  fn  progress.  She  is  vising  it  along  *with  an 
instrument  developed  by  Rudolph  Moos.  The 
pur?)Ose  of  her  study  is  to  gain  more  knowledge 
about  adolescent  -patients  who  break  hospital 
rules  of  which  they  have  prior  knowledge,  vet^ 
bally  ;rt)use'staff  mepbers,  inflict  physical  pain 
on  themselves  or  another  person  in  the  hospital 
unit,  ondestroy  physical  property  of  the  hospital 
unit  itself. 


Comments:  Tlie  instrument  appears  to  have  po- 
tential for  eliciting  the  kind  of  xiata  Shoffner 
seeks.  Mor6  information  on  the  irfstpment's 
strength^  ind  weaknesses  should  be  available 
upon  Shoffner's  completion  of  her^research.  . 
/  ■  " 

References:  ^ 

Bios,  Peter.  On  adolescence.  New  York:,^The 
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Shoff her,  Mildred 
ACTING-OUT  CHECKLIST 


DIRECTIONS: 


Please  complete  a  Checklist  each  tiiae  you,  yourself,  observe  ait 
Incid&t  of  actlng-rout  'by  a  patient  and  each  time  you  are  actually 
Involved  It^  an  incident  of  acting-out  by  tha  patient.    More  than 
one  Checb^st  may  be  completed  on  an  incident  i^efi  more  than  one  • 
staff  m^ber  either  observes  the  incident  or  Is  directly  involved 
m  thfe  incident.    Always  record  your  own  personal  opinion  of  the 
incident.  .    ,  ^  . 

Please  coiiq)lete  this  form  as  soon  after  the  incident  a§  possible 
and  always  before  you  report  of f  duty  from  the  shift  on  which  the 
incident  took  place.'   If  additional  space  is  needed  for  a  .written 
explanation  of  any  answer,  please  write  the"  word  OVER  at  the  eh(?:  ^ 
of  the  unfinished  statement.  .  Then  turn  the  page  over,  record  the 
number  of  the  question  to  which  you are  responding  and  then  xompleti 
your  explanation.  .      ^  \  . 

Each  Checklisjt  takes  approximately  five  minutes  to  complete. 


ACTING-OUT: 


is  an  infraction  of  hospital  rules  i^ich  the. adolescent  has  prior 
knowledge  of,  verbal  abuse  of  a  staff  member,  the  infliction  of 
physical  pain  or  injuHry  to  himself /herself  or  to  another  <kperson 
on  the  hospital  unit,  or  destruction  of  any; physical  property  cif 
the  hospital  unit  itself.-  ,  - 
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riEASE  CHECK  OOTjY  ONE  ANSWER  FOR  EACH  OP  THE  FOXXOWING  CATEGORIES: 
PfttlentS  sex: 


\ 


2.    P«llene^s  age:    12-14  yrs.  Q,^ 
15-17  yra.  Q 
18-21  yra.  Q 
Other,  please  Identify 


3.    Day  of  week:  Hon. 

□ 

Tues. 

□ 

"    .  Wed. 

□ 

^  Thurs, 

■  Trl. 

0 

'  .      .    ■'^  S*t. 

□ 

"  Sun. 

0 

Sliji't:    7-3  Q 
"  3-11  □ 


U-7 


f     Other »  please  identy^  ^ 


5.    Type  of  Xctlng-out:    Broke  hospital  rules  Q  ^ 

Verbally  abusive  to  staff  Q 

Hurt  self  ^Burned  akin,  p-. 
cut  self,,  banged  head)   I  [ 

■  Hurt  another  patient  Q 

Hurt  a  staff  nember  Fl 

Destroyed  hospital  property  Q 

.Other,  Q 

Please  explain: 


\ 


v 


/  / 
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6«   7rtelpit«ting.  Factprs  'to  th«  Incident:    (chcek^A^  many  as  necftssary) 
Xatrapaychie  factors  PI 


Irritating  bahavlor  p| 
of  another  patient  | 

Broken  promise  by  KD  os— i 
other  staff  neaber    1  \ 

Broken  promise  by  parent-^ 
or- significant  other  1  1 

Competing  with  other  p- 1 
patients  for  attention  1  1 

Slgnificfmt  date.     '  m 
(blrt|day,  holiday)  LJ 

Other, .  D 

Please  'Explain;  ■ 


*Staff  not  available  to 
give  attention  to  thj 
patient 

Nothing  to  do  Q  : 

Authoritarian  i)Ctitude  r-i 
of  staff  members 

Inconsistent  rules  Q  * 

Scheduled  activity  or  -  r-^ 
appointmenr  not  kept  I  I 

Visiting  hours  Q 


7.    Plaase  describe  the  acting-out  xncidepi  briefly  in  yo^ur  om  vords; 


8.    To^ir  Job  Title 


T 


9,    today's  date 


r 


*XnCrap^chla  faccocs  «re  fsccors  exlsclng  vichln  che  Indivliiual's  mind. 
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Provider-Client  Interaction:  Quality  of  Care  (Process) 


Title:  RUSH-MEprCUS  NURSliSTG  PROCESS- 
METHODptOGY  • 

Authors:  Haussmann,  R.  K.  Dieter,  Hegyvary, 
Sue  t.,  and  Newman,  John  F.   

Variable:  The  quality  of  nursing  care  as  it  can  be 
measured  by  an  assessment  of  the  nursing  proc- 
ess is  th^  variable.  The  nursing  procibss  i3  de- 
fined as  the  assessing,  planning,  implementing, 
andevaluating  components  of  care.  The  nursing 
process,  as  operationalized  by  this  instrument, 
is  a  cdmprebensive  set  of  nursing  activities  per-  ' 
formed  in  the  delivery  of  patient  care. 

Description: 

Nature  and  CoriU^nt:  This  methodology  for 

evaluating\he  quality  of  nursing  care  consists 

of/a  master  set  of  257  evaluative  criteria.  These 

criteria  .are  grouped  within  a  framework  of  six 

major  objectives  and  28  subobjectiv^s: 
v..      -  ■ 
1.0  The  plbn  of  nui*sing  care  is, formulated. 

1.1  The  condition  of  the  patient  is  aaaeaaed  on  ad- 
miaaion. 

1.2  DAa  relevant  to  hoapital  care  are  aacertained 
-  on  admission. 

1.3  The  current  condition  of  the  patient  ia  aaaeaaed. 

1.4  The  written  plan  of  nuraing  care  ia  formulated;  ^ 

1.5  The  plan  oft  nuraing  care  ia  coordinated  with  the 
medical  plan  of  care. 

2.0  The  phyaical  needa  of  the  patient  are  attended. 

2.1  The  pijjtient  ia  protected  from  accident  and  in- 
jury. . 

2.2  The  need  for  phyaical  comfort  and  reat  ia  at- 
tended. 

2.3  The  need  for  phyaical  hygiene  ia  attended^ 

2.4  The  need  for  a  aupply  of  oxygen  ia  attei^d. 

2.5  The  need  for  activity  ia  attended.         y  p 

2.6  The  need  for  nutrition  and  fluid  balance.;'!*  at- 
tended. '  ^ 

2.7  The  need  for  elimination  fa  attended. 

2.8  The  need  for  akin  care  ia  attended. 

2.9  The  patient  ia  protected  from  infection. 

3.0  The  .nonphysical  (psychological,  emotional,  mental, 
and  social)  need^  of  the  patient  are  attended. 
'3.1  The  patient  ia  oriented  to  hoapitai  faciUtiea  on 
admission. 

3.2  The  patient  is  extended' aocial  courtesy  by  the 
nursing  staff. 

3.3  The  patient's  privacy  and  civil  rights  are  hon- . 
ored.  . 

'   3:4  The  need  for  psychological-emotional  well-being 
is  attended. 

3.5  The  patient  is  taught  measures  of  health 
maintenance  and  illness  prevention. 


3.6  The  patietnt's  family  is  included  in  the  nursing 
care  process. 

4.0  Achievement  of  nursing  care  objectives  is  evalu- 
ated. \  ' 

4.1  Records  document  the  care  provided  for  the  pa- 
tient. *  / 

4.2  The  patient's  response  to  therapy  is  evaluated. 
5.0  Unit  procedures  are  followed  for  the  protection  of  all 

patients. 

5.1  Isolation  and  decontamination  procedures  are 
-   °  followed. 

.  5.2  ThiB  unit  is  prepared  for  emergency  situations. 
6.0  The  delivery  of  nursing  care  is  facilitated  by  ad- 
ministrative and  managerial  services.  • 

6.1  Nursing  reporting  follows  prescribed  standards. 

6.2  Nursing  management  is  provided. 

6.3  Clerical  services  are  provided. 

6.4  Environmental  and  support  servTces  are  pro- 
vided.^ ' 

The  criteria  ate  stated  in  objective,  measura- 
ble terms,  usiially  with  dichotomous  answers, 
and  sources  of  information  have  been  identified 
for  each  criterion.  For  medical,  surgical,  and 
pediatric  nursing,  the  methodology  has  been 
developed  to  apply  to  four  categories  of  patients, 
J.e.,  sielf-care,  partial  care,  complete  care,  and 
iriterisive  care.  Additional  categories  of  patients 
currently  included  are  patients  in  the  recovery, 
room  and  in  the  normal  newborn  nursery. 

Administration  and  Scoring:  The  methodol- 
ogy is  operationalized  by  use.  of  observation 
worksheets.  These  worksheets  amtain  grouped 
subsets  of  criteria  from  the  masteklist,  and  the 
criteria  have  been  selected  to  be  relevant  both 
to  a  specific  patient  type  iand  representative  of 
all  criteria  in  the  master  list  that  might  apply  to 
a  specific  patient  type.  Printed  worksheets  of 
computer-selected  criteria  based  on  patient  type 
are  available.  -  ' 

The  worksheets  have  been  designed  to  be 
completed  by  trained  observers.  Workshops  to 
train  observers  and  to  establish  an  acceptable 
level  of  inter-observer  reliability  mu^t  be  pro- 
vided. The  authors  indicateS  that  at  the  end  of  a 
2-  to  3-day  training  session,  most  bbserveirs 
achieved  better  than  QO  jpercent  agreement  oh 
completed  worksheets.  Any  potential  user  must 
be  aware  of  the  need  f0r  planned,  systeitpatic 
assessment  of  interrater  reliability  of  the  ob- 
servers, and  .a  level  of  85-percent  agreement  is 
suggested. 
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The  methodology  is' applied  to  a  nursing  unit 
by  reviewing  10  percent  of  1  month's  patient 
census,  usually  about  20  patients.  Obiservations 
should  be  randomly  distributed  across  patients, 
days,  and  day  and  evening  shifts.  - 

Specific  patients  are  randomly  jselected  from 
the  unit  censi^s  just  prior  to  observation  and 
rating.  Once  these  patients  have  been  identified, 
their  illness  classification  is  noted  and  the  ap- 
propriate observation  y/orksheets  are  selected 
and  completed  by  the  frained  observer.  A  total 
of  30  to  50  minutes  is  required  to  complete  each 
worksheet;  of  this  time,  approximately  5  to  10 
minutes  is  devoted  to  patient  interview:  Infor- 
mation obtained  from  a  total  of  eight  sources, 
and  the  recommended  sources  of  information  for 
each  criterion  are  indicated  on  the  worksheet. 

All  completed  worksheets  are  visually 
scanned  for  completeness,  keypunched,  and  en- 
tered into  a  computer  program  for  editing.  A 
second  computer  program  then  produces  quality 
indexes  for  each  of  the  28  subobjectives  for  each 
of  the  monitored  units.  Each  index  is  the  average 
of  the  criterion  scores  within  the  subobjective. 
Each  criterion  score  is  the  ratio  of  positive  re- 
sponses to  the  maximum  possible  positive  . 
responses  based  upon  the  number  of  valid  obser- 
vations for  the. criterion'  All  of  the  computer  pro- 
grams are  coded  in  ANS  COBOL  and  may  be 
operated  oh  any  medium-sized  computer  which 
cat!  run  the  routine. 

Development: 

Rationale:  This  system  resulted  from  a;n  at- 
tempt to  develop  a  methodology  that  (1)  would 
be  patient-centered,  (2)  was  process-oriented  in 
terms  of  activities  that  comprise  the  nursing  . 
process,  (3)  would  permit  correlation  of  various 
aspects  of  nursing  processes  as  well  as  correla- 
tion of  processes  with  structural  and  otrtcome 
measures^  and  (4)  would  extract  the  most  rele-  • 
vant  and  useful  parts  of  existing  methodologies 
so  that  a  more  specific  and  comprehensive  in- 
strument could  be  developed  and  tested.. 

Source  of  Items:  The  items  were  based  on  an 
extensive,  in-depth  examination  of  studies  and 
instruments  that  addressed  measurement  of' 
the  quality  of  nursing  care,  as  well  as  on  the 
professional  experience  of  the  project  advisory 
committees  and  staff.  /  . 

'Procedure  for  Deve/opmen^:  An  initial  set  of 
900.  items*  was  developed  and  examined  for 
measurability.and  redundancy.  This  led  to  a  re-  l 
vised  list  of  approximately  200  items.  Additional  '  " 
items  which  focused  specifica/lly  on  patient  care 
were  added.  From  this  effort, 'a  set  of 220  criteria 


was  developed  for  use  with  medical,  surgical, 
and  pediatric  units.  The  .criteria  were  used  in  a 
study  which  included  two  hospitals.  Based  upon 
the  results  of  that  study,  the  criteria  were  re- 
vised, expanded,  and  field  tested  with  19  hospi- 
tals in  various  locations  in  the  United  States. 
These  hospitals  were  selected  to  test  the  relia- 
bility and  validity  pf  the  methodology  in  a  wide 
range  of  types  and  sizes  of  hospitals. 

Data  from  th'is  18-month  study  in  the  19  hospi- 
tals were  statistically  analyzed  in  detair  and 
some  changes  in  the  criteria  list  resulted. 
Changes  in  the  criteria  list  did  not  substantively 
affect  the  subobjective  measures 'themse'ves. 
Only  criteria  which  had  not  contributed  infor- 
mation to  scores  during  one  3-month  period 
(January  through  March)  were  eliminated,  and 
care  was  taken  not  to  change  this  substantive 
meaning  of  those  criteria  which  were  reworded 
as  a  result  of  the  analysis. 

Reliability  and  Validity:  The  reliability  and 
validity  of  the  methodology  are  treated  exten- 
sively in  the  references  cited  below.  That  infor- 
mation is  presented  here  in  brief  summary  only. 

The  authors  found  in  the  pilot  study  in  two 
hospitals  that  inter-obs^rver  reliabili  y  coeffi- 
cients of  0.90  were  usually  attained  at  whe  end  of 
a  2-  or  3^day  orientation  workshop.  For  the  field 
study  in  19  hospitals,  an  in;fcerobserver  reliabil- 
ity coefficient  of  0.85  was  reported. 

To  further  test  the  reliability  of  the  methodol- 
ogy, data  obtained  from  the  19  hospitals  were 
submitted  to  it^m  analysis,  redundancy 
analysis,  cluster  analysis,  and  polytomousMtem 
analysis. 

Content  validity  was  established  on  the  basis 
of  the  sources  of  the  items  identified  above,  i.e., 
extensive  literature  review,  examination  of 
preexisting  instruments,  an  outside  panel  of  ex- 
perts, advisory  groups  of  nurses,  and  the  profes- 
sional experience  of  the  authors. 

The  claim  for  construct  validity  is  based  upon 
two  types  of  data:  (1)  an^- analysis  of  the  scores 
obtained  from  the  19  hospitals  showed  that  dif- 
ferences in  the  quality  scores  were  highly  pre- 
dictable in  terms  of  prevalent  concepts  and 
practices  of  nursing,  dnd  (2)  current  ttiends  in 
nursing  education  and  practice  led  to  the 
hypothesis  that  components  of  the  nursing 
process  should  be  highly  correlated  in  terms  of 
quality.  Analysis  of  quality  scores  ifrom  the  19 
hospitals  showed  the  presence  of  a  high  degree 
of  such  correlation  (p  <0.00i). 

As  the  authors  pointed  o'Qt,  evidence  of  con- 
current validity  is  difficult  to  assess  because  of 
the  lack  of  comparable  methodology  for  com- 
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parison.  Howevefr,  subjective  assessments  of  the 
quality  of  nursing  care  made  by  key  nursing 
personnel  in  the  study  hospitals  did  not  disagree 
with  the  quality  scores,  which  resulted  from' 
analysis  of  reported  data,^ 

Limited  data  regarding  predictive  validity  for 
the  methodology  are  based  upon  three  specific 
instances,  each  of  which  pertain  to  a  different 
study  hospital.  In  one  hospital,;' the  extended  ill- 
ness %]^.hospitalization  of  the  head  nurse  of  a 
1iit  riisuited  in.a  predictable  decrease  in  scores^^ 
during  lj^^;ahsertce^  and  increase,  in  scores  foi^ 
lowing  l^tr\eturn/Xii  a  second  hospital,  a  com- 
prehensive inservice  program  on  one  unit  gave 
continued  attention  to  the  ntirsTng  process.  Sig- 
nificant improvement  in  the  unit's  care  was  ex- 
pected to  be  . reflected  in  higher  scores  fpr  that 
unit's  quality  Scores,  especially  on  subobjective.-; 
1,4;  Analysis  of  data  showed  a  significant  im- 
provement in  scores  from  March  to  April  to' 
May.  A  third  hospital  used  the  instrument  to 
evaluate  the  effects  of  specific  organizational 
and  staffing  changes  made  on  two  units.  These 
units  were  matched  with  control  units  for  com- 
parison. It  was  expected  that  .quality  scores 
would  rise  significantly  on  the  experimental 
units.  This  expectation  was  substantiated  by 
data. 

Use  in  Research:  the  development  and  use  of 
the  instrument  are  described  in  detail  in  Jelinek 
et  al.  (1974),  and  in  Haussmann  et  al.  (1976). 

Comments:  This  methodology  rej)resents  care-* 
ful  and  impressive  attention  to  conceptual^ 
framework,  detail,  planning,  testing,  and  evalu- 
ation. As  one  of  the  most  widely  tested,  most 
thoroughly  analyzed  methodologies  available 
for  measuring  the  quality  of  nursing  care  at  this 
time,  it  can  make  a  significant  contribution  to 
the  nursing  profession.  It  may  also  be  the  most 
expensivje;  in  terms  of  resources.  Any  potential 
user  must  be  cognizant  of  the  costs  and  make 
his(her)  own  decisions  regarding  the  cost  versus 
benefits  which  would  result  from  use  of  this 
methodology.' 


Because  of  the  length  of  the  instrument  and 
the  accessibility  of  the  references  cited,  ,the 
critefia  master  list Js  not  reproduced  in  this 
compilation. 
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Instrument  Copyright:  None: 


Sot 


PSYCHOSOCIAL  INSTRUMENTS  ^ 


613 


Title:  CHECKLIST  FOR  EFFECTIVENESS, 
EFFICIENCY,  AND  SAFETY  OF  NURSING 

.,CARE:  •■  ■ 

Authoira:  Lindeman,  Carol  A.,  and  Stetzer, 
Steven^,  ^ 

Variable:  This  instrument  is  designed  to  meas- 
ure the  combined  aspects  of  effectiveness,  effi- 
cie^sy,  and  safety  of  nursing  care  with  respect 
>|td  suri^cal  patiente^^^ 

\  Effective  mlraing/cdre  is  operationally  defined 
as  hursing  care.  that  prcfduces  the  desired  result. 
Efficient  nursing  care  is  operationally  diefined  as 
nursing  care  that  produces  the  desired  result 
with  a  minimum  of  effort,  expense,  or  waste. 
Safe  nursing  care  is  operationally  defined  as 
nursing  care  that  leaves  the  patient  free  fron^ 
any  preventable  damage,  danger,  or  injury. 

Description: 

Nature  and  Content:  The  instrument  is  a  30- 
item  cliecklist.  Response  alternatives  are  "yes" 
or  "no."  Each  item  describes  a  specific  fact  or 
procedure  involved  with  aspects  of  nursing  care. 
,The  items  are  all  worded  in  such  a  way  that  a 
"yes"  response  indicates  better  care  and  a  "no" 
'respohse,M)Oorer  care.  Examples  of  the  items 
^  are:  "I  was  informed  of  the  patient's  allergies 
before  I  had  to  provide  care  to  the  patient";  and- 
"The  proper  solution  for  skin  preparation  was 
riady."  "  .  ^ 

Administration  and  Scoring:  The  checklist 
can  be  co  mpleted  by  the  nurse  providing  care  for 
the  surgical  patient.  It  can  be  completed 
quickly.  The  nurse  simply  checks  the  appropri- 
ate resj^orise  next  to  each  item  on  the  form.  \ 

:  The  tot)al  score  is  th^  sum  of  all  items  checked 
"no."  Therefore,  a  higher  total  score  is  indica- 
tive of  poorer  ciare. 

Development:  ^ 

Rationale:  No  specific  theory  is  referred  to. 
The  purpose  of  developing  the  instrument  was 
to  proyide  an  appr  means  of  assessing 

effectiveness,  efficiency,  and  safety  of  nursing 
care  relevant  to  a  research  project. 

Source  of  ItetMlTh^^  items  came  from 

a  re\iew:  of  the  reley^^  literature j  contribu- 
tions from  nursing^^^  room  person- 
nel, and  the  atSthbrsV^p 

\  ProcediiT^  fbr  Deve  During  a  pilot 

study,  an  initijBd  iisrt^^^  was -evaluated' 

aiid  reconstructed.^  The  reconstruction  was  ac- 
complished by  having  an  operating  room  staff 
evaluate  the  items  in  tem  independ- 
ence, gieneraUty^  and  whet^    choices  on  items 


\: 


could  be  made  based  on  overt  evidence.  The  orig- 
inal set  of  54  items  was  rediiced  to  the  30-item 
checklist.  /  ' 

Reliability  and  Validity:  Interrater  reliability 
was  determined  by  first  having  the  circulating 
nurse  complete  the  checklist  for  each  patient, 
and  then  having  the  operating  room  supervisor 
review  it.  No  quantitative  measure  was  re- 

porte4.  ,  <         .  ' 

Content  validity  was  estabhshed  by  having 
the  checklists  reviewed  by  twp  clinical  experts. 

Use  in  Research:  This  instrument:  v>^^ 
veloped  and  used  in  conjunction  with  a  study  by 
Lindeman  and  Stetzer  (1973)  entitled  "Effect 
of  Preoperative  Visits  by  Operating  Room 
Nurses."  It  was  used  as  a  measure  of  nursing 
care  with  176  surgical  patients.  The  study  was 
designed  to  test  several  of  the  effects  of  having 
an  operating  room  nurse  visit  the  preoperative 
patient.  It  was  found  that  those  adult  patients 
visited  received  significantly  better,  care  as 
measured  by  this  instrument. 

Comments:  This  instrument  seems  to  be  one  of 
potential  v^lue  as  a  self-administered  measure 
of  nursing  caye  relative  to  the  surgical  patient. 
It  has  the  advantage  of  simplicity  and  brevity. 

Further  explorations  into  the  reliability  and 
validity  of  this  tool  are\in  order,  as  are  further 
appHcations.  The  combination  of  effectiveness, 
efficiency,  and  safety  o^  nursing  care  should 
be  considered.  One-^might  want  to  determine 
whether  these  concepts  represient  subsets  of  the 
checklist  or  predictors  of  a  Single  construct.  The 
relative  importance  of  each\item  should  be  con- 
sidered, as  should  the  possibility  of  rater  bias. 

It  should  be  noted  that  the  items  on  the  in- 
strument reflect  the  potential  impact  of  niirsing 
care  during  the  preoperative  period  on  nursing 
care  during  the  interoperative  period;  other  as- 
pects of  effective,  efficient,  and  safe  interopera- 
tive nursing  care  are  riot  covered.  .  : 

Finally,  the  items^'are.worded  in  such^a  way 
that  every  "yes"  response  relates  to  good  care, 
and  anyone  who  has  completed  the  tool  once 
may  mark  "yes"  to  all  of  the  items  duririjg:  sub- 
sequent administrations  without  thoughtfully 
considering  the  item  content  each  time. 

References:*  ^  . 

I  Lindieman,  C.  A.,  and  Stetzer,  S.  L.  Effect  of 
preoperative  visits^y  operating  yoom  nurses. 
Nursing  Research,         22  (1),  ^16.  ^ 
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LI rideman,  Carol  A.,  and  Stetzer,  Steven  L. 
CHECKLIST  FOR  EFFECTIVENESS,  EFFICIENCY,  AND  SAFETY  OF  NURSING  CARE 

1.  The  patient's  name,  as  it  appeared  on  the  surgery  scediile^  - 
was  correct. 

If  it  was  changed,  who  changed  it*?  .  

2.  I  was  informed  of  the  patient's  personal  preferences. 

3.  I  knew  the  patient's  allergies  before  I  had  to  provide  care 
to  the  patient. 

4.  Because  of  the  information  provided  me,  I  was  able  to  modify 
my  interpersonal  relationships  with  the  patient  to  account 
for  his  (her)  individual  differences.  ^ 

5.  Information  about  the  patient  was  shared  with  other  members 
of  the  surgical  team  prior  to  surgery  (cooperatlo^) . 

6.  I  was  able  to  carry  out  my  nursing  care  responsibilities 
with  minimal,  frustration. 

7.  Information  necessary  to  position  the  patient  safely, 
securely  and  comfortable  wap  available  to  me  before  the 
patient  entered  the  room. 

8«    Drapes  were  satisfactory^  « 

9i    Adequate  support  was  provided  when  the  patient  wafi 
transferred  from  the  cart  to  the  tal>l(e; 

10.  Tubes,'  catheters  or  I.V/s  were  not  dislodged  or» 
accidentally  removed  during  transfer. 

11.  Information  necessary  to  transport  the  patient  from  his 
hospital  room  to  the  Operating  Room  in  a  safe,  secure 
atfd  comfortable  manner  was  available  before  personnel 

'    left  for  the  patient. 

12.  Recovery  room  personnel  were  informed  of  the  patient's' 
allergies  before  he  (she)  entered  the  recovery  room. 

13  •    Recovery  room  personnel  knew  if  and  which  family  meinbers 
•  were  waiting  in  the  Family  Room. 

14 •    There  was  an  adequate  number  (neither  too  few  nor  too 
Mny)  inst;^^  ; 

15.  Instruments  were  of  th(B  correct  size.  ^ 

16.  Instrinnents  were  of  the  correct  type.  / 


17,    The  proper  solution  for  skin  preparation  was  ready,   .  

is,    Acceespries  necessary  for  safe  and  comfortable 

posltlpnlTiV-of  pati^^ 
•  r  Ibcated.   •  — 

19,    Drains >  tubes  and  catheters  were  available  and  con- 
veniently located.  '    _ 

'20.    The  proper  type  and  amount  of  dressings  were  ready.   .   

21.  The  proper  type  of  tape  for  the  dressing  was  ready.   .   

22.  Adequate  physical  restraints  were  available.     

23.  The  correct  surgical  site  (right  or  left  limb,  etc.) 

♦        was  prepared.  ^    — 

24.  The  Identification  band  was  secured  In  a  suitable  place.  [  

25.  The  operating  rpom  permit  was  accurate/  complete  and 

consistent  with  the  schedule.   .  . — 

26.  Special  consent  forms  were  accurate  and  complete.  .   

27.  Preoperative  preparation  of  the  operating  room,  was  completed 

before  the  patient  was  transferred  to  the  operating  room  table.   ^ 

28.  Preoperative  preparation  of  the  patient  (exams,  x-rays,  lab 

work,  etc.)  was  completed  before  the  patient  was  transferred  ^ 

'  to  the  operating  room  table.  «:  — . 

29.  Electrical  equipment  was  properly  placed  and  grounded.  }     

30.  Patient  was  properly  ground:     whe^  electrical  equipment 

was  used .    — ^ 


^ese  questions  were  not  used'^ln  the  data  analyslf^  as  answers  could  ^be  based 
pn  opinion  rather  than  on  overt  evidence. 
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fitlel  EVALUATION  OF  PATIENT  CARE 

Authors:  Ostrowski,  Carol,  and  Routhier,  R. 
Wilda 

Variable:  The  quality  of  nursing  care  in  a  hospi- 
tal setting  is  the  variable  under  study,  .  . 

Description: 

Nature  and  Content:  This  instrument  collects 
data  which  encompasses  both  direct  and  indi- 
•  rect  patient  care  elements.  It  is  to  be  completed 
by  a  specially  trained  nurse-interviewer  who 
records  observations  and  comments  from  the 
patienti  patient's  family,  and  nursing  staff/ as 
well  as  data  from  the  patient's  records  over  the 
period  of  time  of  the  hpspital  stay. 
I  One  hundred  of  the  items  are  inquiry,  obser- 
,vationj  and  health  record  audit  items.  Seven 
open-ended  questions  are  also  used  to  elicit 
rcomments  from  the  patient  regarding  any  asr  - 
pect  of  his(her)  hospitalization. 

Components  of  direct  patient  care  recorded  by 
the  instrument  include  the  admissions  pro- 
cedure, hospital  environment  and  patient's 
experience  therein,  management  of  the  psycho- 
social aspects  of  his(her)  care,  and  discharge 
planning  and  assistance  given  the  patient  and 
his(her)  family.  . 

Elements  of  indirect  patient  care  include  im- 
mediate and  long-range  nursing  care  plans 
made  for  the  patient  by  the  nursing  staff. 
^:  -^Administration  and  Scoring:  Completion  of 
the  entire  instrument  requires  from  1  to  IV2 
hours  over  a-period  of  time  from  admission  of 
the  patient  until  His(her)  discharge.  Arranging 
a  time  to  meet  ^  l  th  the  family  of  tl^e  patient  and 
completing  the   interview   before  discharge 
-  proved  to  be  problems  in  the  pilot  study  (Rou- 
thier, 1972).  . 
"    The  interviewer  needs  basic  interviewing 
skills,'  and  practice  with  the  questionnaire  prior 
to  administration. 

Scoring  procedures  for  the  instrument  were 
not  provided.  ^i) 

Pevelopment: 

,  Rationale:  In  kgjping  with  the  movement 
throuighout  'the  ccfentry  toward  identification 
and  improvement  of  the  quality  of  health  care, 
directors  of  hospital  nursing  services  are  striv- 
ing to  reorganize  their  departments  ofiiursing 
so  as  to  "free  the  nurse  to  nurse"  and  fo  concen- 
trate on  quality  nursing  care  (Schwier  and  Ar- 
^  .dolla,  1970).  This  instrument  was  devised  for 
determining  the  quality  of  nursing  care  actually 
being  received  by  patients  in  a  medical  center 


hospital  as  a  step  in  the  reorganization  of  its 
nursing  services.       '  • 

Source  ofItem8:_ltems  came  from  suggestions 
of  professional  and  technical  nurses  on  a  com- 
mittee chosen  to  develop  the  questionnaire,  as 
well  as  .  from  Beland  (196^)  and  a  National 
League  for  Nursing  publication  (1966).  ► 

Procedure  for  Development:  A  review  of  the: 
literature  was  undertaken,  and  forms  and 
methods  used  by  other  aigencies  were  reviewed 
by  the  committee  for  guidelines.  Over  a  period  of 
'  2Vi  years,  overall  areas  of  the  instrument  have 
remained  the  same,  but  some  component  parts 
have  been  added,  deleted,  and/or  re'fined. 

Reliability  and  Validity:  Routhier  (1972) 
states  that,  because  of  the  length  of  the  ques- 
tionnaire, the  multiple  questions' asked  under 
each  category,  and  the  siza  of  the  sample  ob- 
tained, plus  the  special!,  training:  of  .th 
^  viewers,  reliability,  of  the  tool  is^rpr^^^^^ 
specific  data  were  provided. 

To  establish  the  validity  of  the  items,  three 
lay  persons  and  three  nurses  were  asked  to  re- 
view the  instrument.  . 

Use. in  Research:  The  use  of  the  tooFin  a  pilot 
project  in  a  large  teaching  hospital  is  described 
by  Routhier  (1972)  in  the  reference  cited  below. 

Comments:  In  its.^present  form,  much  of  the  in- 
strument is  devoted  to  patients'  perceptions  of 
care  and,  as  such,  more  nearly  constitutes  a  pa- 
tient satisfaction  instrument.  As  an  instrument 
for  the  evaluation  of  the  quality  of  patient  care, 
it  warrants  psychometric  attention.  The  vari- 
able should  be  more  clearly  conceptualized,  op- 
erational definitions  should  be  specified,  and  a 
quantifiable  scoring  system  should  be  de- 
veloped. Some  of  the  items  should  be  refined  and 
reworded;  in  their  present  form,  many  of  them 
require  value  judgments.  An  item  analysis  or  a 
cluster  analysis  might  ,  show  that  some  of  the 
items  are  tapping  the  same  dimension;  this 
overlap  could  be  eliminated,  which  would  result 
in  a. shorter  instrument  yet  unaltered  in  value. 
To  measure  quality  of  care,  it  would  also  seem 
that  more  specific  input  from  the  nurses  would 
"be  warranted. 

'  fi 
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CODE 


0 
1 
2 

3 


No 

Yes 

Inapp. 

Letter  Code 


Subject  0  i  _ 
Unit  &  Rm. :  _ 

Age: 
Priinary^Dx:  ^ 
Secondary  Dx: 

Sex:  • 


Obaaryer 


JL 


Itrt  Tntarvjfu  -  NTTRSE  TWTFRVTEWER 


:ode 
Ma 


Conmient  ■ 


Route  o£  "^Admission 


Bnergepev-  Rcorfl  _ 


Prevlgns  Admlsgiona 


Diucriptlon  -  any 
mantlon  not-^quallty 


Inapp'*  If  nona 


OnltlO  +  U  If  oo 
WRITTEN  procedure 


_  -TaiTT.t.  T 


l}nftj^  the  A(iinj^^^°«  WotrP  inaltida!' 


fAtWifl  gt«t.^  r.t-  mind 


4llerglefl 


'  There  is  an  Admiaaion  Interview  method  estabiianed 

f^r  thts  ITnlt 


\ 


11 


Doea  tne  IJursiDg  Care  Plan  refleci  infonaaticn 
Vat>iared  f;-^^  rMf,  Adn^^n^n  Tntervlev? 


Inapp. 
•^f  nona 


12. 


T«  tha  bell  f^^ri  v^thiif  i^Vii*  mttent'a  reach? 


fcre  nhvsic^T  1 -i-mttat^-onj  acconmodated  for? 


Doeo  the  Nurae  nave  unobatructlve  access  to  the^ 
T»tlent?   •  " 


T«  the 


oriftr  free? 


Obaarva'  only  on  . 
achadulad  visits* 


Ttitervlov. 

Tf  eomfttoen  ^m  YMm  oatiftr.t'a  privacy  maintained? 


Ada.  Data 
D^eh.  Data  - 


T^gth  of  H?r"^^^^  "^'^^ 


ERLCfe 


620 


4> 

a 
W 

law    AllVorj»ACW  J^AiX£«ll 

Ans 

Cononent. 

20 

Initial  Admf3*l^?S=^  ' 

"  Did  the  length  ol^  time,  from  your  arrival  at  the 
hospital  to  yotir  ^ed  on  the  Nursing  Unit  seem 
■riifcaonkble?.    \^  \  

126  ll  H8  J  Y 

What  did  you  f  eal  iras  the  delay?  ^  ^ 

THmiffieierJL.  staff  4n  Adnlttine  

If  thft  snamr  to 

#20  !•  YES,  'fluirk 
il  V  29  IttApp. 

-22. 

Mftnv  oaool^  to  Ipff  fldmitted 

-21 

Patiftnt*  j\<it  admitted  in  the  order  of  Birival 

24 

"Ho  on«  to'  tranjmoYt  naTient  to  the  Unit 

?9 

Unit  not  readr  for  adralaaoQ^  

— ■■.•/ 

-22 

L9riff  wait  for-docior  in  emerfftfhev  . 

-2a. 

Palav  dp  oljher  <Ji^partmenta 

■2a 

Other  -       "    ■  .    ^      S  . 

■  "  ,■  ^  .• ' 

30 

1                     —     •       ■  ^      '                          .  y 
Can  you  tell  the  di^eVwace  between  the  -graduate/ 

fTl.M.>nuraaaVLPW»4c«5dYde8  here?  

IX  tn*  anaimr 
#30  !•  YES 

31 

Were  you  seen  by  an  Tt.N^vhen  you  arrived  on  the 
nuralng  unit?    _  _^  _  ■ 

•.  -\  ■ 

'  When  you  arrived  on  the'unit;  did  soffleone ^ 

Introduce >ou  to  Mur  roornnate   -   

. .  . 

• 

«ralaln  the  bell  .cord  to  you  __  \  

eirelftin  tha  ■  Intareom  to  vou  .   :  

- 

nhou  vou  how  to  on sr ate  theJhed  

amlaLn  vour  hoatiital  dtet^tO_JK?U  :  ■  

-22 

• 

mrolaln  bathroom  urivileMAiJLO^JmU  ^  

—  -^^^  

39 

Ikd'you  knew  who  the  Teaa "^Leader  coordiiiating  your 
^^^^    ' 

V 

./IS. 

^  Ta  the  tewoaratura  of  r our  room  ecmfort able  ^  . 

Ara  vour  artlelaa  at^ranffed  eonvenieK(;lY  for  YOU  

-                      1at  Tntarvlau  -  NURSE  ■  _  

teapi  Lud«r  or 

Initial  Admisaion 

V   •  ^  ..  .    •  ' 
DoVo'*  toaow  the  patient's  - 

'   bpvel  habit  a  at /home  \  

•  sleaaing  habitaVat  hone 

v«fif7  rffxifXM 

f;roii  chart 

U 

vaiat  Is'flie  patient 'sXjeligion?  ^ 

fndaa  f^**  pwrse  knoJ^^^e  ffntlftrtt^B  rclirion)  • — l- 

 :  '—^ 

\  . 
\  , 

*  ■  \ 

^  'to 

c  •  ■  ■  '         ^  ' 


•  ■  .533  *• 
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^    ^     :  /   2nd  Interview  -  PATISIT 

Ana 

■A      ■   .  _ 

Coconent 

By  atas  or  sight* 
or.aithsr 

^  ■=  .     '  .                                            t,      ■  . 

Do  you  know  which\  staff  meaber,  is  caring  for  you 
^tflflftXl  ,  ^  ^  ^-  :  

t  * 

-50X  Ho,  51-lOOX' 

♦ 

 ? —  ■ 

.  Load  dioleoo 

^2. 

t      *    \  . 

Do  yott  feel  you  are  getting  satisfactory  explana- 
tions for  the  things\tbat  ar«  being  done  for  you 
here  in  the  hospital?^ 

 — i-i:  — — ' — 

Paualla^  .  ^  — _ 

c  " 

Indloito  %fho »'  oCbei 

AT 
iQi. 

Seldom — :  ^  ,  

^^^^  :  i — :  '  

.    •       0    .  A" 
,Ua0  the  eacplsnation  given  ^by  a: 

Doe^Gr  :i  ;  \       •  - 

tr«r«liiir  Stuff    (RM.  LPN)   ,  :  

» 

'j'i 

,      i      .         '     -       '  •  A 

.  Were  the  results  of  special  tests/procedures  . 
reported  to  you^      '          \  * 

AlwaTfl,:  .  ^  :  L 

U^^jullv               ^  1  ' 

Any  procoduro  ^otie 
In  O.R.  i&dleoto 
typo  in  coMMiits.  • 

it. 

17 

58 

Seldom__  ^  ;  L 

 Sfi2S£  — — ,  a  p 

Did  a  Hurse  come  in  the  day  before  ycu  went^to  the  | 
Operating  Room,  and  dlsfitxas.with  you  how  you.woul^ 
Tn*dtt  rm^d-v  for  aiirgftrv?  ^  .  i. 

.'■    ■  * 

,   58t  S9»  60  Inapo.  ^ 
If  potioat  did  dot 
havo  aurgory. 

59 

Did  she  also  discuss  the  carOcyou  would  receive  . 
following,  surgery?      '        .  ' 

IX  tn^  novor  to  . 
#59  U  YES 

60' 

 ..   ,   ' — '  

^'you  feel  this  talk  make  your  surgery  alid  post- 
JfinmmiL^vm  T^arlod  aaaier?  ^  .   

, .  Closo  |a«  posolbl% 
to  dlsdurgo^      '  ^ 

f 

Hft  vmi  f »vQt|  ura  i^aadv  to  go  home? — ■   — 

■    *•••■'/ .':  /  •••^  ' 

If  tl^s  roply  to 
.  |61  io^HO 

'\  .  -1    ■     ^'-    1-  ^ 
-     !    .     '  • 

In  what  way  do  you  not  feel  ready  to  ler.^e? 

• 

-  /  . 

fit. 

Do  you  feel/^at  the  t^urses  are  friendly?  ^ 

Always  ,  ^  

 Umllz  >  ;  '  — s  

m 

»  >  

—  / 

Wevgr  :  :  ^  

y :  /■  ■■          '  ^ 
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Ob|i«rv«r 

if 

2nd  Interview  -  NURSE     '  \  - 

Ans 

Comment 

*  * 

,Ch«ck  chart 

Hoflnitali7^tlon  1 

Do  vou  know  the  tvne  of  work  the  natient  does? 

68 

Does  the  patient  need  fliiancial  assistance? 
fDoes  the  Nurse  knov?V 

^ »-.  . 

Do  you,  feel  this  patient  is  getting  'satisfactory 
explanations  for  the  things  being  done  for  him 
in  thei  hospital?  'i 

Alvavs 

TQ 

Ustlallv  \ 

71 

Seldom  ^ 

,7? 

Nfiver  • 

\ 

Nurse  does  not  know  1 

74  &  75  Ixupp.  if 
pati«nc  did  not  go 
to  0*R. 

Before  this  patient  went  to  surgery  did  a  Nurse  go 
in  and  discuss  his  preparation  with  hin? 

y  N   

1 

75 

Did  you  also  dlsciiss  the  care  he  would  receive-aTter 

suTfferr?. 

76 

Dlacharffe  Planning                                   .  -  . 

Is  there  anything  to  be  considered  in  readying  this 

?3fttient  for'diacharize?' 

- 

If  th«  reply  to 
#76  is  YES 

What  is  it  that  you  are  ccnsidorlng? 
•  . 

• 

77 

Do  you, feel  this  patient  is  emotionally  and 
phvsicallv  readv  to  ^o  home? 

Xf  th«  rtply  to 
#77  i«  NO 

\ 

In  what  respect  s  do  you  feel  ho  is  pp^^  ready? 

»• 

■  V 

v.- 

\ 
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CoTnpient 


66 


Do  you  feel  your  light  haa  been  answered  within  a 
y<»ii«iQnftblf}  \^trth  of  time? 


If  tbft  reply  eo 
#66  ie  HO 


What  do  you  feel  caused  the  delay? 


What  pleased  you  most  during  your  hospital  stay? 


What  did  you  dislike  most  about  your  hospital  stay* 


/  ^ 


\ 


ERIC 
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.   Indirect  Patient  Care  >-  NURSE  ITITEtVIEWEH 

Ana 

Comment 

■« 

(A.D.P.  Card  2) 

1 

HvrglnfT  Cflr?  flan 

Is  a  written  care  plan  developed  for  the  patient  - 

t/lthin  2A  hours 

\ 

bv  the  Ath  dav 

l\ 

unon  diaeharffe 

sp«cl£lc  -  cbick 
within  24  hrs'.[ 

A 

Does  the  care  plan  include  imiedlate  plans  and 
 apcreaches?  ,  _  ,  

f  . 

Specific 

Does  the  care  plan  include  long  te2:m  plans  and 
aOTroaehea? 

5 

bv  the  Lth  dav  • 

,  UDon  diseharffe 

24  boturs 

7 

■  •  • 
Was  nost  of  the  care  plan  written  by  a  -> 
•   .     Nurse  • 

Student  

0 

•  --Kurife 

15 

Student 

.  Murafl  \  ^  

1? 

student 

Within  24  hours 

13 

Are  inmiedlate  methods  of  earryiiig  out  approaches 

identified? 

Are*  long  term  methods  of  carrying'  but  appz'oaches 

identified? 

14 

bv  the  Lth  dnv 

15 

uT5on  discbarpe 

24  hours 

J?   .       ,  .    ■  * 

16 

'  FAMILY 

0 

Did  the  Muraea  ask  you  for  any  information  which    .  v 
ralPht  assist  them  in  earlne  for  fPatien^'s  name)? 

4th  day 

\  ■ 
\ 

Do  the  NURSES  discuss  with  you  the  care  that  la 
^  beinff  flriven  to  YPatient  «a  name)?_ 

17 

"Aluflvs                                            -  • 

IS 

ll«uallv  \ 

.19 

SoldOllL.  ^  :  :  .  L 

(3? 

Never   :  ^  ^ 

Upon  Discharge 

21 

■  ■               .A  »■• 
Have  the  yursea  discussed  with  ybu  any  question  you, 
mav  hftve  reffardinp  foatient's  mike)  discharM^  

Upon  Discharse 

If  tha  raply  to  #22 

la  Na 

Do  vou  feel  fPfttient's  name)  is  rekdv  to  f?o  home?_^._ 

In  what  respect  do  you  ..feel  he  Is  ready? 

Copyrighted  by  S*N  Publications,  Inc.;  reproduced  with  permissioik by^ the  Health  Resources 
Adninistration.    Further  repi  duction  prohibited  without  perroissioxKof  copyright  holder. 
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Title:  THE  PHANEUF  NURSING  AUDllT 

Author:  Phaneuf,  Maria  C. 

Variables:  Quality  of  nursing  care,  as  it  can  be 
evaluated  by  information  based  on  seven  nurs- 
ing functions  that  serve  as  criteria,  is  the  focus 
of  the  instrument.  The  seven  criteria  are:  appli- 
cation arid  execution  of  physicians'  legal  orders; 
observation  of  symptoms  and  reactions;  super- 
vision of  the  patient;  supervision  of  those  par- 
ticipating in  care;  reporting  and  recording; 
application  and  execution  of  nursing  procedures 
and  techniques;  promotion  of  physical  and  emo- 
tional health  by  direction  and  teiaching;  and  an 
overall  rating  of  the  quality  of  nursing  care.  Use 
of  these  criteria,  as  indicated  in  the  method  for 
their  use,  yields  an  overall  rating  of  the  quality 
of  nursing  care  and  a  quality  rating  with  regard 
to  each  criterion. 

Description: 

Nature  and  Content:  This  rater-completed  in- 
strument consists  of  50  items  designed  to  evalu- 
ate the  quality  of  nursing  care  received  by 
patients  in  any  setting  in  which  professional 
'nursing  is  a  major  service,  as  that  care  is  re- 
flected in  the  patient  care  records  of  the  health 
care  facility.  The  items  focus  primarily  on  the 
nursing  process  rather  than  on  other  domains 
such  as  outcome  or  structure. 

Application  and  execution  of  physicians'  legal 
orders  is  operationalized  by  responses  to  six 
items  such  as  "medical  diagnosis  complete.'*  Ob- 
servation of  symptoms  and  reactions  consists  of 
six  itiems  such  as  "vital  signs."  Supervision  of 
the  patient  is  operationalized  by^^seven  it^ma 
such  a»  "nursing  care  plans  changed  in  accord- 
ance with  assessment."  Supervision  of  those 
participating  in  care  consists  of  four  items  such 
as  "support  of  those  giving  care."  Reporting  and. 
recording  is  operationalized  by  five  items  such 
as  "facts  on  which  further  care  depended  were 
recorded."  Application  and  execution  of  nursing 
procedures  and  techniques  \^  made  up  of  16 
items  such  as  "fluid  balance  plus  ielectrolytes." 
Promotion  of  physical  and  emotional  health  by 
direction  and  teaching  is  made  up  of  responses 
to  .six  questions  such  as  "emotional  support  to 
n^tient.''  The  total  score  is  operationalized  by 
"responses  to  all  50  items. 

Administration  and  Scoring:  The  instrument 
was  designed  to  be  used  by  members  of  an  audit 
committee.  In  order  to  use  it,  the  rater  must 
examine  a  randomized  sample  of  available  pa- 
tient care  records  for  patierjts  who  have  been 
discharged  from  the.  health  care  facility.  The 


instrument  was  not  designed  for  use  while  the 
nursing  care  is  in  progress.  The  author  noted 
that  the  instrument  should  be  used  only  after 
nursing,  supervisory,^ administrative  staff,  and 
other  persons  professionally  involved  in  patient 
care  are  well  aware  of  its  nature  and  purpose. 
Once  a  decision  to  use  the  instrument  has  been 
made,  the  author  stated  that  a  committee  must 
be  established  to  carry  out  the  procedures  re- 
quired to  complete  the  instri^ment.^ 

Approximately  40  hours  are  required  to  train 
raters  how  to'comp^ete  the  instr-^ment.  Follow- 
ing training,  approximately  30  minutes  are  re- 
quired for  each  patient  chart  review. 

The  author  recommends  that  for  health  care 
agencies  discharging  ^0  or  fewer  patients  per 
month,  the  instrument  be  completed  for  all  such 
patients.  If  the  number  of  patients  discharged 
•^per  month  is  greater  than  50,  it  is  recommended 
that  the  instrument  be  completed  for  a  random 
sampling  of  10  percent  of  the  patients  dis- 
charged each  month. 

Scores  are  computed  for  each  variable  by  add- 
ing up  the  numerical  weights  provided  for  the 
respective  group  of  questions.  The  score  for  ap- 
plication  and  execution  of  physicians'  legal  or- 
ders is  based  on  items  1-6;  observation  of 
symptoms  and  reactions  is  based  on  items  7-12; 
supervision  of  the  patient,  on  items  20-23;  re- 
porting and  recording,  on  items  24-28;  applica- 
tion and  execution' of  nursing  procedures  and 
techniques,  on  items  29-44;  promotion  of  physi- 
cal and  emotional  health  by  direction  and  teach- 
ing, oh  items  45-50;  and  the  total  score  is  the 
sum  of  the  resporises  to  all  50  items.  A  3-  or 
4-point  scale  is  usejd  to  record  responses  to  the 
questions.  The  numerical  code  assigned  to  a 
particular  response  ranges  from  0-7,  depending 
on  the  question.  Scores  for  each  of  the  variables 
can  range  from, 0-42,  (MO,  0-28,  0-20,  0-20,  0-32, 
0-18,  and  0-200,  respectively.  Since  it  is  possible 
that  responses  to  certain  questions  may  be  miss- 
ing,i)rovision  is  made  for  adding  to  the  score  for 
.  a  given  measure  depending  on  how  many  items 
had  no  response.  The  total  score  is  defiiied  to 
have  five  divisions  so  that  a^  score  from.  0-40 
means  '.'Unsafe,"  41-80  means  "Poor,"  81-120 
means  "Incomplete,"  -121-160  means  - ''Good,'' 
and  161-200  means  "Excellent  Quality."  \ 

Development: 

Rationale:  This  instrument  provides  patient- 
centered  information  that  could  be  used  to  eval- 
uate the  quality  of  nursing  care  received  by 
patients  in  any  setting  in  which  professional 
nursing  is  a  major  service. 
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Source  of  Items:  The  items  used  in  the  Jn- 
strument  and  the  procedures  associated  with  its 
use  were^ developed  in  collaboration  with  hospi- 
tal nurses,  public  health  nurses,  and  other 
health  professionals  who  w;ere  interested  in  as- 
sessing the  quality  of  health  care  provided  to 
patients.  A  model  of  the  nursing-  process  de- 
veloped by  Berggren  and  Zagornik  (1968)  pro- 
vided part  of  the  conceptual  framework  used  in 
the  instrument's  development. 

PYocedure  for  Development:  The  development 
of  the  instrument  is  described  in  PHaneurs  The 
iVwmriflf  Awdi<  (2nd  ed.)  (1976). 

Reliability  and  Validity:  No  information  was 
provided  with  regard  to  the  test-retest,  interob- 
server,  or  generalize^l  split-half  reliability 
characteristics  of  the  variables  measured. 

.The  instrument  was  initially  used  on  a  pre 
and  post  basis  in  an  acute  general  hospital,  an 
accredited  public  health  agency,  and  in  a  nurs- 
ing home  that  was  certified  as  an  extended  care 
facility.  The  sample  consisted  of  50,  32,  and  20 
cases  randomly  selected  from  these  three  in- 
stitutions, respectively.  The  results  were  used 
to  discuss  apparent  problems  and  to  develop 
procedures,  which  it  was  presumed  would  re- 
mediate at  least  some  of  the  problems  identified. 
Six  months  later,  the  instrument  was  used  on 
similar  samples  of  randomly  selected  patients' 
charts.  No  statistical  information  was  provided 
regarding  the  observed  changes:  However,  the 
results  suggest  considerable  improvement  oc- 
curred in  the  expected  direction. 

Use  in  Research!  Thik  instrument  and/or  an 
adaptation  of  it  have  been  widely  used  in  nurs- 
ing research.  The  potential  user  should. consuit 
Index  MedicuB. 

Comments:  This  instrument  appears  to  have  a 
potential  for  providing  information  on  the  vari- 
ables it  was  developed  to  measure. 

It_ would  be  helpful  to  have  some  information 
6n  the  test-retest  and  interobserver  charac- 


teristics of  the  variables  measured  by  this  in- 
strument, although  it  is  recognized  that  each 
audit  committee  must  establish  its  own  inter- 
rater  reliability  coefficients  for  its  particular 
setting.  It  would  also  be  helpful  to  have  in- 
formation on  the  inter-item,  and  between- 
variable  characteristics  of  these  measures.  Such, 
.  information  would  not  .  only  help  confirm  the 
current  assignment  of  items  to  variables,  but^ 
could  suggest  alternative  groupings  that  might 
provide  even  more  useful  information  than  the 
current  variables  appear  to  provid^.  When  this 
type  of  inforiTiation  is  derived,  it  is  important 
not  to  assign  a  numerical  value  to  a  response 
category  such  as  "does  not  apply"  or  to  missing 
data.  Rather,  it  would  be  useful  to  develop  a 
coding  and  Scoring  scheme  so  that  only  actual 
data  were  used  to  develop  a  score  on  a  gikren 
variable.  '       .  1 

Because  of  its  length  and  its  accessibility, Ithe 
instrument  is  not  included  in  this  compilation. 

References:  '  j 

-Berggren,  H.  J.,  and  Zagornik,  A.  D.  Teaching 
nursing  process  to  beginning  istudents.  iVwr«- 
zn^  OziAiooA;,  1968,  i^,  32-^5i;       .  \ 

Phaneuf,  Maria  C.The  nursing  audit:  Profile  for 
excellence.  New  York:  Appleton-Century- 
Crofts,  1972..  . 

 The  nursing  audit  (2nd  ed.).  New  York: 

Appleton-Century-Crofts,  1976. 

Source  of  Information: 

Marie  C.  Phaneuf,  R.N.,  M.A. 

Apartment  E207  ' 

1621  Hotel  Circle  South 

San  Diego,  Calif.  92108  '  . 

Instrument  Copyright: 

AppJeton-Century-Crofts  ^ 
Ivlcdical  Division  < 
Prentice-Hall,  Inc. 
292  Madison  Avenue 
New  York,  N.Y.  10017 
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•ntic:   QUALITY  PATIENT   CARE  SCALE 
(QUALPACS) 

Authors:  Wandelt,  Mabel  A.,  and  Ager,  Joel 

Variable:  The  quality,  of  nursing  care  being  re- 
ceived by  a  patient  in  any  setting  where  r.urse- 
patient  interactions  occur  is  the  variable  being 
measured. 

Descnptioh:  ^  ^ 

Nature  and  Content:  This  is  a  68-item  instru- 
ment designed  to  be  completed  by  an  observer- 
j-ater.  The  items  are  arranged  into  six 
categories  with  item  distributions  and  defini- 
tions as  follow:  ♦  ^  . 

"  Category  I  Psychosocial:  Individual— actions 
directed  tow:ard  meeting  psychosocial  needs  of 
individual  patients  (15  items). 
Category  II  Psychosocial:  Group— actions  di- 
rected toward  meeting  psychosocial  needs  of 
patients  as  members  of  a^group  .(8  items). 
Category  III  Physical— actions  directed  to- 
ward meeting  the  physical  needs  of  patients 
(15  items). 

Category  IV  General— actions  directed  toward 
meeting  either  psychosocial  or  physical  needs 
of  the  patient  or  both  at  the  same  time  (15 
items). 

.Cate^or2/  V  Communication— communication 

on  behalf  of  the  patients  (8  items). 
Category  VI  Professional  I ynplicatibns— care 
given  to  patients  that  reflects  initiative  and 
responsibility  indicative  of  professional  ex- 
pectations (Wandelt  and  Ager,  1974)  (7  items). 
Each  item  is  to  be  rated  by  placing  a  check.in 
the*  appropriate  space  on  a  5-point  rating  scale, 
and  any  item  may  be  rated  more  than  once  dur- 
ing an  observation  period.  The  standard  of 
measurement  is  t>e  care  expected  of  a.firsMevel 
staff  nurse  who  holds,  state  licensure  (Wandelt 

and  Ager,  1974)/      "  '  . 

Rating  choices  are  "best  care,"  "between,^^ 
''average  cai^e,"  "between,"  and  "poorest  care." 
There  are  also  spaces -^o  indicate  "Not  Appli- 
cable," and  "not  observed."  Items  are  coded  #D, 
♦I,  or  #p/*I.as  a  point 'of  reference  for  the  ob^ 
server  and  indicate  whichntems  require  direct 
observation-,  indirect  oT)servation,  or  either  of 
these. 

Administration  and  Scoring:  The  instrument 
was  designed  to  be  used  by.  trained  observer- 
raters.  Guidelines  and  instructions  for 
observer-raters  have  been. developed,  as  well  as 
a  20-p  ^e  Cue  Sheet  which  provides  several  con- 
cre^  examples  of  activities  illustrative  of  each 
-Item.  Adjunct  materials,  e.g., -instructions  for 


use  of  .the  information  face  sheet,  definitions  of 
levels  of  care,  etc.,  also  add  to  the  instrument's 
usability. 

For  any  single  evaluation  project,  the  authors 
recommend  that  at  least  two  nurses  be  trained 
to  use  the  scales  and  to  rate  the  care.  The  au- 
thors stated:  • 

Observer-raters  are  usually  comfortable  and  used  the 
scale  reliably  after  observing  and  rating  four  or  five 
patients,  or  at  the  end  of  two  days  of  try  outs  and  discus- 
sions (Wandelt  and  Ager,  1974).       '  ^ 
Measurement  of  the  quality  of  care  received, 
by  one  patient  requires  3  hours  of  the  observer- 
rater's  time— 2  hours  of  direct  observation  and  1 
hour  of  learning  about  the  patient,  assessing 
nursing  needs,  and  'completing  ratings  in  ret-  . 
rospect  following  the  period  of^observation. 

After  an  observer-rater  has  completed  the  ob- 
servations arid  ratings,  a  score  is  calculated. 
Each  check  representing  best  care  is  given  a 
value  of  5;  between  best  care  and  average  care 
=  4  points;  average  care  =  3  points;  between  av- 
erage  care  and  poorest  care  =  2  points;  poorest 
.care  =  1  point.        .     ;  -  /_ 

The  score  for  eachdtem  is  the  average  of  %he 
ratings  in  all  of  the  cpUs  of  the  item.  The  total 
mean  score  is  the  measure  of  the  quality  o^  the 
nursing  care  received  by  the  patient  and  ^ust 
be  calculated  from  the  total  of  the  item,  mean 
scores,  not  by  averaging  the  six  single  subsec- 
tion  mean  scores.  j 

Development:  ■  '  "    '  <>  I 

^  Rationale:  In  the  authors'  opinions,  the  Slat- 
er's Nursing  Performance  Rating  Scale,  was  so 
effective  and  widely  usable  for  measuring  com- 
petencies displayed  by  a  nurse  as  she(he)  cares 
for  patients  that  they  decided  it  might  be  posisi-^ 
ble  .  to  rephrase  that  instrument's  items  ^nd 
con3truct  an  instrument  that  could  serve 
equally  well  to  measure  the  quality  of  the  care 
received  by.  a  patient  (Wandelt  and  Ager,  1974). 

Source  of  Items:  The  items, were  based  on 
those  of  the  Slater  Nursing  Performance  Rating  . 

♦  Scale  (1967).  . 

Procedure  for  Development:  The  items  of  the 
Slater  scale  were  rephrased  to  construct  an  in- 
strument for  measuring  the  quality  of  nursing 
care.  The  new  scale  was  pretested  in  thr^  hps-, 
pitals  in  the  Detroit  area  in  1969.  The  pretesting 
determined  that  many  of  the  items  were  appro- 
priate and  usable  but\that  others  were  not:  A 
revised  scale  was  constructed  from  a  combina- 
tion of  the  usable  items  converted  from  the  Slat- 
er scale  and  the  addition  of  some  new  items. 
During  1970,  the  new  instrument  was  tested 
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by  faculty  members  of  the  College  of  Nursing, 
Wayne  State  University.  Guidelines  for  use  of 
the  scale,  were  written  during  the  1970-71 
academic  year* 

Reliability  and  Validity:  Evidence  of  interrat- 
er  agreement  is  based  on  three  studies.  In"  a 
^udy  conducted  at  Harper  Hospital,  Detroit,  96 
patients  drawn  from  21  wards  were  observed  by 
four  pairs  of  raters  who  were  faculty  members 
of  Wayne  State  University  Nursing  Colfege. 
Raters  were  assigned  iri  pairs,  and  these^pairs 
were -randomly 'assigned  to  patients.  Each  pa- 
tient was  observed  continuously  for  2  to  2Vfe 
hours  by  the  pairs  of  raters  who  recorded  their 
ratings  independently.  The  intraclass  correla- 
tion forthe  96  patients  was  r=0.74. 

A  second  study  was  conducted  at  a  Midwest- 
em  university  hospital.  The  intraclass  correla- 
tion for  six  patients  observed  in  the  same 
manner  as  the  Harper  Study  was  r=0.91. 

The  third  set  of  data  was  obtained  in  connec- 
tion with  a  cancer  care  project  conducted  in  a 
Detroit  area -hospital.  The  data  are  based  upon 
ratings  of  the  care  'of  nine  patients,  each  ob- 
served by  three  raters,  and  the  care  of  two  addi- 
tional patients  observed  by  a  single -pair  of 
raters.  The  interclass  correlations  was  r  =  0.64 
.for  the  11  patients. 

To  obtain  a  Kuder- Richardson  estimate  of  re- 
liability, 88  observations  fr^m  the  Harper  study 
were"  used.  Item,  subscale,  and  totarscore  var- 
iance and  covariance  were  computed  for  the  55 
items  of  the  68  which  had  been  rated  for  at  least 
20  patients.  The  obtained  Kuder- Richardson  re- 
liability was  0.96. 

Some  evidence  of  stability  reliability  was  col- 
lected in  the  Harp6i:  study,  also.  Five  patients 
each  were  rated  by  one  observer  on  2  successive 
days  based  on  2  hours'  continuous  observation. 
The  correlation  of  the  ratings  between  days  was 
r=0.98.  ; 

Observer-raters  who.  used  Qualpacs  and  four 
clinical  nurse  specialists  judged  the  instrument 
.to  have' content  an^  construct  validity  for 
measuring  the  qualify  of  patient  care. 

An  investig^fction  of  concurrent  validity  was 
based  on  Harper  Hospital  data.  Eight,  super- 
visors and  directors  were  asked  to  rank-order 
the  21  wards  of  the  hospital  iri  terms  of  the  qual- 
ity of  care  provided  for  patients  on  the  ward. 
The  average  rank-order  correlation  was  r=0.24. 
Using  the  Spearman-Brown  formula,  the  relia- 
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bility  of  the  ward  ranks  averaged  across  the 
eight  judges  was  estimated  to  be  0.56.  The 
rank-order  correlation  between  average  ward 
ranks  and  average  ward  Qualpacs  scores  was 
7- =0.44.  Corrected  for  attenuation,  i.e.,  for  unre- 
liability of  the  average  ward  ranks  using  0,56  as 
estimated  reliability,  the  correlation  between 
ward  ranks  and  Qualpacs. was  r=0.52  (Wandelt 
and  Ager,  1974).  ^ 

Use  in  Research:  Qualpacs  and/or  adaptations  of 
it  h&vB  been  widely  used  in  quality  of  patient 
care  research.  A  potential  user  should  consult 
the  Index  Medicus  for  published  references. 

^  Comments:  The  problem  of  subjectivity  on  the 
part  of  the  observer  and  the  possibility ^bf  bias 
introduced  by  having  an  observer  present  while 
a  nurse  provides,  care  for  a  patient,  must  be 
l^aken  into  consideration  when  contemplating 
use  of  this  instrument.  Some  of  the  terms  and 
items  require  -value  judgnments  on  the  part  of 

"  the  observer  even  though  the  Cue  Sheet  does  - 
provide  some  guidelines. 

Because  of  copyright  restrictions,  the  instru- 
m€fnt  is  ^ot  included  in  this  "tompilation. 

Further  psychometric  development  might 
show  that  the  number  of  items  could  be  short- 
ened without  ^tering  the  instrumieht's  value  or, 
perhaps,  a  shorter  period  of  observation  could 
produce  data  of  equal  value. 

References:  ' 
Slater,  Doris.  The  Slater  nursing  competencies 

rating  scale.  Detroit:  Wayne  State  University, 

1967.  . 
Wandelt,  Ma^iel  A.,  and  Ager,  Joel.  Quality  pa- 
'  tient    care    scale.    New    York:  Appleton»^ 

Century-Crofts,  1974. 
Wandelt,  Mabel  A.,  and  Stewart,  Doris  (Slater). 

Slater  nursing  competencies  rating  scale.  New 

York:  Appleton-Century-Crofts,  1975. 

Source  of  Information: 
Mabel  A.  Wandelt,  R.N.,  Ph.D. , 
College  of  Cursing 
^  University  of  Delaware 
Newark,  Del.  19711         .  ' 
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Title:  SLATER  NURSING  COMPETENCIES- 
SCALE  -  ' 

Authore:  Wandelt,  Mabel  A.,  and  Stewart,  Doris 
Slater 

Variable:  Actions  performed  by  nursing  person- 
nel as  tliey  provide  care  for  patients  is  the  vari- 
able assessed.  -  ^ 

Descriptioti: 

Nature  and  Content:  This  is  an  84-item 
observer-completed  rating  scale.  The  items  are 
arranged  in  six  categories  with  item  distribu- 
tions and  definitions  as  follows: 
Category  I  Psychosocial:  /ndividwaZ— actions 
directed  toward  meeting  psychosocial  needs  of 
individual  patients  fl8  items). 
Category  II  Psychosocial:  Group— actions  di- 
rected toward  meeting  psychosocial  needs  of 
patients  as  miembers  of  a  group  (13  items). 
Category  III  Physical— actions  directed  to- 
^  ward  meeting  physical  needs  of  patients  (13 

items).  V  J- 

Category  IV  General— actions  that  may  be  di- 
rected toward  meeting  either  psy^^hosocial  or 
physical  needs  of  patients  ,  or  both  at.  the  same 
time  (16  items). 

Category  V  Communication — communications 
-  on  behalf  of  patients  (7  items).  . 

Category  yi  Professional  Implications— care 
•  given  to  patients  that  reflects  initiative  and 
responsibility  indicative  of  professional  ex- 
pectations (17  items).  ' 
Each  it6m  is  to  be  rated  by  placing  a  check  in 
the  appropriate  space  on  a  5-point  rating  scale, 
and  any  item  may  be  rated  more  than  once  dur- 
ing a  rating  period.  The  standard  of  measure- 
ment is  the  quality  of  the  performance  expected 
of  a  first-level  staff  nurse  (Wandelt  and  Stewart, 

1975).  ,  ,       .  „ 

Lating  choices  are  "best  nurse,"  "between, 
"average  nurse,''  "between/'   and  "poorest 
nurse."  There  are  also  spaces  to  indicate  "not 
applicable"  and  "not  observed." 

Administration  aM  Scoring:  The  instrument 
•wa3  designed  to  be  used  by  trained  observer- 
.  raters.  Guidelines  anU  instructiotis  for 
observer-rater^  were  developed  as  well  as  a  20- 
page  Cue  Sheet,  which  provides  several  concrete 
examples  of  activities  illustrative  of  each  in- 
strument item.  . 

Before  attempting  to  use  the  scale,  the 
observer-rater  must  familiiarize  himself(herself) 
with  the  scale,  the  cues,  the  guides  for  use,  etc. 
The  authors  recommend  that  th^  rater  then  at- 
^  tempt  a  retrospective  evaluation  of  a  nurse 


whose  work  the  rater  has  observed.  Persons  re- 
port that  they  spend  an  average  of  from  3  to  3% 
hours  on  this  first  evaluation  (Wandelt  and 
Stewart,  1975).  T^ie  second  use  of  the  Slater 
Scale  requires  approximately  2  hours.  Following 
the  second  trial  evaluation,  a  rater  is  usually 
ready  to  undertake  real  ratings.  By  the  time 
four  subjects  have  been  rated,  a  rater  can  usu- 
ally complete  each  Retrospective  rating  in  ap-  - 
proximately  30  to  40yminutes. 

Each  rater  develops  his(her)  own  frame  of  ref- 
erence to  serve  as  a  yardstick  against  which  to  . 
measure  competence  \displayed  by  a  nurse  per- 
forming nursing  care  activities  (Wandelt  and 
Stewart,  1975).  \ 

The  responses  and  their  numeric  values  are  as' 
follows:  best  nurse  =\  5  points,  between  =  4 
points,  average  nurse  ^  3  points,  between  =  2 
points,  and  poorest  nurse  =  1  point. 

An  ind:  idual  nurse'sscore  is  derived  by  total- 
ing the  scores  of  all  itenls  rated  and  dividing  by 
the  number  of  items  ratjed  (carrying  to  one  de- 
cimal point).  Wh6n  multiple  ratings  are  ascribed 
to  an  item,  a  mean  score  shpuld  be  calculated  for 
that  item,  this  obtained  mean  then  becomes  the 
score  used  when  summing^  the  scores  of  all  items 
.  rated.  Thus,  the  final  evaluation  score  may  be  a 
mean  of  the  scores  for  all  rated  items  or  the 
•  mean  of  the  mean  scores  of  all  rated  items. 

Ratings  of  60  of  the^84  i^ems  are  sufficient  to 
provide  a  valic^  and  reliable  score  (Wandelt  and 
Stewart,  1975).  Detailed  instructions  for  lise  and 
scoringof  the  scale  are  contained  in  the  Wandelt 
and  Stewart  (1975)  referencfe  cited  below. 

Development:  '  1 

Rationale.-  The  instrument  was  developed  to 
provide  reliable,  quantitative  measurements  of 
84.  criteria  that  could  be  usedl^to  measure  abso-. 
lute,  not  relative,  clinical  nursing  performance 
(Wandelt  and  Stewart,^  1975).  \ 

Source  of  Items:  The  items  Icontained  in  the 
instrument  Were  based  upon  a  Review  of  the  lit- 
erature and  the  professional  experience  of  .  the 

authors.     -  "  \.  '■ 

Procedure  for  Development:  Ii^  developing  the 
instrument,  the  authors  worked  with  faculty 
members  of  the  CJentralized  Instructional  iPrp- 
gram  for  Psychiatric  Nursing  at  Wayne  State 
University  Co*^ge  of  Nursing,  ks  well  as  per- 
sonnel in  four  hospitals  in  th6  Detroit  and 
Grand  Rapids,  Michigan,  areas.  \. 

Reliability  and  Validity:  Interrs^ter  reliability 
was  based  upon  pairs'  of  observer-rater  scores 
for  74  senior  nursing  students  W[ho  had  com- 
pleted 12  weeks  of  clinical  experiehce.  The  stu- 
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dents  were  divided  into  three  groups  according 
to  the  identification  of' the, raters  themselves. 
The  number  of  students  rated  by  a  given  pair  of 
raters  ranged  from  one  to  seven.  The  interclass 
correlation  for  the  74  student  nurse  ratings  Was 
0,77,  ^  ^ 

- .  Intercorrelations  among  items,  scales,  and 
total  scores  wei?jB  computed^for  a  sample  of  250 
diploma  nursing  students  ^ho  had  completed  8 
weeks  of  psychiatric  experience  in  clinical  set- 
tings. Slater  Scales  were  filled  out  retrospecr 
tively  by.  the  clinical  instructors.  The  pdd-even, 
split-half  reliability  was  0.98.  ' 

The  data  relevant  f  o  the  stability  reliability  of 
the  scale  were  based  on  ratings  of  103  staff 
nurses  at  the  Veterans  Administration  Hospital 
in  Little  Rock,  Arkansas.  Nurses  were  rated  on, 
the  Slater^Scale  initially,  and  again  6  months 
1atexu_The  r  on  total  Slater  ratings  for  the 
6-manths  interval  was  0.60. 

Content  validity  was  established  by  having 
the  items  examined  intensively  and  repeatedly 
by  nurse  practitioners  and  nurse  educators.  One. 
such  examination  was  conducted  by  clinical  in- 
structors (at  least  two  from  each  specialty  area) 
who^devoted  6  to  10  hours  or  more  each  week  to 
the  process  for  10  weeks. 

Predictive  va.lidity  is  evidenced  by  the  corre- 
lation  of  the  Slater  Scale  scores  with  the  follow- 
ing: \ 

^  Instructor  clinical  experience 
^ .  I  grades  r=0.72 
Instructor  theory  grades  r=0.63 
NLN  Achievement  scores  r=0.54 
Social  Interaction  Inventory  scares  r=0.69 
Among  the  early  testing  ^of  the  instrument 
was^examination  of  data  from  three  sets  of  57  * 
student  nurses  each.  Seven  instructors  rated  , 
each  student  of  each  set  every  2  weeks  for  five 
2-week  intervals.  In  each  of  these  situations,  the 
mean  scores  for  the  students  were  significantly 
higher  each  2  weeks.  These  findings  indicate 
that  the  insti^ument  is  sufficiently  sensitive  to 
measure  learning. that  takes  place  in  a  2-week 
period  of  clinical  experience. 

Additional  details  of  the  reliability  and  valid- 


ity of  the  instrument  are  contained  in  the  refier- 
ence  cited  below. 

Use  in  Research:  The  authors  report  that  the 
instrument  has  been  used  by ^00  raters  to  per- 
form 6,000  ratings  of  1,500  subjects  in  20  health 
care  agencies  and  50,  patient  care  settings.  The 
interested  reader  should  consult  the  Jndex 
Medicus  for  published  reports  of  use  of  the  inr 
strument. 

-  •. 

Comments:  The  Slater  Nursing  Competencies 
Rating  Scale  can  provide  valuable  information. 
Anyone  interested  in  the  evaluation  of  nursing 
actions  should  give  the  scale  careiful  attention. 

The  problem  of  subjectivity  on  the  part  of  the 
observer  and  the  possibility  of  bias  introduced 
by  having  an  observer  present  while  a  nurse 
provides  care  for  a  patient,  must  be  tiaken  into 
consideration  when  considering  use  of- an  in- 
strument such,  as  this.  Some  of  the  terms  and 
items  require  Value  judgments  on  the  part  of 
the  observer,  even  though  the  Cue  Sheet  does 
provide  some  guidelines.  ^ 

Any  potential  user  must  consider  the  subjec- 
tive judgments  its  use  entails  and  the  expense 
involved  in  terms  of  expertise,  time,  and' other 
resources.  - 

Because  of  copyright  restrictions,  the  instru- 
ment is  not  included  in  this  compilation. 

References:  ^  ^ 

Wand' It,  Mabel,  and  Stewart,  Doris  SlatertS/a- 
ter  nursing  competencies  rating  scale.  New 
York:  Appleton-Century-Crofts,  1975. 

Source  of  Information: 
Mabel  A.  Wandelt,  R.N.,  Ph.D. 
College  of  Nursing 
University  of  Delaware 
JJewark,  Del.  19711 

Instrument  Copyright: 

Appleton-Century-Crofts    '  v. 
Medical  Divisio.^ 
Prentice-Hall,  Inc. 
291  Madison  Avenue, 
New  York,"N.Y.  10017 
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Title:  CLIMATE  OP  NURSING 
EVALUATION  INSTRUMENT 


HOME 


A^ilihdrs:  Woog,""  Pierre,  and  Gold  man- Jacks, 
Elaine        '      -  - 

Variables:  This  instrument  elicits  information 
on  15  variables  as  they  pertain  to  nursing  homes 
and  nursing -home  patients:  reaources,  cue 
richness,  fostering  achievement,  fostering  de- 
pen<iency,  recognition,  sttrtiulation?  fostering 
affiliation,  toferarkSia^.^^^  wairoth^  indi- 

.vidualization,  fdsfi&nrig  autonomy,  physical  at- 
.  tractiyeness,  groups,  and  interagency  com- 
munication. The  15th  variable  was  not  named," 
but  it  was  operationalized  as  the  total  score  °bf 
all  the  items  cpntained  in  the  instrumertt. 

Description: 

Nature  and.  Content:  This  observation-inter- 

'view  guide  cousists^of  a  very  large  number  of 
items  that  provide  inform.^tion  about  a  wide  va- 
riety of  situations  and  characteristics  likely  to 

.  involve  or  affect  patien|is  in  a  nursing  home.  The 
instrument  is  divided  into  three  major  cpmpo-. 
nents,  i.e.,  obser^tion  of  the  facilities,  observa- 
tion of  residents,  and  staff  interview  items.  The 
variablies  are  operationalized  by  responses  to 
various  subgroups  of  questions  contained  in  the 
instrument.  Resources  is  operationalized  by  re- 
sponses to  questions  such  as  "Do  residents  have 
to  serve  on  any  committees?"  Cue  richifiess  is  • 
operationalized  by  responses  to  questions  such 
as  "Are  rules,  instructions,  and  regulations  or 
various  do's  'ind  don'ts  posted  on  walls  and  bul- 
letin boards  (beyond  'No  Smoking"  and  'Exit' 
signs)?"  Fostering  achievement  is  measured  by 
responses  to  questions  such  as  ''Do  the  residents 
help  out  by  taking  care  of  each  other?"  Foster- 
ing dependency  is  operationalized  by  questions 
such  as  -*How  do  residents  go  about  getting  the 
things  they  need  like  stamps,  toothpaste, 
shoelaces,  etc.?"  Recognition  is  operationalized 
by  responses  to  questions  such^as  "Can  Vou  give 
me  a  specific  example  (incident)  of  one  patient 

i  helping  another?"  Stimulation  is  made  up  of  re- 
isponses  to  items  such  as  "View  from 
windows— Appeal."  Fostering  affiliation  is  made 
up  of  responses  to  items  such  as  "Availability  of 
social  spaces."  Tolerance  of  deviancy  is  made  up 
of  items  such  as  "suicidal  attempts,"  "destruc- 
tiveness,"  "threats  to  others,"  etc.  To  each  of 

'  these  items  the  respondent  is  to  rate  the  be- 
havior as  (1)  intolerable;  resident  would  have  to 
move  if  that  behavior  were  displayed;  (2)  resi- 
dent could  stay  but  the  home  would  try  to  put  a 


stop  to  the  behavior;  or  (3)  tolerable;  "that's  to 
be  expected"  (Woog,  p.'  124)., 

Warmth  is  operationalized  by  responses  to^ 
questions  such  as  V  Aref  any  of . . .  [the  residents'] 
ideas  about  changes  practical?''  /ndiinduahza- 
tion  is  operatidhalized  by  responses  to  questions 
such*  as  "P wonder  if  you  could  take  just  SC  few 
minutes  to^tell  me  what  kinds  of  people  live 
here.  It's  h^ird'to  teil  just  from  looking  around. 
What 'are  they  likeV,  Fostering  autonomy  is 
made  up  of  questions  such  as  "Do  residents  ask 
-you  if  they^ean  go  shopping  for  thing»they  need 
like  clothing  or  shoes?^"  Physical  attractiveness 
is  operationalized  by  Responses  to  questions 
such  as  "Condition,of  building  exterior,"  Groups 
is  made  up  of  i^sponses  to  questions  such  as 
"Are  any  classes  qffered  to  residents  (a  series  of 
meetings  on  some  topic  intended  for  education 
of  some  sort)?"  and.  Interagency  communica- 
tions is  operationalized  by  - responses  to  ques- 
tions such  as  "Do  your  older  residents  have  jobs 
of  any  kind  outside  [in  the  community]?"  Vary- 
ing numbers  of  categbries  are  provided  to  record 
responses  to  each  of  the  questions. 
'    Administrhtion  and  Scoring:  The  instrument 
is    to'  be   Completed    by    trained  observer- 
interviewers;  Instructions  for  administering 
this  instrument  are  provided  as  part  of  the  in- 
strument. No  Information  is  provided  regarding 
any  type  of  training  required  for  the  observer- 
interviewers  other  than  to  indicate  that  role- 
playing  techniques  are  employed  as  part  of  the 
traiaing  procedures.  No  scoring  instructions  are 
provided  other  than  to  indicate  that  the  score 
for  each  variable  is  the  sihn  of  the  responses  to 
the  respective  subset  of  questions  contained  in 
the  instrument.  A  total  score  iis  obtained  by 
summing  the  answers  to  eac]^  of  the  individual 
questions.  ^  - 

Development: 

Rationale:  The  instrument  was  developed  to 
provide  information  that  could  be  used  to  assess 
and  to  help  improve  the  miental  health  status  of 
nursing  home  residents.  ; 

Source  of  Items:  An  instrument  developed  by 
Slover  (1969)  was  the  primary^  source  of  the 

items.  ; 

Procedure  for  Development:  The  authors  mbd- 
•  ified  and  added  to  Slover's  (1969)  original^ set  of 
questions.  * 

Reliability^  and  Validity:  Reliability  of  the 
instrument  was  assessed  by  the  test-retest  pro- 
cedure. For  a  total  of  45  nursing  homes,  the 
reliability  coefficient  was  0.63. 

The  instrument  was  used  to  evaluate  the  im- 
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pact  of  mental  health  training  programs  for 
nursing  home  workers.  The  instrument  detected* 
no  significant  differences  as  a  result  of  the 
training  programs  for  any  variable  except  the 
total  score.  This  result,  while  barely  significant 
(t=1.76i  p  <0.05,  one;tail-test,  N=27),  was  repli-. 
cated  in  a  second  set /Of  data  available  for  18'* 
facilities.  In  addition  to  showing  a  significant 
difference  in  the  total  score,  it  also  showed  sig- 
nificant differences  for  9  of  the  14  other  vari- 
ables (t=  6.470,  p  <0.05,  N=18). 

Use  in  Reseiarchr'This  instrument  was  developed 
and  used  in  a  study  designed  to  evaluate  the 
effects  of  a  staff-training  program  upon  the  res- 
idents and  staff  of  30  nursing  homes  on  Long 
island,  New  York  (Goldman  and  Woog,  I975i). 

Comments:  The  instrument  appears  to  have  po- 
tential for  providing  information  on  some  of  the 
variables  it  if  presumed  to  measure.  However, 
because  of  limited  information  available,  it 
is  premature  to  draw  any  firm  conclusions  with 
.respect  t^  its  ultimate  usefulness. 

It  would  be  helpful  to  have  information  on  the , 
test-retest  and  interobserver  reliability  charac- 
teristics ofMie  variables  measured  by  this  in- 
strument. Given  that  the  instrument  is  very 
long,  an  item  analysis  might  show  that  it  could 
be  shortened  without  altering  its  potential.  It  is 
possible  that  a  variety  of  patterns  may  be  pre- 
sent in  tHe^  questions  that  are  not  apparent  or 
congruent  with  the  way  the  items  are  currently 
being  combined  into  scores.  The  fact  that  the 
total  score  did  indicate  a  possible  significant  dif- 
ference in  the  predicted  direction  suggests  that 
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some  of  the  questions  may  be  sensitive  to  efforts 
to  improve  staff-resident  relations..  However, 
the  potential  of  such  items  may  be  clouded  by 
their  inclusion  with  a  much  larger  set  of  ques- 
tions which  has  no  such  potential. 

Because  of  its  length,  the  instrui^ent  is  not 
included  in  this  compii  Aon.  It  may  be  obtained 
from  the  authors. 

References:  °  _ 
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Provider-Client  interaction:  Provider's  Perception  of  Client 


Title:  CHARACTERISTICS  OF  PATIENTS 
WHOM  NURSES  RECALL  POSITIVE  FJY  AND 
NEGATIVELY 

AutK^r:  Blaylock,  Jerry  N. 

Variables:  The^'instrument  is  designed  to  mea- 
sure ^elected  characteristics  of  hospitalized 
adult  medical-surgical  patients.  The  kinds  of 
characteristics  included  are:  (1)  patient'jS  back- 
ground ([demographic),  (2)  medical  diagnosis,  (3) 
appea/ance,  including  disfigurements,  and  (4) 
socially  undesirable  belwiviors  and  characteris- 
tics; .    \  •  I 


Description:  '  ! 

Nature  ctxid  Content:  This  is  a  self-,admin- 
istered  instrament.  Part  I  cdhsists  of  12  items  of 
respoiident  demographic  data.  Part  II  cjonsists 
of  21  items  of  information  descriptive  of  an  adult 
medical-surgical  paitieiit  to  whom  the'niu'se  had 
a  negative  response.  As  used  in  the  author's 
study,  these  same  items  are  presented  to,  ascer- 
tain .whether  patients  to  whom  nurses  had  posi-  ^ 
tive  responses  had  similar  characteristics.  A 
description  of  positive  and  negative  nurse  re- 
'  sponses  is  included  in  the  instrument.  The  re- 
sponse format  of  the  items  varies,  and  many  of 
the  items  have  multiple  parts.  For  example,  item 
17  of  Part  II  asks  the  respondent  to  indicate 
disfigurations  via  checking  prelisted  items  and 
then  ask s  for  verbal  description  s  of  th  e  disfigura- 
tions. Item  21  of  Part  II  is  a  checklist  of  43  so- 
cially undesirable  patient  characteristics  or  be- 
haviors/ »  ^  , 

■Administration  and  Scoring:  The  instrument 
is  self-adminifijtered;  instructions  for  copripletion 
of  each,  item  are  onVthe  instrument  itself.  As 
indicated  above,  the  i-esponse  format  v^es,  de- 
pendent* upon  the  land  of  information  sought. 
The  author  reports  that  apprpximafely  30  min- 
utes are  required  to  complete  the  questionnaire. 

No  informatiori regarding  scoring,  per  se,  was 
provided  by  the  author.  However,  the  reference 
cited  below  should  be  coVisulted  for  information 
as  to  how  she  scored  the  instrument  for  the  pur- 
poses of  her  study. 


Developi^ent: 

Rationale:  No^  underlying  theoretical  ratio- 
nale was  identified  b^y  the  author. 

Source  of  Items:  Items  ^v/ere  based  upon  a  re- 
view of  literature  and  the  author's  professional 
experience.  - 

Procedure  for  Development:  No  information 
was  provided.-^   -  \: 

Reliability  and  Validity:  Procedures  usually 
i^ed  to  assess  reliability,  and  validity  were  not 
employed.  The  author  stated'that  the  reliability 
of  the  instrument  was  assessed  via  a  cross- 
validation  design  and  that  content  validity  was 
established  a  search  of  relevant  professional 
literature  and  a  pilot  study  to  determine  recur- 
ring patient  behaviors. 

Use  in  Research:  The  development  and  use  of 
the  instrument  is  reported  by  Blaylock  in  the 
reference  cited  below.  The  instrument,  as  mod- 
ifieci  by  Rickelman  (1971)  and  used  with 
psychiatric  patients,  is^described  elsewhere  in 
this  compilation. 

Comments:  The  instrument  js  in  early  stages  of 
development;  reliability  andTvalidity  studies  are 
needed,  aiitf  further  analysjs  may  suggest  thftt 
some  *items\could  be  eliminated  which  woul3 
^horten  the  instrument,  yet  not  alter  it^  useful- 
ess.  » 

References:  , 
Blaylockj  Jerry  N.  Characteristics  of  nurses  and 
\.     of  medical-surgical  patients  to  whom  they  react 
Y  positively  and  neflratzvcZ2/\^  Unpublished  doc- 
toral dissertation,  TeacherSspollege,  Columbia 
~  Universftyri970/ 
Rickelman,  Bonnie.  Characterises  of  nurses 
and  psychiatric  patients  to  whom  they  react 
^   positively  and  negatively.  Unpublished  doc- 
-  toi^al  dissertation.  Teachers  College,  Columbia 
University,  1971. 

Source  of  Information: 
Jerry  N.  Blaylock,  R.N.,  Ed.D. 
1700  Red  River 
.  Austin,  Tex.  78701  .. 

Instrument) Copyright:  Jerry  N,  Blaylock^  R.N., 
Ed.D.  ,  ' 


VOLUME  2 


Blaylock,  jerry  N. 

CHARACTERISTICS  OF  PATIENTS  WHOM  NURSES  RECALL  POSITIVELY  AND  NEGATIVELY 


The  following  questionnaire  is  divided  into  three  ' 
parts^    The  first  part  requests  infonnation  about  your  own 
background.    The  second  and  third  request  information  about 
two  specific  adult  medical-surgipal  patients  with  ^om  you 
have  had  contact.    Specific  directions  for  the  last  .two 
parts  are  given  at  the  .beginning  of  those  sections. 

/It  is  hoped  that  you  will  answer  the  questions 
as  completely  as  possible.^  Though  some  of  the  questions 
ar^  of  a  highly  personal  nature,  they  are  important  for 
validity  of  this  study.    Your  responses  will  remain  totally 
anonymous.    Please  do  not  write^  your  name  anywhere  op  the 
,  questionnaire,    l^either  you  nor  the  hosoltal  where  you  work 
will  be  identified  in  the  study.  r 

Most  of  the  questions  require  only  short  answers 
or  checks.    Be  sure  to  read  the  questions  Completely  and 
carefully  before  answering.    Please  answer  every  question.  . 

fart  I.    About  you  and  your  background 

1.    Your  age  in  years  on  your  last  birthday:    Under  21 (  ) 

21-25 (    )    26-3a('   )    31-40 (.  )      41t-50(    )    51-6q(    )    61  ot 

•       —  -     •  "  I  .  ... 

.over(  ) 
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9.    Title  most  nearly  dedcriptiver^of  your  present  position 
(check  one)  • 

Staff  nurse (    )    Head  nurse (    )    Assistant  head.  nutse( 
Supervisor  (    X  ^^^^^---^'^ 
10/  length  of  time  in  your  present  position  (check  one): 

Under  12  months  (    )  - 12-23  months  (    )    24-35  months/(  ) 

S  3-5  years(    )    6-9  years(    )    10-19  years(    ).  ' 

20  or  more  ^^rs(    )  ^ 
^  \ 

11.    Number  of  years  of  nursing  experience  since  gradxiation;^ 


12.    Your  educational  l^ackground  (check  'and  complete  appro- 
priate  hlanks)  :  - 


 Hospital  diploma—when  granted? 

Associate  degree — when  granted?  

;  Credits, toward  baccalaureate  degree- 
number  ?____ 

 ^Baccalaureate  degree— when  granted?  

 Credits  toward  master *s  degree — ^ 

number  ?j  

Master ^s  degree — when  granted?  

Credits  toward  doctoral  degree— 
nximber?                    '  - 
\   Doctoral  degree— when  granted?  


Major  ii 


Part  II.    About  the^  first  patient^ 

It  is  inevitable  that  we  meet  an  occasional  person 
to  whom  we  reacc  negatively*    Thes^nurse  is  not  immune  to 
this  and  sometimes  reacts^egatively  to  4  given  patient. 
This  reaction  may  take  the  form,  for  example,  of  dislike. 
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annoyance,  Irritation,  anger,  repulsion  or  physical  or 
emotional  aversion, 

.  . :  ^Think  back  until  you  remember  such  a  patient — 

one  to  whom  you  experienced  a  physical  or  mental  reaction 

which  was  negative.    Be  sure  that  the  patient  is  an^  adult 

medical-surgical  patient  (any  age  from  15' years  on).  After 

*  •     •  • 

.  ^recalling  this  specific  paqient,  answer  the  following 
questions       relation  to  this  patient. 
...  Please  be  sure  to  respond  to  every  item.  If 

you  are  not  sure  of  the ^nswer,  give  your  best  guess,  in- 
.  cIXcat5ng  that  it  is  your  "best  guess"'  by  putting  a  question 
mark  after  the  answer. 

1.    HoW'long  age  did  you  encounter  this  patient? 

A  month  or  l^^s^  )    2-12  months (    ).    13  montbs-4  years(  ) 
5-9  yAara(    )    10-14  years (    )    15  years  or, more  (  ) 
,    '      2.    What  was  youA  professional  relationship  to  this  pa- 
■  tient?     (Check  one..) 

.    -      (    )  '  Staff  Wurse  responsible  for  direct  care 

.  -        ■  X 

.  (    )    -Head  ilurse  on  the  unit  where  patient  was  located 
(    )    Supervisor  o^  the  iinit  where  patient  was  located 


^  (    )    ptTier,  'ple'ase  specify 


3.    Patient's  age:    ,15-19(    )    20-25(         26-30(    )    31-40(  ) 

*         41-50(    )    51-60(,  )    eWOc'  )— Over  70(  ) 
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4.: 

5. 

6. 


7. 


10. 


11. 


Patient' 
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Patient  Vs^ex:    Male(    )    Feinale(  ) 
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race: 


Patient's  religion:    Catholic (    )    Jewlsh(    )  Protes- 
tantC    )    None(    ).    Don't  know(    )    Other,  please  specify 


What  Is  the  patient's  country  of  origin?  (Ir  American, 
pieaee  Indicate  ancestry,  e.  g.,  Irish,  -Italian,  etc.) 


Doi^' t  know(  ) 


8.    Patlexit's  physician  (check  one)  :/    Private (    )    House  or  / 


9. 


staff (    )  ! 

■f  •  ■■             /  ■ 

Patient  cape  setting  (check:  one) :  •  Private  rooin(    )  / 

I  '  •  ■                 '      /■  •       ^                    '     ■  ^  I 

Seml-prlvate  room  (2  beds)  (    )    Ward  (3  or  more  beds)/(  ) 


In  which  of  the  following  social  classes  would  you 
judge  the  'patient  to  be  a  member?    (check  one) 


Upper  uppejr(    )    Upper  middle  (    )    Upper  lower  (    )  ; 


Lower  upper (    )*  Lower  mldd|e(    )    Lower  lower ( 


/ 


Educational 'level  of  the  pat 
please  use,  j^our  "best  guess 


X    )  No  formal  education 

(  -  )  Grade  school 

(    )  Junior  High  school 

(    )  Partllal  high  school 


lent:     (If  you  are  unsure, 


-(    )    High  school  graduate 

■    ■  /' 

X    )    Attended  college, 

(    )    College  or  university 
graduate 

(    )    Grai^uate  professional 
educatioif^"* 
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12,    (Qiccupatlon  of  the  major  wage  earner— whether  or  not  It 
wtf^tMeVpatieriti    (Please  check  the  category  which  best 
deao^lbes  the  occupation.) 

\         ■     ■  '  ■ 

)    None,  Independently  wealthy 

)    Executive  or  proprietor  of  a  large  concern  or  a 
niajpr  professional 

i,    ' ' 

)    Manager  or  proprietor  of  medium  sized  business  or 
a  lesser  professional 

)    Administrator  In  a  large  concern,'  owner  of  small 
independent  business  or  semlprofesslonal 

)    Owner  of  little  business,  clerical  or  sales  worker 
or  technician 


)    Skilled  worker  ' 
)    Semiskilled  worker 
)    Unskilled  worker 
Patient 'ia  primary  diagnosis: 


13. 
14. 


How  would  you  classify  this"  illness?  (Please  check 
one  in  each  category.) 


(    )  Acute 
(    )  Chronic 

(    )    Acute  phase  of  a  chronic 
disease 


(    )  Medical 

(    )  Surgical. 

(    )  Medical-surgical 


15.    Patient's  secondary  diagnoses,  if  any: 


16.    Patient's  symptoms; 


5-51 
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17#    Was  ^he^  patient  dl8flgu^:^:sd  in  any  way?    (Please  check 
any  of  the  following  which  may  be  appropriate  and  com-' 
plete  blanks  if  indicated.) 

Amputation  of  leg(    )    arm(    )    breast  (    )  othef  (  )  
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Visible  lesion  due  to  cancer (    )  Location? 


^  Visible  congenital  anomaly  (    )  Describe 


Extreme  large  muscle  atrophy  (    )  Location? 


Traumatic  injury (    )    Describe  ^ 


Psoriasis (  ) 
Acne(  ) 
Other  (  ) 


7 

illni 


18.  Was  the  patient  in  the  terminal  phase  of  any  illness? 
Yes(    )    No(  ) 

19.  Which  of  the  following  words  or  phrases  describes  this 
patient  best?    (Check  one  in  each  group.) 


(  )    Outstandingly  attractive 

(  )    Somewhat  attractive 

(  )    Ordinary  in  appearance 

(  )    Somewhat  unattractive 

(  ).  Very  unattractive 


(    )    Very  obese 

(    )    Somewhat  overweight 

(    )    Average;  weight 

about  right  for 

height 
(    )    Very  thin 
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(    )    Extrovert  ^ 

(    )    Not  an  extrovert  nor  an  introvert;^8omet lines 

outgoing,  sometimes  Introspective 
(    )    Introvert  "  .  ' 

20.    What  was  It  about  the  patient  which  led  you  to  react 

negatively?    (Check  one  or  more  of  the  categories- listed 
below, )' 

(    )    Physical  characteristics  not  associated  with  the 
patient's  Illness 

(  )  Physical  symptoms 

(  )  Personality  traits 

(  )  Hygienic  habits 

(  )  Other,  please  specify      •   ■    ■"  '"  • 


21.    Below  Is  a  list  of  selected  characteristics  or -behaviors 
of  patients.    Read  the  following  directions  and  then 
proceed. 


!•    Put  a  check  in  the  space  provided  to  the  left  of 
any  statement  which  describes  the  behavior  of  the 
patient  you  hava  recalled*    Check  as  many  as  are 
applicable.  - 

2.  Underline  the  be  .avlor  or  .characteristic  you  be- 
lieve contributed  most  to  the  development  of  the 
negative  reaction.  _ 

3.  Use  the  space  provided  at  the  end  to  note  any 
pertinent  behavior  or  characteristic  not  included 
in  the  list.  ^ 

i^)  ■   \  ^  •       "  ^ 

Was  Untidy       \  '  Had  visitors  who  were 

'  critical  of  care 

Had  poor  personal  hygiene  Had  too  many  visitors 
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JElequlred  intensive  or  tlme- 
^cbnsumlng  cate 

JElefused  to  adhere  to  diet- 

^Refused  medications  or 
treatments  . 

_Dld  not  follow  hospital  rules 

JWould  not  accept  Illness 

.Would  not  follow  Instructions 

^Was  stubborn 

_JWas  Infantile 

_Made  no  effort  to  help  self, 
though  able  to  do  so 

Called  for  nurse  unnecessarily 

Was  self-centered 
_Had  no  sense  of  humor 

_JWas  selfish 

Was  preoccupied  with  bodily 
functions 

^Exposed  self. 

^Made  improper  advances 

Made  sex«-r elated  remarks 
to  mirse  -  . 

^seid  loud  and  abusive  language 

_JJas  always  telling  you  what 
to  do 


.  Faked  Illness  or  symp- 
toms 

 Was  unfriendly 

Was  too  quiet;  non- 
assertive 

 ^Crled  frequently 

Was  apathetic 

Was  withdrawn 

Was  nervous 

Was  rude 
 Had  a  superior  attitude 


J7anted  special  prlvi- 
"leges 

Ordered  people-around 

Jleported  nurses  to 
physician 

\ 

Showed  no  appreciation 
"of  nurses*  efforts 

JJsed  profane  language 


 ^Complained  of  inade- 
quate care 

Interfered  with  nursing 
routine 

■ ,  \  .' 

 ^Seemed  to  require  at- 
tention just  when 
things  were  busiest 

Had  unjpleasant  odor 
Was  incontinent 


Was  demanding 
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 Was  chronically  complaining  _Was  senile 

Had  to  be  suctioned  ^  _Was  disorien^zed 

Other.     (Please  write  in  any  other  characteristics,) 


Part  About  the  second  patient 

This  section  of  the  questionnaire  deals  with  a 
patient  to  whom  you  have  reacted  positively.    Recall  such- 

a  patient— -a  specif ic  adult  medical-surgical  patient  .with      •  ^ 
whom  you  have  had  contact  and  to  whom  yop  experienced  a 
positive  reaction.    In  recalling  this  patient  to  mind  try 
to  think  of  one,  for  example,  whose  presence  you  really 
enjoyed;  or  perhaps  one  who  you  remember  with  a  good  or 
happy  feeling;  or  one  that  you  liked  very  much.    Be  sure 
that  the  patient  is  an  adult  medical-surgical  patient  (any 
age  from  15  years  on).    Afcer  recalling  this  specific  pa- 
\  tlent,  <^he  following  questions  in  relation  to  this 

patient.  , 

\  Please  be  sure  to  respond  to  every  item.    If  you  • 
are- not  sure  of  the  answer,  give  your  best  guess,  indicat- 
ing that  it  is  your  "best  guess"  by  putting  a  question 

^   .         \.  ..  ■  •       .  .  . 

mark  after  the  answer. 

\  .  '  '     '  '         .  ■ 

THE  ITEMS  FOR  .PART  III  ARE  IDENTICAL  TO  THE  ITIMS  OF  PART  II. 

•      roovrlBhted  bv  Jerry  K.  ^laylock;  reproduced  with  permission  by  the  Health  Resources 
2iSf5«Jion.    Father  reproductioS  prohibited  without  permission  of  copyright  holder 
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Title:  OLDER  PERSOiSTS  QUESTIONNAIRE 
(QPQ) 

Author:  Gillis,  Marion 

Variable:  This  instrvment  was  designed  to  elicit 
-information  on  the  attitudes  of  nursing  person- 
nel toward  the  aged.  Aged  was  defined  by  the 
author  as  those  persons  65  and  over.  Attitudes 
were  defined  as  absolute  inclinations  or  mental 
readiness  which  consistently  exert  influence  oh 
evaluative  responses  that  are  directed  toward 
some  person,  group,  or  object  (Zimbardo ,  and 
Ebbersen,  1970). 

Description: 

Nature  and  Content:  The  QPQ  is  an  opinion 
questionnaire  which  contains  48  statements  re- 
lated to  old  age.  There  is  a  separate  coded  an- 
swer sheet.  The  items  include  such  statements 
as  "Oldsters  tend  to  be  untrustworthy,"  and 
"The  real  good  elderly  person  is  rare."  The 
statements  are  rated  on  a  4-point  scale  of 
response — strongly  agree,  mildly  agree,  mildly 
disagree,  or  stronjgly  disagree.  Demographic 
data  concerning  the  nurse  respondent  are  cqI- 
lected  in  an  additional  six  items  of  the  OPQ. 

Administration  and  Scoring:  The  OPQ  is  self- 
administered.  The  person  completing  the  OPQ 
selects  the  number  on  the  coded  answer  sheet 
which  corresponds  to  the  chosen  response  to 
tach  of  the  questionnaire  items  including  the 
demographic  data.  The  estimated  time  for  com- 
pletion, as  suggested  by  the  author,  is  15  min- 
utes. No  special  skill  or  training  is  needed  to 
complete  the  OPQ. 

.  No  information  on  scoring  was  provided  other 
than  "the  higher  the  score,  the  more  positive 
the  attitude."  (It  may  be  inferred  that  the  possi- 
ble range.of  scores  is  from  48  to' 192.) 

Development: 

Rationale:  No  information  concerning  the  un- 
derlying theoretical  basis  of  the  instrument  was 
provided^* 

Sow^ce  of  Items:  The  instrument  i?  a  revision 
of  a  100-item  opinion  questionnaire  published  by 
Lowy  (1968). 

Procedure  for  Development:  The  author  re- 
vised the  Lowy  (1968)  questionnaire  on  the  basis 
of  the  ^psychometric  properties  of  that  instru- 
ment. The  author  explained  that  "the  correla- 
tion  of  each  item  was  compared  to  the  total  score 
for  each  of  the  lO'O  opinion  statements.  The  48 
items  which  correlated  with  the  total  score  at 
0.40.  or  above  were  selected  for  the  revised  in- 
strument" (GiUis,  1973)., 


Reliability  and  Validity:  A  reliability  coeffi- 
cient of  0.86  was  reported  for  the  instrument, 
but  no  details  concerning  how  it  was  determined 
were  provided.  No  validity  information  was  pro- 
vided. ^ 

Use  in  Research:  The  instrument  was  used  in  a 
study  by  the  author.  Sr.  Marion  Gillis  (1972)  and 
reported  in  ah  unpublished  manuscript  at  the 
University  of  Texas.  It  was  entitled,  "Study  on 
Attitudes  of  Nursing  Home  Administrators  To- 
ward the  Aged."  .'.  < 
Another  study  in  which  Gillis  (1973)  used  this 
instrument  is  reported  in  her  master's  thesis 
referenced  below. 

Comments:  Psychometrically/  the  instrument 
needs  a  great  deal  of  atteitlron.  In  considering 
the  validity  of  the  OPQ,  i.e.,  the  determination  of 
attitudes  toward  the  aged  on  the  basis  of  re- 
sponses to  items  on  the  instrument,  some  ques- 
tions must  be  raised.  Among  the  48  opinion 
items  are  many  which  do  nat  have  a  demonstra- 
*'ble  bearing  upon  the  variable  being  investi- 
gated, e.g.,  "If  people  would  talk  less  and  work 
more,  everybody  would  be  better  off  .(item  26), 
and  "The  most  vicious,  irresponsible,  arid  rac- 
keteering unions  are,  in  most  cases,  those  hav- 
'  ing  largely  foreigners  for  leaders"  (item  29). 
Several  items  express  distrust  of  mankind  in. 
general,  others  express  distrust  or  hatred  for 
youth,  social  outcasts,  and  participatory  democ- 
racy as  a  political  systerrj.  Since  these  items  do 
not  contain  any  reference^  to  the  aged,  the  proof 
of  their  relevance  in  a  study  of  attitudes  toward 
the  aged  must  be  questioned.  There'is  lack  of 
continuity  in  the  terminology,  i.e.,  persons  over 
65  are  referred  to  as  "older  persons,"  "elderly 
persons,"  "old-sters,"  and  "old  people";  this 
should  be  corrected.  And,  further,  some  items 
referring  to  the  "disabled,"  rather  than  to  the 
elderly,  should  be  reconsidered,  beciause  disabil- 
ity cannot  be\equated  with  old  age.  It  would  also 
be  advantageous  to  reconsider  the  few  items  in 
which  the  concepts  of  old  age  and  illness  are 
combined.  If,  as  may  be  inferred  from  the  au- 
thor's statement  about  the  higher  the  score  the 
more  positive  the  attitude,  and,  as  now  written^ 
the  preferred  answer  for  each  item  is  "4,"  then, 
the  items  should  be  rephrased  to  avoid  response 
set.        .:.    ■  '     ]    '■•''  - 

References: 

Gillis,  Marion.  S^wd^/  on  attitudes  of  nursing 
home  administrators  toward  the  aged.  Unpub- 
lished manuscript.  University  of  Texas,.  1972.^ ' 


644 

 .  Diff(^enee  in  nuraing  personneVs  at- 

titudes  toward  the  aged  based  on  age,  educa- 
tion^ length  of  employment,  and  type  of  agency. 
Unpublished  master's  thesis,  University  of 

Texas,  1973. 
■         V  Attitudes  of  nursing  personnel  toward 
the  aged^  Nursing  Research,  1973,  22  (6),  517- 

■•52a        ■     .  ■  ■ 

Lowy,  liouis.  Training  manual  for  humun  ser- 
vice technicians  working  with  older^  persons. 
Boston,  Massachusetts:  University  Book- 
store, 1968. 


32  /  " 

Zimbardo,  Philip,  and  Ebbersen,  Ebbe./n/iwenc- 
ing  attitudes  and  changing  behavior.  Reading, 
Massachusetts:  Addison  and  Wesley  Com- 
pany, 1970. 

Source  of  Information: 

Marion  Gillis 

Supervisor,  ADN  Prograiti 

Lakeshore  Technical  Institute 

1290  North  Avenue  "    .  ^ 

Cleveland,  Wis.  53015 

Instrument  Copyright:  None. 


PSYCHOSOaXL  mSTRUHENTS 


Ginis^  Marlon 

OLDER  PERSONS  QUESTIONNAIRE  (OPQ) 

There  are  no  right  or  wrong  answers  to  those  statements.    To  answer  Questions 
1-48  kindly  indicate  the  degree  to  which °y6u  AGREE  or  DISAGREE  with  tftie 
statement  of  opinion  by  blackening  the  space  corresponding  to  the  answer  as 
follows;  ' 

1  •    STRONGLY  AGREE  3    »    MILDLY  DISAGREE 

2  -    MILDLY  AGREE  4    -    STRONGLY  DISAGREE 

1.  You  should  not  expect  too, much  from  disabled  people. 

2.  Host. older  persons  are  hard  to  please. 

3.  Certain  religious  sects  whose  beliefs  do  not  permit  them  to  salute. the 
flag  should  be  forced  to  conform  to  such  a  patrtotic  action,  or  else 
be  abolished.  *^  •  .  .  ^ 

4.  Any  group  or  social  movement  which  contains  many  foreigners  should 
be  watched  with  suspicion  and,  whenever  possible,  be  investigated  by 
the  F.  B.  I. 

5.  The  real  good  elderly  person  is  rare. 

6.  When  a  person  has  a  problem  or  worry,  it  is  best  for  him  not  to  think 
about  it,  but  to  Iceep  busy  with  more  cheerful  things. 

7 5    There  is  really  no  such  thing  as  a  typical  old  person. 

8.  The  elderly  are  just  as  smart- as  other  people. 

9.  Oldsters  tend  to  be  untrustworthy.  -  " 

10.  (There  is  hardly  anything  lower  than  a  person  who  does  not  feci  a  great 

love,  gratitude,  and  respect  for  his  parents* 

11.  It  is  difficult  to  understand  older  persons  because  they  keep' so  much 
.*  to  themselves.  x 

12.  A  large-scale  system  of  sterilization  would  b^ one  good  way  of  breeding 
^out  criminal8    and  other  undesirable  elements  in  our  society  and  so  raise 

its  general  standards  and  living  conditions. 

13.  We  are  spending  toa  much  for  the  pampering  of  criminals  and  the  insane, 
and  for  the  education  of  incapable  people. 
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"  ;  1         STRONGLY*  AGREE  ,    3    «    MILDLY  DISAGREE  , 

2    -    MILDLY  AGREE  .4    =    STRONGLY  DISAGREE 

"  .    .  •<...'  .  •     tt  '  ' 

'  ^  '  .■  .  "        -    •  . 

14.  The  elderly  take  advantage  of  other  people. 

15.  When  you  handle  a  number  of  old  persons,  it  is  almost  impossible  to 
make  allowances  for  differences  between  them. 

16.  If  people  would  talk  less  and  work  more,  everybody  would  be  better  off. 

17.  Most"^isabled  "oldsters"  have  little  sense  of  responsibility. 

18.  The  elderly  bx^  likely  to  get  angry  if  you  mention. their  being  old. 

19.  The  most  Acioufif, I  irresponsible,  and  racketeering  unions  are,  inmost 
cases,  those  havihg  largely  foreigners  for  leaders. 

'  .   *  i  ■  ■.■  '  ■        .  '      p       _    ■  "  . 

20.  You  have  to  be  cajreful  what  you  say  when  you  are  wit h~dii3abled  people." 

21.  What  youth  needs  most  is  strict  discipline,  rugged  determination,  and 
the  will  to  work  and  fight  for  family. 

22.  Older  persons  expect  everyone  to  pamper  them.  ^ 

23.  The  elderly  usually  will  not  think  for  themselves.  ^ 

at  ■  '  •    *  ' 

24.  Oldsters  are  usually  dissatisfied  with  just  about  everything. 

25.  There  , shouldn't  be  special  schools  for  disabled  persons^ 

26.  It  is  only  natural  and^right  fo^r  each  person  to  think  that  his  family 
is  better  than  any  other.  . 

n.    One-j^ain  difficulty  with  allowing  the^  entire  "population  to  participate 
fully^ln  government  affairs  (vctirijgs  jobs,  etc.)  -  is  that  9uch  s  large- 
number  of  people  are  deficient  and  incapable. 

28.  Parents  of  disabled  children  shoulii  be  less  strict  than  othernparents. 

29.  On  the  whole;  the  elderly  sick  seem  ^o  be  less  intelligent  than  healthy 
old  people.         ^  • 

30..    Oldsters  are  disagreeable  most  of  the  time. 

31.  Older  persons  are  usually  incapable  of  mdking  significant  decisions  for 
themselves. ~> 

32.  Disabled  iJeople  should  not  be  expect  i  .f  to  meet  the  same  standards  as 

on-disabled  persons. 
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1  -    STRONGLY  AGREE  ■                3    «'  MIi;.DLY  DISAGREE 

2  -    MILDLY  AGREE  4    -  STRONGLY  DISAGREE 


Nobody ^ver  learned  anything/really  important  except  through  suffering. 
Most  older  persons  are  just  naturally  stubborn, 
Tlie^el^rlyldo  hot  take  much  pride  in  themselves. 

An  aggressive  person,  who  has  bad  miannersj  habits;  and  breeding,  can 

hardly  expect  to  get  along  witlT  decent  people, 

\  ■  •         -  '  • 

7,    Older  p^^sons  do  not  have  as  much  initiv^tive  as  other  persons, 

39,  Older  persons  lack  imagination. 

The  many  political  parties  tend  fcofcconfuse  national  issues,  make 
elections  expensive,  and  stir  u^jjj^nnecessary  trouble.    It  would, 
therefore,  be  best  if  all  political  parties,  except  the  two  major  ones, 
were  abolished,  .  , 

40,  \oider  persons  are  like  children, 

41,  The  elderly  cannot  have  a  normal  social  life, 

42,  "  Qlder  per  sons  usually  lack  humor;  /. 

>3C    Nbbody  really  likes  to  work  with  the  older  disabled  person. 


44,  It)  sometimes  does  an  elderly  person  gbod  to  be  criticized  in  front  of 
otl^r  persons,  .  ■  ' 

45,  If  ^he  elderly  had  paid  attention  to  good  health  habits  in  their  youth, 
thej)^  probably  wouldn't  be  in  hospitals  and  nursing  homes  today, 

46,  Most^ older  persohs  ^ion' t  appreciate  what  is  being  done  for  them, 

47i    Oldsters  icause  a  great  deal  of  disruption,  ,  . 
48,    Most  older  persons  expect  to  be  taken  care  of  by  ethers. 
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Title:  CHARACTERISTICS  OF  ADULT 
PSYCHIATRIC  PATIENTS  WHOM  NURSES 
RECALL  NEGATIVELY  AND  POSITIVELY 

Author:  Rickelman,  Bonnie  Li 
Variables:  The  variable  is  characteristics  of 
adult  psychiatric  patients  to  whom  nurses  react 
positively  and  negatively.  Adult  psychiatric  pa- 
tient is  defined  as  any  person  15  years  of  age  or 
older  who  has  been  admitted  tp  a  psychiatric  ^ 
treatment  facility;  positive  reaction  is  defined  as 
a  feeling  of  ^enjoyment,  liking,  or.  happiness. 
Negative  reaction  is  define4  as  a  feeling  of  dis- 
like, annoyance,  irritation,  Unger,  repulsion,  or 
physical  or  emotional  aversion. 

Description: 

Nature  and  Content:  j  This  is  a  self- 
administered  instrument  rtiade  up  of  three 
parts.  Part  I  consists  of  13  items  of  nurse  de- 
mographic data,  most  of  which  can  be  answered 
by  placing  a  check  in  thp  appropriate  space;  3 
are  comple.Vlon-type  items.  Pert  II  cons^ts  of  24 
items  which  elicit  descriptive  informat:i*i  about 
ah  aduK  psychiatric  patient  to  whom  che  nurse 
iiad  aheg;ative  reactior/.  Part  III  items  are  exact 
(iuplicates  of  the  itemfe  in  Part  II  but  are  to  be 
Completed  as  descriptftre  of  an  adult  psychf^tric 
patient  to  whom  the  nurse  had  a  positive  reac- 
/^on.  Many  of  the  items  in  Parts  II  and  III  have 
multiple  parts,  and  answer  formats  vary  so  as  to 
lie  appropriate  for  each  item.  Item  24  for  Parts 
li  and  m  is  a  list  of  74  "selected  characteristics 
ot  behaviors  of  patients"  dir^tions  are  to  "place 
a\check  mark  in  the  space  provided  to  the  left  of 
all  statements  which  describe  the  behavior  of  , 
trie  patieJit. you  have  just  recalled." 

Administration  and  Scoring:  The  instrumentr 
is  1  self-administered  and  was  designed -to  be 
coinpleted  by  nurses  providing  care  for  adult 
psychiatric  patients.  Instructions .  for  •comple- 
tion of  each  item  are  on  the  instrument  it^^  As 
indicated  above,  the  response  format  varied,  ^ 
pepdent  upon  t^e  kind  of  information  sought? 
The  kuthor  reported  thatapproximately 30  to  50^ 
miilutes  are  required  for  fcorppletion  of  the  ques-' 
tiorinairej  though  no  timklimits  are  imposed. 

n'o  information  regarding  scoring,  per  se,  was 
provided  by  the  author.  Ho^e\|er,  the  reference 
cited  below  shoulds^consulted  for  information 
as  to  how  the  au1)hor15^ored  tlie  instrument  for 
the  purposes  of  her  study. 

I"-  •..   ^  -  -y  ' 

Development: 

Ra!ti6nale:  No  specific  infoi 
videdothdr  than  that  theithepl 
of  trie  Author's  study  w J 
L   theory."^      i  *  i  ^  ''■ 


Ton  was  pro- 
al  framework 
on-"attitude 


Source  of  Items:  The  items  of  the  instrument 
were  based  on  an  instrument  tieveloped  by 
Blaylock  (1970),  a  review  of  literature,  the  au- 
thor's professiorj^al  experience,  arfd  consulta- 
tions with  professional  peers. 

Procedute  for  Development:  Blaylock'9  ques- 
tionnaire was  modified  to  make  it  appropriate 
for  adult  psychiatric  ^jitients.  A  pilot  study  was 
conducted  with  psychiatric  nuKses  using  the  in-^ 
striioient,  and,  based  upon  the  results  of  tha^ 
.study,  minor  revisions  were  m^de  in  the  in- 
strumenti  / 

ReliabiHty  and  Validity:  The  author  stated 
work  had  been  done  to  establish  the  reliamlity 
and  validity  of  the  instrument;  ho>yever,  no. 
specifics  were  provided.  / 

Use  in  Research:  Rickel'man  developed  ahd  used 
the  instrument  for  hei?  doctoral  dissertation  ref- 
erenced below.  Her  data  "were  analyzed  to  de- 
termine whether  oi' not  the  nurses'  perceptions 
of  disliked  ar;d  Uked  patients  differed,^  and 
whether  or  not  characteristics  of  the  nurses  re- 
lated to  characteristics  of  patients  to  whom  they 
reacted  negatively  or  positively"  (Rickelman, 
1971).  .1  • 

Comments:  As  with  the  Blaylock  instrument  de- 
scribed else^vhere  in  Ibhis  compilation,  this  in- 
strument is  in  the  earlyistages  of  psychometric 
development  and  its  potential  value  cannot  yet 
be  assessed.  It  would  be  helpful  to  know  how  the 
characteristics  to  be  included  were  identified 
and  delineated.  Al^o,  as!  wi'th  the  Blaylock  in-' 
strument,  reliability  an'^  Validity  stud^s  are 
needed,  and  further  analysis  may  sugpat  that 
some  items  coUld  be  leliminated.  TMs  would 
..shorten  the  instnjment,  yet  not  alter  fks  useful- 
^ness*.       '     \  }  j   '  1 
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pofhively  and  negativslyr  Unpublished  doc- 
toral dissertation.  Teachers  College,  Columbia 
University,  1971.'  / 

Source  of  Information:/  . 
Bonnie  Rickelman,  R.N.,  Ph.D. , 
2601  Toulouse  Drive  / 

Austin,  Tex.  78715    /  .  > 

Instrument  Copyright;  Bonnie  Rickelman,  R.N., 
Ph.D.  I  '     ■       ;        •  •  • 
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CHARACTERISTICS  OF  ADULT  PSYCHIATRIC  PATIENTS  WHOM  NURSES  RECALL  , • 

NEGAflVELY  AND  POSITIVELY 

The  following  questloimalre  is  divided  livto  three  parts.    The  flrat 
(iart  asto  for  Information  about  your  own  backgrouud.    The  second  and  third  parts 
ask  for  inforiaatlon  about  two  specific  adult  psychiatric ^patients  with  whom 
you  have  had  contactt/^  Directions  for  answering  the  last  two  parts  are  given 
^~t  the  beginning  of  those  sections. 

'It  is  hoped/that  you  will  answer  the  questions  as^ completely  as 
possible.    Though  some  of  the  questions  are  of  a  personal  nature »  they  are 
necessa^^r  for  the  validity  of  this  study.^   Your  responses  will  remain  totally 
anjonymou:?.    Please  do  not  write  your  name  anywhere  on  the  questionnaire. 
Neither  you  nor  the  institution  where  you  work  will  be  identified  in 
the  study.  .  ^        .  -  . 

Most  of  the  questions  require  only  check  marks  or  short  answers,  tk 
sure  to  read  the  questions  completely  and  carefully  before  answering. 
Please  answer  every  question. 

■  .;  '     .       '        ' .  •  >' 

Part  i:    (Items  addressing  nurse  demographic  data  have  not  been  reproduced 

here.) 

Part  II;    About  the  fir«t  patient 

It  is  inevitable  that  we  meet  an  occasional  person  to  whom  we 

.  '  ■     'v.  :   /  ' 

react  negatively.    The  nurse'' is  not  ippune  to  this  and  sometimes  reacts 
negatively^  to  a  given  patient.    This  .reaction  may  take  the  fot^i,  for  ^ 
example »  of  dislike »  annoyance,  irritation,  anger,  repulsion,  or 
physical  or  emotional  aversion.  /  ' 
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Think  back  until  you  remember  such  a  patient — one  who  caused 
yott  to  experience  a  physical  or  mental  reactioui  ?hlch  was  negative. 
Be  sure  that  the  patient  is  an  adult  psychiatric  patient  (any  age  from 
15  years  on).    After  recalling  this  specific  patient,  answer  the  fol- 
lowing ^u^tions  in  relat'ion.tp  this  patient. 

piease  be  sure  to,  respond  to  every  item.    If  you  are  not  sure 
of  t.^    answer,  give  your  best  guess.  Indicating  that  it  is  your  "best 
guesQ"  by  putting  a  question  mark  a^ter  the  answer.  \ 

1.  How  long  ago  did  you  encounter  this  patient?    A  month. or  less  (  ) 
2-12  months  (  )    13  months-4  years  (  )    5-9  years  (  .) 

10-14  years  (  )    15  years  or  more  (  ) 

2.  What  was  your  profe^fl^onal  relationship  to  this  patient?  (check 
one):  ' 

(  )  Scafi:  nurse  responsible  for  direct  care 

(  )  Head  nurse  on  the  unit  whe^-e  patient  was  located 

(  )  Supervisor  of  the  unit  where  patient  was  located 

(  )  Other,  please  specify   ^V"^ 

3.  Patient's  age:    15-19  (  )    20-30  (  )    31tA0  (  )    41-50  (  ) 
51-60  (  )    61-70  (  )    Over  70  (  ) 

4.  Patient's  S€ix:    Male  (  )    Female  (  ) 

5.  Patient's  marital  stv    rs:    Single  (  )    Married  (  )    Separated  (  ) 
Divorced  {  )  Widowed  (  ) 

'e.    Pcitient's  religion:  -  Catholic  (  )    Jewish  (  )    Protestant  (  ) 
•None  (  3    Don't  know  (  )    Other,  please  specify  .  
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7.  Patient  Is  race:  \   

\'  1  •  '  -  i  ■    \       ..  ■ 

8.  Wiiat  ,i8  the  patient's  country  of  origin?    (If  AioetvLcan,  please  in- 
dicate ancestry,  lie.,  Irish,  Italian,  etc  J   —  ' 

,  '     ^       Don't  know  (  )  \ 

—  "  ,  \ 

9.  Patlient's  physician  (check  one):    Private  .(  ):    House\or  staff  (  ) 

10.  Pa^;ien^'s  room  accommodations:    Private  roomj(  )  \ 
Semi-private  (2  beds)  (  )    Ward  (  )    ;  \ 

.    ;    ,    -  \ 

>  •  '  (  •       ■  V 

11.  Kind  of, treatment  facility  in  which  you  had  contact  with  the  ^ 
patient:     (check  one)^.  \ 

/State  hospital  (  )    Private  psychiatric  hospital  (  )  - 


Psychiatric  unit  in  general  hospital  (  ) 
Psychiatric  out-patient  clinic  (  )    Day  hospital  (  ) 
V.A.  hospital  (  )    Other  ^(please  specify)  '   


12. 


iL3. 


In  which  of  the  following  social  classes  would  you  judge  the 
patient  to  be  a  member?    (check  one) 


Upper  upper  (  ) 
Lower  upper  (  ) 


Upper  middle  (  ) 
•iower  middle  (  ) 


Upper  lower  (  ) 
Lower  lower  (  ) 


Educational  level  of  the  patient:  (If  you  are  unsure,  please  use 
your  "best  guess.")  ,  ' 


(  )  No  formal  education 

(  )  Grade  school 

(  )  Junior  high  school 

(  )  Partial  high  school 


(  )  High  school  graduate 

(  )  Attended  college 

(  )  College  or  university  graduate 

(  )  Graduate       professional  education 


\ 


14.    Patient's  psychiatric  diagnosis: 


ERLC 
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15.    Patient's  symptoms:     (Briefly  describe) 


16.  Approximately  how  long  had  the  patient  been  psychiatrically  ill? 
(check  one) 

(  )  Under  1  year 

(  )  1-2  years 

(  )  3-5  years 

(  )  6  years  or  more 

17.  In  what  way  did  the  patient  affect  you  personally?    (Briefly  state) 


18.    Was  this  patient  the  kind  of  person  whom  you  felt  you  understood?  ^ 
(check  one) 

Yes  (  )       ,  No  (  ) 

Vi,    In  your  opinion,  what  is  or  was  this  patient's  prognosis? 

0 

(  )    Excellent;    Patient  was  or  will  be  discharged  and  will  proba- 
bly not  need  in-patient  or  out-patient  psychiatric 
treatment  again. 

(  )    Good:    Patient  was  or  will  be  discharged;  may  need  continued 
drug  and/or  psychotherapy,  but  there  is  a  good  chance 
that  readmission  to  a  psychiatric  unit  will  nat  be 
necessary. 

(  )    Fair:    Patient  was  or  possibly  may  be  discharged;  however,  the 
likelihood  of  readmission  is  almost  certain.  Patient 
will  probably  be  in  and  out  of  psychiatric  institutions 
for  rest  of  life. 
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(  )    Poor:    Unlikely  that  patient  can  ever  function  at  a  minimally 
-        acceptable \ level  outside  institution. 

20.    In  addition  to  the  psychiatric  illness,  did  the  patient  also  have 
^ •  a  medical  problem  or  diagnosis  of  any  kind?    (check  one) 

Yes  (  )    No  (  )    If  yesy  please  specify  nature  of  the  problem; 
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21.    Was  the  patient  disfigured  in  any  way?    (Please  check  any  of  the 

following  wnich  may  be  appropriate  and  complete  blanks,  if  applica- 
ble) 

Acne  (  )    Psoriasis  (  )    Any  other  visible  lesion  (  )    Kind  and 

location  ^  :  •  •     

Amputation  of:    leg  (  )    arm  (  )    breast  (  )    other  (  )   


Traumatic  injury  disfiguration  (  )  Describe 


Visible  congenital  anomaly  (  )  Describe 


.22.    Which  of  the  following  words  or  phrases  best  described  this  pa- 
tient?   (check  one  in  each  group)  . 


(  )  Outstandingly  attractive 

(  )  Somewhat  attractive 

(  )  Ordinary  in  appearance 

(  )  Somewhat  unattractive 

(  )  Very  unattractive 


B  . 

(  )    Very  obese 

(  )    Somewhat  overweight 

(  )    Average;  weight  about 

right  for  height 
(  )    Very  thin 


(  )  Extrovert 

(  )    Neither  aniextrovert  nor  an  introvert; 

sometimes  outgoing,  sometimes  quiet 

and  introspective      ■  , 
(  )  Introvert 


\ 
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23.    What  was  it  about  the  patient  which  led  you  to  react  negatively? 
(Briefly  describe) 


24.    Below  is  a  list  of  selected  characteristics  or  behaviors  of  pa- 
tients.   Read  the'  following  directions  and  then  proceed. 

.  1,    Put  a  cl>eck  mark  in  the  space  provided  to  the  left  of  all 

statements  which  describe  the  behavior  of  the  patient  you  have 
just  recali<>d.    Check  as  many  as  are  applicable  to  this  par- 
ticular patient.  X 

2.    Use  the  space  provided  at  tf|e  end  to  note  any  pertinent  be- 
havior or  characteristic  not  included  in  the  iiat.- 


X.  Was  untidy  or  had  poor 

personal  hygiene 

2.    ^         Failed  to  improve  deepite  - 
good  care 

3^  Responded  positively  to 

'     '     care;  showed  improvement 

4^  Refused  to^  accept  idea  of 

'      ^  psychiatric  ill^^ess 

5^     ^  !  Wao  respectful  toward  others 

6.  _  Was  mentally  deficient 

7.  "  _  Avoided  chronic  complaining 

8.  t;    Was  slow  and  disorganized 

in  movements. 

9^  Did  not  interfere  with 

nursing  routine 

10.  Took  medications  and 

treatments  as  ordered 


11.  ^as  genuinely  interested 

in  others,  or  related  to 
people  in  a  warm  way . 

^2-  Refused  medications  or 

treatments 

13.   Faked  psychiatric  or 

physical  illness 

14.    Used' loud,  abusive,  or  - 

vulgar  language 

15.   Was  senile 


16.    Was  sensitive  and  per- 
ceptive 

17.  Uas  always  telling  you 
■  ^   hat  to  do  . 

IS.  Did  not  demand  nurses' 

'  attention 

19.    ^  ^  Made  you  feel  sympathetic 

^  and  understanding  toward 
(him)  Cher) 


EKLC 


20. 

21. 
22. 
23. 
24. 
25. 

26. 

27. 
28. 

29. 

30. 
.  31. 

32.. 
33. 

\  34. 

35. 
36. 


Was  quarrelsome  and  an- 
tagonistic 

Was  manipulative 

Was  undel£ish 

Was  apathetic 

Gave  support  to  other 
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37.  \ 


Needed  reassurance  and 
support 

Was  constantly  seeking, 
the  nurse's  attention 


Su££ered  quietly  ^ 

Refused  to  acciept  help  or 
to  make  an  effort  to  help 
self 

Was  tidy  or  had  good 
personal  hygiene 

Was  mild  in  manner 

Was  physically  assaultive' 
to  others  or  property 

Wap  critical  of  others  ' 

Followed  hospital  rules 
and  instructions 

Made  improper  advances  to 
nurse  (in' physical  contact 
or  personal  remarks ) 

Shoved  no  appreciation  of 
nurse's  efforts 

Did  not  request  special 
privileges 


38. 
39. 

40. 

41. 

42. 

43. 
•44. 

45. 

46. 
47. 
48. 


9 

49. 


50. 
51. 
52. 

53. 

5.4. 


Realized  emotional  prob- 
lems and  sought  help 

Was  demanding 

Tried  to  make  others 
feel  sorry  for  (him) (her) 

Did  not  fake  psychiatric 
or  physical  illness 

Realized  self ^responsi- 
bility in  getting  veil 

Had  a  sense  of  humoif,  or 
was  entertaining 

Was  always  complaining  . 

Would  not  follow  hospi- 
tal rules  or  instructions 

Caused  no  uncomfortable 
scenes 

Bullied  other  patients 

Had  no  sense  of  humor 

Repeatedly  confronted 
nurse  with  same  requests, 
questions  and  statements 

Was  mistreated  by  family 
or  others 


Was  suspicious 

Wanted  special  privileges 


Hade  requests  in  a  nice 
way 


Seemed  lonely  . 

Spoke  in  a  whining  voice 


^66 


556. 

55. 
.56. 
57. 
58^ 
59. 

60. 
.  61. 
62. 
63. 

64. 


Was  cooperative  ' 
Cried  frequently 

Exposed  aelf 

if 

Was  ir-.icastic  or  rude 

Interfered  with  nurs- 
^-Qg  routine 

Was  disoriented 

Was  polite 

Was  Intelligent 

Was  self-centered  or 
selfish 

Was  shy  or  modest 
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65. 
66. 

-67. 

68. 
69.' 

70. 
71. 
.  72. 
73. 
74. 


Could  not  make  decisions 

Was  infantile 

Seemed  to  appzeciate 
nurses'  attempts  to  help 

Was  frank  and  open 

Com;^laints  seemed  'War- 
ranted 

Was  stubborn 

Was  refinied 

Had  outbursts  of  rage 

Wad  sincere  \ 

Had  a  superior  attitude 


Other:    (Please  write  in  any  other  characteristics) 


Part  III:    About  the  second  patient  • 

P    This  section  of  the  questionnaire  deals  with  a  patient  to 
whom  you  have  reacted  positively.    Recall  such  a  patient — a  specific 
adult .  psychiatric  patient  with  whom  you  have  had  contact  and  to  whom 
you  experienced  a  positive  reaction.    In  recalling  this  patient  to  mind, 
try  to  think  of  one,  for  example,  whose  presence  you  really  enjoyed; 
or  perhaps  one  whom  you  remember  with  a  good  or  happy  feeling; ^ or  cme 

\ 
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Whom  you  liked  very  much.  Be  sure  that  tl 
chiatric  patient  (any  age  from  15  on).  Ai 
patient,  answer  the  following  questions  ii 
Please  be  sure  to  respond  to  ev< 
of  the  answer,  give  your  best  guess,  indi< 
guess"  by  putting  a  question  mark  after  .tl 

1/   How  long  ago  did  you  encounter  this  p. 
,     2-12  months  (  )    13  months-4  years  ( 
10-14  years  (  )    15  years  or  more  (  ) 

2.  What  was  your  professional  relationsh 

(  )    Staff  nurse  responsible  for  dire 
Head  nurse  on  the  unit  where  pat 
(  )    Supervisor  of  the  unit  where  [  t 
(  )    Other,  please  specify   

3.  Patient's  age:    15-19  (  )    20-30  (  ) 
51-60  (  )    61-70  (  )    Over  70  (  ) 

4.  Patient's  sex:    Male  (  )    Female  (  ) 

5.  Patient's  marital  status:    Single  (  ) 
Divorced  (  )    Widowed  (  ) 

6.  Patient's  religion:    Catholic  (  )  Je 
None  (  )    Don't  kno/  (  )    Other,  plea 

7.  Patient's  race:    _^  ^ 

8.  What  is  the  patient's  country  of  orig 
indicate  ancestry,  i«^3.,  Irish,  Itali 


lENTS 

he  patient  is  an  adult  psy- 
^er  recalling  this^  specific 
n  relation  to  this  patients 
ery  item.    If  yoii  are  not  sure 
eating  that  it  is  your  "best 
he  answer. 

atient?    A  month  or  less  (  ) 
)    5-9  years  (  ) 

lip  to  this  patient? 

^  ■ 

ict  care 

:ient  was  located 
:ient  was  located 

31-40  (  )    41-50  (  ) 

I    Married  (  )    Separated  (  ) 

iwish  (  )  Protestant  (  ) 
ise  specify  _  ,  

jin?    (If  American,  please 

Lan,  etc.),  ]   • 

  Don*t  know  (  ) 
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9.    Patient's  physician  (check  one):    private  (  )    House  or  staff  (  ) 

lO*    Patient's  ro<(»  accoraaodations:    Private  room  (  ) 

:  imi-private  (2  beds)  (  )    Ward  (  ) 

11^    Kind  of  treatment  facility  in  which  you  had  contact  with  the 
patient:    (check  one) 

■  _  .  i 

State  Irospital  (  )    Private  psychiatric  hospital  (  ) 
Psychiatric  unit  in  general  ^spital  (  ) 
Psychiatric  out-patient  clinic  (  )    Day  hospital  (  ) 
^      V.A.  hospital  (  )    Other,  please  specify  .  ' 

12.  in  which  of  the  following  social  classes  would  you  judge  the 
patient  to  be  a  member?    (check  one) 

JJpper  upper  (  )  Upper  middle  (  )  Upper  lower  (  ) 

Lower  uppe^  (  )  Lower  middle  (  )  Lower  lower  (  ) 

13.  Educational  level  of  the  patient:  (If  you  are  unsure,  please  use 
your  "best  guess") 

(  )    No  formal  education  -        (  )  High  school  graduate 

(  )    Grade  school     .  (  )  Attended  college 

(  )    Junio^  high  school  (  )  College  or  university  graduate 

(  )    Partial  high  school  (  )  Graduate  professional  education 

14.  Patient's  psychiatric  diagnosis:  


15. 


Patient's  symptoms:    (briefly  describe) 
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16.  Approximately  how  long  had  the  patient  been  psyrhiatrically  ill?      ^  . 
( check  *otte) 

(  )    Under  1  year 

(  )    1-2  years  "  -  , 

(  )    3-5  y§ar3 

(  )    6  years  or  more 

"  '       '  ■  ■  • 

17.  In  what  way  did  the  patient  affect  you  personally?    (Briefly  state) 


18.  Was  this  patient  the  kind  of  person  whom  you  felt  you  understood? 
(check  one)  . 

Yes  (  )    No  (  )' 

19.  in  your  opinion,  what  is  or  was  this  patient's  prognosis? 

(  )    Excellenj:    Patient  was  or  will  be  discharged  and  will  proba- 
bly not  need  in-patient  or  out-patient  psychia 
:  treatment  again. 

(  )    Good:    Patient  was  or  will  be  discharged;  may  need  continued 
drug  and/ or  psychotherapy,  but  there  is  a  good  chance 
that  readmission  to  a  psychiatric  unit  will  not  be 
necessary. 

s  "  . 

(  )    Fair:    Patient  was  or  possibly  may  be  discharged;  however, 

the  likelihood,  of  readmission  is  almost  certain.  Pa- 
tient will  probably  be  in  and  out  of  psychiatric  in- 
stitutions for  rest  of  life- 

(  )    Poor:    Unlikely  that  patient  can  ever  function  at  a  minimally 
acceptable  level  outside  institution. 

20.  In  addition  to  the  psychiatric  illness, 'did  the  patient  also  have 
a  medical  problem  or  diagnosis  of  any  kind?    (check  one) 

Yes  (  )    No  (  )    If  yes/  please  specify  nature  of  the  problem: 
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21.    Waa  the  patient  disfigured  in  any  way?    (Pleaae  check  any  of  the 

following /»hich  may  be  anpropriate  and  complete  blanks ,  if  applica- 
ble) / 


Acne  (  •)    ^Psoriasis  (  >    Any  other  visible  Icsica  (  )    Kind  and 


"ration 


^Amputation  of:    leg  (  )    arm  (  )    breast  (  )    Other  (  ) 


'gtaumatic  injury  disfiguration  (  )  Deacribe 


Visible,  congenital  anomaly  (  )  Describe'^ 


22.    Which  of  the  following  words  or  phrases  best  describes  this  pa.- 


tient?    (Check  one  in  each  group) 
A 

(  )    Outstandingly  attractive 
(  )    Somewhat  attractive 
(  )    Ordinary  in  appearance 
(  )    Somewhat  unattractive 
(  )    Very  unattractive 


B 


(  )    Very  obese  \ 
(  )    Somewhat  overweight 
(  )    Average;  weight  about 

right  for  height 
(  )    Very  thin 


(  )  Extrovert 

i  )    Neither  an  extrovert  nor  an  introvert; 

sometimes  outgoing,  sometimes  quiet  and 

introspective 
i  )  X  Introvert 

23.    What  was  it  about  the  patient  which  led  you       react  positively?  ^ 
(Briefly  describe)   


ERIC 


Or  J 


24. 
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■/     '  .  ^         ■     •  . 

Jel^  is  i  list  of  selected  characteristics  or  behaviors  of  pa- 
tients.   Read  the  follaving  directions  and  then  proceed. 


Put  a  check  jnark  in  the  space  provided  to  the  left  of  all  t 
statements  which  denser ibe^  the  behavior  of  the  patient  you  have 
recalled.    Check  as  many  ;as  aije  applicable."  i  *^ 

i  "   *  '  ' 

2.    Use  Che  space  provided  at  the  end  to .note  any  pertinent  be-  • 
havior  or  characteristic  not  includedjp  in  the  list. 
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/- 


1. 


2. 


'  3. 

.  4. 

5. 

6. 
7. 

8. 

9. 
10. 
11. 


^>e~Was  untidy  or  had  podr 
personal  hygiene 


Failed  to  improve'  de-. 
spite  good  care 


^  Responded  positively  to 
care;  showed  improve- 
ment 

_  Refused  to  accept  idea 
of  psychiatric  illness  * 

Was  respectful  toward 
others 

_  Wasmentally  deficient 

Avoided  chronic  complain- 
ing • 

_  Was  slow  and  disorganized 
in  movements  ' 

^  Did  not  interfere  with 
nursing  routine 

Took  medications  and' 
treatments  as  ordered  i 

Was  genuinely  interested 
in  otfhiers,  or  related  to 
^  people  in  a  warm  way 


12. 

13. 

14. 

15. 
16. 

17. 

\  / 

18. 
19. 


21. 

H22. 

\  ■' 
\  ■ 
23. 


Refused  medications  or 
treatments 

Faked  psychiatric  or 
physical  illness 

Used  loud,  abusive,  or 
vulgar  language 

Was  senile 

Was  sensitive  and  per* 
ceptive 

Was  always  telling  you 
what  to  do 


Did  not  ^demand  nur^'is' 
attention 

Made  you  feel  sympathetic 
and  understanding  toward  / 
•(him)  (her)  '/ 

'  •       .  ^ 

Was  quarrelsome  an^  an-"^ 
tagonistic  /  ' 

Was  manipulative 

Was  unselfish 


Was  apathetib 


ERIC" 
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6aV«  support  to  other 
^patients  , 

Needed  reassurtoce  and 
support 


Was  constantly  seeking 
the  nurse's  attention 


iScffered  quietly 

Refused  to  accept  help 

or.  to  i:>iif'..3  an  effort  to 
help  sel/ 

Was  tidy  of  had  good^ 
personal  hygiene 

Was  mild  in  manner 

Was  physically  assault- 
ive to'  others  or  property 

Was  critical  of  others 

Followed  hospital  rules 
and  instructions 

Made/iCif-  -per  advances 
to  nurse  (in  physical 
contact  or  personal  re- 
mark^) \ 

ShQwed  no  appreciation 
of  nibses*  efforts 

Did  not^request  special 
privileges 


lems 

^  if  ■ 


Was  demanding 


^  'Tr-iec  to/ make  others  feel 
'  fiorr-yl'  for  (him)  (her) 


Real3fZed  emotional  prob- 
and sought^  help 


40. 

41. 

42. 

43. 
44. 

45. 

46. 
47. 
48. 

49. 

50. 
51. 
52. 

53. 
54. 
55. 
56. 
57. 
58. 


Did  not  fake  ppychiatric. 
or  physical  illness 

Realizes  self-responsi- 
bility in  getting  well 

Had  a  sense  of  humor ^  or 
was  entertaining 

Was  always  complaining 


J  Would  not  follow  hospi- 
tal rules  or  instructions 


1 


Caused  no  uncomfortable 
scenes 

Bullied  other  patients 

Had  no  sense  of  humor 


Repeatedly  confronted 
nurse  i^th  same  requests ^ 
questions  and  statements 

Was  mistreated  by  family 
or  others 

Was  suspicious  _ 

Wanted  special  privileges 

Made  requests  in  a  nice 
way  1 


Seemed  lonely 
_  Spoke  in  a  whining  voice 
_  Was  cooperative  . 

Cried  frequently 


Exposed  self 


Was  sarcastic  or  rude^ 


/ 

/  • 

/ 

59. 


60. 
61. 
62. 
63. 

64. 

65^ 

66. 
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Interfered  with  nurs- 
ing routine 

tfas  disotiented 

Was  polite 

Was  intelligent 

Was  self-centered  or 
selfish 

Was  shy  or  modest  : 

Could  not  make  deci- 
sions 

Was  infac;:ile 


67, 

68. 
69. 

70. 
71. 
72. 
73. 
74. 


Seemed  to  appreciate 
nurses',  attempts  to  help 

Was  frank  and  open 

Complaints  seemed  war- 
ranted 

Was  stubborn 

Was  refined 

Had  outbursts  6f  rage 

Was  sincere  , 

Had  a  superior  attitude  ^ 


Other:    (j'PTease  vrite  in  any  other  characteristics) 


Cbj^yrlghted  M;  Bonnie  aickelman;  reproduced  with  permission' by  the  Health  Resources  ^ 
Adiainistratlort.    FurVfteif  reproduction  prohibited,  without  p^rmissioii  of^  copyright  holder. 
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Provider-Client  Interaction:  Provider's  Perceptions  of  Client  Care  and  Health  Services 


Title:  NURSING  AUTONOMY  AND  PA- 
TIENTS' RIGHTS  QUESTIONNAIRE 

Authors:  Pankratz,"  Loren,  and  Pankratz,  De- 
anna  * 

Variables:  This  instrument  provides  inforn*^ 
tion  on  three  variables:  nursing  autonomy  and 
advocacy,  patients'  rights,  and  rejection  of  tra- 
ditional role  limitations.  Nursing  autonomy  and 
advocacy  is  defined  as  the  extent  that  nurses 
feel  comfortable  in  taking  initiative  and  respon- 
sibility in  the  hospital.  Patients'  rights  is  defined 
as  the  nurse's  hypothetical  concession  of  certain 
rights  to  patients.  Rejection  of  traditional  role 
limitations  is  defined  as  the  nurse's  willingness 
to  openly  disagree  with  the  doctor  and^to  be? 
come  highly  involved  in  the  personal  matters  of 
patients. 

Description: 

Nature  find  Content:  This  instrument  consists 
of  47  Statements^de'signed  to  elicit  information 
about  nurses' .  attitudes  toward  their  profes- 
sional role  and  patients'  rights.  Nursing  au- 
tonomy and  advocacy  is  pperationaiized  by 
responses  to  26  items^  patients*-  rights  is 
operationalized  by  responses  to  14  items;  and 
rejection  of  traditional  role  limitations  is 
operationalized  by  responses  to  13  items. 

A   5-point   response   scale   is   used  where 
l  =  strongly    agree,    2=agree,  3=undecided, 
4=disagree,  and  5=strongly  disagree.  Data  are 
l^lso  collected  regarding  the  position  of  the 
nurse  (staff  nurse,  head  nurse,  etc.). 

Administration  and  Scoring:  This  instrume  nt 
is  designed  to  be  completed  by  a  nurse.' Instruc- 
tions are  provided  as  part  of  the  questionnaire. 

Nursing  autonomy ^nd  advocacy  is  scored  hy 
adding  the  scores  on  the  following  15  items:  .  3. 
4,  8,  14,  18,  23,  24,  27,  34,-37,  39,  40,  41,  and  2. 
Subtract  the  total  score  on  these  items  fron- 
.Add  the  preceding  results  to  the  total  scor 
the  following  11  items:  5,  9,  iO,  11,  12,  15,  3f 
38,  45,  46.  . 

Patients'  rights  is  scored  by  adding  the  seor%^ 
on  the  following  14  items:'6, 16,  17,  19,  20,  2' 
28,  29,  32,  33,  34,  43,  and  44.*  Subtact  the  al 
score  on  these  items  from  84. 

Rejection  of  traditional  role  limitatio 
scored  by  subtracting  the  subject's  score  n 


•  item  7  from  6.  Then  add  the  preceding  result  to 
the  total  score  of  the  following  12  items:  2,  5,  10, 
11,  13,  22,  25,  31,  35,  45,  46,-  and  47.  .  ' 

Development: 

Rationale:  No  underlying  theoretical  ratio- 
nale was  identified  by  the  author. 

Source  of  Items:  Construction  of  the  items  on 
patients'  rights  was  based  on  a  questionnaire 
.  developed  during  a  conference  on  patients' 
rights  at  Northwest  Hospital  in  Seattle.  Addi- 
tional items  were  devised  from  comments 
nurses  made  while  responding  to  the  initial, 
questionnaire.  The  items  on  nurse  autonomy 
were  obtained  from  statements  made  by  nurses 
regarding  the  extent  to  which  they  were  willing 
to  assert  themselves  in  the  hospital , environ- 
ment. Additional  items  were,  "contributed  by 
nursing  leaders  on  issues  they  felt  were  cdrr 
rently  being  debated  in  discussions  of  nursing 
autonomy. 

^  Procedure  for  Development:  The  initial  form  of 
69  items  was  given  to.200  registered  nurses  in  a 
large  community  (teaching)  hospital.  The  sam- 
ple represented  all  shifts  and  abo\it  two-thirds 
of  the  total  population  of  nurses  in  the  hospital. 
A  preliminary  factor  analysis  indicated  the 
presence  of  the  variables  of  interest  to  the  au- 
thors. In  order  to  strengthen  the"  potential  gen- 
erality of  these  variables,  the  sample  was 
expanded  by  including  nurses  from  two  similar 
hospitals  in  another  State,  two  university  hospi- 
tals, a  large  modern  psychiatric  hospital,  and 
206 .  nursing  administrators .  throughout  the 
West.  The  finaj^  sample  thus  had  a  total  of  702 
subjects. 

The  data  from  the  702  subjects  were  factor 
analyzed  according  to  two  different  procedures. 
These  two  methods  are  described  in  Pinneau  et 
al.  (4966),  and  in  Tryon  and  Bailey  (1966,  1970). 
The  variables  identified  by  these  procedures 
were  then  analyz^  to  determine  the  extent  to 
which  differences  between  nursing  groups  \0^ere^ 
present. 

Reliability  and  Validity:  No  information  was 
provided  regarding  reliability^  of  the  instru- 
ment. 

No  information  was  provided  regarding  the  * 
relationship  between  the  items  assigned  to  each 
variable  or  their  relationship  to  Jbhe  total  score 
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for  the  respectyc^ariable.  Hov;.  ':ver,the  results 
indicated  a  high  degree  of  siTniiarity  in  the  way 
the  items  defined  the  factors.  The  siicmors  re- 
port that  nursing  leaders'  n^ad  iiSEiTT^^antly 
higher  scores  on  nursing  anU'-'umL  nrf.u,.  advo- 
cacy than  did  nurses  who  work-  i  in  iTt^/mnmu- 
nity  hospitals.  SimiJar  differf?^es  w.:^  e  also 
reported  on  patienh  Hghts,  am  'ejecifnt  of  tra- 
ditional role  limitations.  The  iuthots  also  re- 
ported a  significant  relationship  betwwTi  degree- 
status  and  all  three  Variables.  «J=a£r  demo- 
graphic  variables  were  related  to  ^^^m-e^  on  these 
measures. 

Use  in  Research:  The  use  of  tru^         .  len:  in 
study  by  Pankratz  and  Pair^'^-at.    n:      is  de- 
scribed in  the  reference "citeacbt^lov 


tionship  between  the  t^K^ej^ii^Mstttres  and  other 
demographic  data  when  thv  l^iuilt-in  charac- 
teristic is  eliminated. 

It  woulc  also  be  useful  to 
regarding  the  comparative  j 
sures  wher  they  were^, based  • 
analytic  procedures  and/or 
that  had  tne  same  variable  > 
the  two  factor  analv^i  •  methw.  is 


lave  information 
v<CT  of  the  mea- 

l  ii^v  oci  the  cluster 
ly-  on  the  items 

»:  ^sipnment  across 


Finally,  time  se<5>rinp' proce^ 
more  Cf^xxa^jBS  tr.an  may  be 


fore,  it  >^ 
regardine 
'"erentiatt^ 
:3ased  a-!j 
.sponsos  "r^: 


i-v'-o  be  usefui  t( 
tie  power  of  the- 

^mroie  ave^nat^ 
'-^  variou^^  inssss 


appears  to  be 
/y^ssary.  There- 
:  5  \te  information 
iieasures  to  dif- 
\wi-z  the  score  was 
^  uhe  actual  re- 
ed to  measure  a 


:^ecific^^rw«;^le. 


ComBwntr-^This  device  appe  rrt 
tial  for  prr^ding  informatic 
^bles  i  Tsre^drports  to'.measnr^ 


is  required  bef  > 
regarding  its  usiiii 
e  useful  to  haverjcnf* 
.taracteristics  o:  th\\ 
helpful  to  have 
(^ter-item,   it*^  * 
•wieen-viif/rf.'i^  characterifi:a-v> 
^ares.  '-lawcEver,  the  fa  "  tVti^ 


ii'f'wrmati' 
.  iin  be  m;.. 
It  wwajjf 

lid  au^ 
tng 


Mve  :^  patei"* 
-u^  -  rhr— e  vari- 
tH<>fr.^*w  ,  more 
rtrTOinatior 

an.jn  ttt- 
ule.  and 
^  -hf^  three 
^ii^.^^r--  is  con- 
sv...  .  ,.ble<»*=»«5c=ap  between  thfe  la^^  de  ^'nitions 
^Uij^K^'^s  tfaasnhe  test  is  likfii-T~T^i|i»  i>iiice  stable 
rm^iJi^^es  of  the  three  varrai)  -t^nd,  :he  fact 
t^Hjititfte  sa?rnple  used  to  devei  tie  ifacrors  wa;* 
flu  Hv  heterogeneous  and  larg?>'  iLsso  uggests 
Jsfaai  che  factors  are  likely  to  nt>  femtiralizable 
ni'vw^s  nurses. 

Tiie  fact  that  some  items  are  ass^)^"  to  more 
i^iSiT.one  factor  necessarily  prodaresi  a  statisti- 
c  ,  .relationship  between  them.  Scsee  is  desir- 
to  minimize  the  extent  to  -wiiich  built-in 
^^t^Ustical  relationships  are  present  ;:t  would  be 
Atelr  'al  to  have  information  reganfisosr  ^  he  rela- 


Bteference^'. 

r  ankratx,  Ljjren,  and  Pajs^  Deanna.  Nurs- 
ing a^T-oiEomy  and  pxEtrent^'  ^CTts:  Develop-^ 
merit  oi  .  nursi*^  arni  jde  ?<r:ale.  Journal  of 
HeaU  dSocv  Benar  -  r,  i  974,  i 5^ (3),  2 li- 
ne. 

Pinnear-  .  A.,  Le\  ne,  -^cnurr  B.,  aitd  But- 
ler, t  jguialysis  f  fae;:'  vjinmnce:  One-way 
classT^canon.  P-  rceptuai  criMi  Motor  Skills^ 
1966.  J.?.  ^209-1210. 

Tryon,.  it  and  Bailey^  D.  &  The  B.  C.  Try 
comn^ii,  system  of  clusaer  and  factor 
analysis.  Multivariate  Behavioral  Research, 

196Ci,  0>-lll. 
 Cluster  Anaivsis.  Ne^^-  York:  McGraw- 


Hill  ism 

Source-^  JiKformation: 

Lor'* n  r^jo«*£ratz,  Ph.D.  . 

Psych  .  logx  Service 

Vefieraflt'f  Administration  Hospital 

Pacdraid  Oreg.  97207 

instniw  im  Copyright:  None. 
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i>ankrat2,  lom^=  djsL  Paateftti«  D»na  . 

HURSING  AUTOND>*V  AND  PAINTS"  SIGHTS  QUESTiMAIRE 


liiMiciflcatfon: 

Mm  wonJd  U\\m  to  ^mm<               think  atast  these  snriiiMiits. 
VoT'Wch  opV/ifon  eteleMuitf  pfelace     chamti  In  the  box  m  clift»i 
«*fc9is:rof -xb»4«e(^iQfr  si^t  cones  :cMai9C  to  how  you  iwU 

am 

0^ 

•n 

tl 
a 

Agree 

^  Undecided 

Disagree 

Strongly  Disagree 

K  i  feel  e)««  pttltnts  sHoikU  plan  thetir  o^n  actlvitixE^ 
2*     hB««  fulfil  ed}      re«po«sIbnity  tdMr  I  report  a  qm- 

"  3.    -i«iildt  feii  ^rw  tb  cry  acw^proKAea  to  pat  lentr-t;**^ 
wttftfawc        '*9«ra>^s»on''  Af  an  adamnFisti^cive  nura^ 

4.  i  rcm^^rveco  rttonni  iaon*prescrtqv)QK medicat-iort. 

<> 

5.  If  >  i9aii|MMted  a  myciblav^c  consute  fu-  a  pati«nt» 

WOttlid'ite*'  out  4Di^  bWNfts. 

6.  t  ueiiawra  a  pait^aK  hm»  •  right  to  ^aav^  all  his  quesrions 

1 

7.  {f  1  w  not  JttcFefied  witir  the  doca»r'*i  action,  1  wouOui 
oursae  :the  I'tWi. 

1 

8.  I  an^cte  best:  pemon       ate  hospiai  te  be  the  patient's 
advoeM  If  h«  dt»»afr«Bs  wth  theaonsnr. 

9.  If  a-^tlent  3*  lalowed  W  kftep  a  oec  of  personal  Items, 
it  beawiH  ti>orm  xrotiklm  ehan  it      ^eirrh.  • 

10.  1  dott^'^^0immt  tm  m^  masttota^  die  pati«ftt  because 
the  deo^  «Ky  hti^^notter  pi^ao  in  annd. 

11.  1  f«R]  tkm  ^tor  Is        better  trained  to  make  decision 
than  I. 

12.  1  Mould  nsMcr  oa. .  a  owtf^nt's  i^lly  after  discharge. 

13.  Patients  artiou^d  m%  tave  any  responsibility  In  a  hospital 

i  ^ 

s 

— 1 

1  

if    lA.' Patients  liMui^i^w  jMMtcted  to- 90  off  their  unit  and 
elsewhere  r«  tUfc-nvit/^^eai . 

15.  !lf  a  paticBTt  aaiKMV  H^s  iiiedicatlon  is  changed,  1  would 
refer  \lm  to  lilisoaBtor                           .  * 

^             16;  If  a  policy  ctiwijii  ^4ttts  patiant  care,  1  want  to  under* 
stand  why  Che  ammm  necessary 
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17.  Patients  shouid  ba  encouraged  to  show  their  feelings 
18 


19. 


i  should  be  able  to  go  into  private  practice  lllce  a  doc 
tor  If  I  wfsh# 


I  feel  patients  should  be  told  the -med  I  cat  ions  they  an 
talciitg. 


20.  I  shouU  have  a  right  to  Icnow  why  a  change  Is  necessary 
before  It  Is  accepted. 

21.  Patients  should  be  told  their  diagnosis. 

22.  If  1  nnica  conversation  with  the.patlent,  there  Is  no' 
need  to:  explain  procedures  and  treatments  before  they 
are  started* 

23.  I  generally  know  n»re  about  the  patient  than  the  doctor 

24.  Patients  In  a  hospital  have  a  right  to  select  the  type' 
of  treatments  or  care  they  wish. 

25*  If  I  disagree  with  the  doctor,  I  Iceep  It  to  myself. 

26.  I  feel  the  patient  has. the  right  to  expect  me»  as  a  ' 
nurse»  to 'effect!  ely  utilize  my  time  in  improving  my 
sklHs-by  taking  advantage  of  educational- opportunities 
offered. 


27.  I  would  feel  comfortable  In  authorizing  a  patient  to -leave 
thc^nlt  to  go  to  another  part  of  the  hospital. 


28*  The  patient  has  a.r^dht  to  expect  me  to  regard  his  per- 
sonal needs  to  have  priority  over  mine> 

29*  I  feel  the  patient  has  a  right  to  refuse ^care. 

30.  It  should  be  the  :doctor  who  decides  if  the  patient  can 
administer  hl^  own  drug 

31    I  would  never  refuse  to  carry  out  a  doctor's  order. 

32.  I  feel  that  patients  should  be  informed  as  to  what  con- 
stitutes quality  health  care. 


> 


3  - 
o. 

A 
O 

o. 

A 
O. 


01 
U3 


o 


01 


(9 
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■  J 

rr 

S 

> 

n 
(» 
(» 

 Agree 

c: 
3 
a. 
(» 
o> 

&■ 

Ha 

Strongly  Disagree 

33,  T)^  patimc  h«s  a  right  to  expect «e  to  accept  his  socij 
cultural  cade  and  to  consider  its  hifluence  on  his  wa^rf 
of  life, 

34.  Patients-  siiould  be  permitted  to  vmt  what  they  %ifant. 

35*  I  would  never  Interact  with  a  patient  on  a  .first  nams 
basis. 

36.  1  rarefy  give  In  to  patient  pressure. 

.  (f 

37*  Nurses  should  be  held  solely  legally  responsible  for  , 
their  own  actions  and  not  expect  to  come  uoder  the 
umbrella  of  the  doctor  or  hospital  in  a  .malpractice 
suit. 

38.  Doctors  must  decide  what  nurses  can  and  Cvinnot  do  In  thi 
"      delivery  of  health  care.    ,  ' 

39.  It  Is -the  perogstlve  of  the  nurse  to  decide  whether  or 
not  tO'  v«ar  a  uniform. 

kO.  1  would  give  the  patient  his  diagnosis  If  he  asks. 

41.  It  should  be  the, nurse's  decision  when  to  talk  to  the 
terminal  patient  about  his  condition. 

42.  1  think  It  Is       responsibility  to  inUIalte  public 
health  referrais  on  patients. 

43.  1  feel  that  1  should  suggest  to  patients,  famllV,  and 
doctor  any  coniminlty  resources  that  J  knew  are  available 

kk^  Patients  can  expect  me  to  speak  up  for  them. 

45.  1  would  never  ask  a  patient  about  his  or  her  sexual  Ilfi 

k6.  1  ^Id  talk'^very  Httle  to  patients  about  their  past* 

47*  1  rarely  ask  a  patient  a  personal  question. 

] 

j 

■i 

Please  check  one:                                    ^  • 

Supervisor  or  Administrative  Nurse 

Head  Nurse                 Staff  Nurse  Other 

Student  Nurse  Year       0       Nursing  Area^ 
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TMe:  PATIENT 
TIONNi^ilE 


BILL  OF  nUKHTS  QUES- 


Author:  Primkrat-z,  Beanna 

Variablei^:  sub^jec^^^  p>€r  :tifptT  :  of  certain  pa- 
tient righUa,  as  idesrrified  m%h*  statement  by 
the  Amfcm:.^n  Bospaxal-As^^-ocj^/  Mm,  and  the  ex- 
tent to  whim  eaich  riEZirisis-ailttabfe'in  a^particu- 
lar  health  -^aare  settmEissft  .n^  vuriables  under, 
study. 

Description?  ^  ^ 

Nature  (r-f^-.  Conten:  rhits^feig?Jfarinrinistered 
instrumen"  nsists  of  15  s^at**=^nms^s  that  are 
designed  to  garovid^^  iriibr!  at^/f^^n  cm  attitudes 
toward  patJHsits'  rights  a;-  d  vmie^tiaer  or^  not 
these  rights  ^aie  pre  i'k  a  n^^xticular  healtfv 
care  setting.  The  si.Ati  men  s  represented  on 
the  left  side  -f  the  iifuesticKiciu-De  and  are  fol- 
lowed by  tw»  majtftr  or  umrn^  (?'*ie  headed  "Do 
you  agree  wtoa:thfe5^^^vtt:  nit:  n?"  c  and  one  headed 
"Is  this  sta&ment  trrtie  fen  chh  hinspital?"  Each 
of  these  two  major  u^ow.  :nn5  i^r^  subdivided  into* 
three  resporae  cateiw»nes  .heawid  "Yes,'*'  "No/^ 
and  "Undecnfed/'  Sat^mue  staitf^ments  are: 

3a.  The  prfTTnt  has  the  ngmt  to  r     ive  from  his  pi\y.si- 
cian  nfiH=matioiiti\e*t:essary  to        informed  consent' 
prior  titcrse  start  «r  any  orocea:^-  e  and/or  treatment. 
5b.  Those  t    i  direcf.*    involved  ir.  nis  cs^'e  niust  have 
perr^^nmt^n  of  t-h*  :  patient  to  bt>  oresent. 
.   Adminis^tration  am^A  Sconr'fjz  So  information 
waS/Provided  r^gar«ininrg  administration  proce- 
dures. 

No  inform. ion  ,  provided  regarding  the^ 
scoring  orft^  instrumnent. 

Developieae. 

Rdtiom-  ifnderlying  theoretical  ratio- 

nale was     '^♦Tified  )y  the  a^uthor.-* 


S  /'tree  of. Items'  The  irems  were  adapted  from 
the  American  Hospital  Association's  (AHA) 
staiefflfient  on  Patiernts'  Bill  of  Rights,  with  AHA 
permission. 

Procedure  for  Dfeverovment:  Tfcr  12  AHA 
statements  were  divide-.,  nrto  25  siusn*!-?  items' by 
the  aicthor. 

Reliability  and  Vcfuthru:  No  ^nfr  -mation  was 
available.  -  - 


Use  iir  Research:  Tins  in-=itru  ait 
used  l  a^any  research. 


r.as  not  been 


Comnents:  This  instnairKii^  ..ay  have  some 
ualue  in  identifying  a^rasss  dissarepancy  be- 
tween the  stajida-rds  tfaajt  ibai  e  h&sm  sug^sted 
and  the  reality  of  whatB©err'^»'ived:as  available. 
Some  of  the  items  are  compjie-.,  i,e.,.irontain  mpre 
than  one  thought  or  idea.  Tttese  items  should  be 
revised  and  refined  so  thf^-  each  addresses  only 
one  thought  or  i^ea. 

A  scoring  system  whioK would  allow  for  quan- 
tification of  responses  shtadd  be  developed  and  a 
standardized  method  of  :aulministration  devised. 
Since  the  device  has  not  aeen  used,  anyone  con- 
templating using  it  must  estaofish  its  reliability 
and  validity.  . 

References:  None.  *.  . 

Source  of  Informatiosr  c 

Loren  Pankratz,  Ph.!  . 
Psychology  Service/  , 
Veterans'  Adminiscrauion  Hospital 
Portland,  Oreg.  9720T 

Instrument  Copyrighti  Xone. 
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Pankratz,  Deaima 

PATIENTS'  Bm,  W  RIGHTS  08BTIONNAIRE 


1.   *The  palf-ssEt  has  the  to  con- 

sa^erasat  aad  respectfinl  caf"^. 

2a«'  Tbft  TtatriTTrt  has  the  ra#it  %  ob- 
tantu  nivm  his  physic4«c  cneandete 
cnrtr«»t:  ±iif  ormation  cmeEsnrtng  Jtts  • 
^Oaj^r  3txsi3 »  treatment,  an^  poognosis 
^ir      r3Btt.::the  patient  -can  b^irreason- 
^     »  xpected  to  underst^-nd. 

2b.  '  Iten       is  not  medically  aah»lsable 
a  gi  -  such  information  id  the 
.ati«z,  the  information  siaould 
be^  maift^  available  to  an  appropri- 
ate person  in  his  behal 

2c.    «te  has.  the  right  t6  knc    ay  name, 
t^e  .jiWBiciaix  responsibi-^  for 
r  i^ord^CiXBtlng  his  care. 

3a.    ^he  patient  has  the  r-^gitf"  to  re- 
cHive  from  his  physicism:  infor- 
mation necessary  to  gtw  informed 
consent  prior  to  the  start  of  any 
procedure  and/br,  treatment .  ^ 
^.    ■  >  .  ■  . 

3b.    Except. In  emergencies,  such  in- 
formation* for  informed  consent, 
should  include  but  not  neces8arij.y 
be  limited  to  the  specific  pro- 
cedure and/or  treatment,  the 
medically  significant  risks  in-  ^  . 
volved,  and  the  probable  duration 
of  incapacitation., 

3c.    Where  medically  significant  al- 
ternatives for  care  or  treatment 
exist,  or  when  the  patient  requesta 
information  concerning  medical 
alternatives,  the  patient  has  the 
right  ^o  ^such  information. 


>o  yon  agree  with 
^rniR  statement?  - 

Is  tli!SH5  Statement 
rrw  in  this 
.  jbBBpltaL? 

No 

nndedded 

Yes  Fife 

fUndficlded 

w 

9 

- 

• 

- 

0  ' 
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3d.    The  patient  also  has  the  right 
to  kOL(Sw  the  nane  of  the  person^ 
-  responsible  for  the  procedures 
aifd/or  treatiment. 

4.    The  patient  has  the  right  to 
refuse  tteatioent  to  the  extent 
permitted  by  law,  and  to  be  • 
c         Informed  of  the  medical  con- 
sequences of  "liLs  action.  , 

5a,    The  patien£  has  the  right  to 
.every  consid^ation  of  his 
privacy  concerning  his  own 
medical  care  program.  Case 
discussion,  consultation, 
examination,  and  treatment 
are  confidential  and  should 
^  ^     be.  conducted  discreetly. 

5b.  .  Those  not  directly  involved  in 
his  care  must  have  the  per- 
mission of  the  patient  to  be 
present. 

6.    The  patient  has  the«r±ght  to 
expect  that  all  communications 
and  records  pertaining  to  his 
care  should  be  treated  as 
confidential.  ^ 

) 

7a.    The  patient  has  the  right  to 

expect  that  within  its  capacity 
a  hospital  must  make  reasonable 
response  to  the  j::eequ^st  \of  a 
patient  foi;- services. 

7b.    The  hospital  must  provide  evalu- 
ation, service,  and/or  referral 
as  Indicated  by  the  urgency  of 
the  case.'  l\ 


Do  you^agree  iMth 
this  statemexEi? 

Is*,  this  statement 
true  in  this 
ho^itaJ? 

No 

Undsiided 

res- 

No 

Undscided 

i 

• 

- 

^  * 

• 

• 

- 

I" 
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Do  you  agree  with 
this  statement?^ 


7c.    When  medlcaE^-pemisslble  a 
patient  BngF  bfc  ttansf erred  to 
another  fateflitry  only  after  he 
has.  recedLwed  romp  let  e  Information  - 
and  explan«t±oii  concerning  the 
needs  for  4tni  alternatives  to 
such  a  transfer.    ^  '  - 

•  •  *  . 

7d.    The  InstlCmticm  to  which  the 

patient;  la  to^be  transferred  must 
f  irst  ,have  azrcepted  the'  patient  ^ 
for  transfer.  ; 

8a.    The  patient  has  the  right  to  ob- 
tain^ Infmanatlon  as  to  any^  re- 
lationship x)f  his  hospital  to 
other  hrallii  care  and  educational 
,    Institutions  Insofar  a&  his  care 
Is  concerned,  c 

*  8b.    The  patient  has  the  right. to 

obtain  information  as  to  the  ex- 
istence of  any  professional  re- 
lationships among  individuals , 
by  name,  who  are  treating  him. 

9a.    The  patient  has  the  right  to  be 
advised  if  the  hospital  proposes 
to  engage  in  or  perform  human 
^  experimentation  affecting  his 
.  care  or  treatment. 
« 

.9b.    The  patient  has  the. right  to 
refuse  to  participate  in  such 
research  projects. 

.     .   '      ^  ^ 

10a.    The  patient  htfs'  the  right  to  exr 
pect  reasonable  continuity  of 
care.  ^    •  ^ 

10b.    He  has  the  right  to  know  in  ad- 
vance what  appointment  times  and 
physicians  are  available  and  where. 


Yes 

No 

-Undecided 

Yes 

No 

Uiraecided 

< 

— ^ 

9 

 5— T 

• 

r 

< 

/  y 

%  \ 

t 

- 

"  f 

t 

c 

1 

Is  this  statement 
true  in  this 
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lOc.    The  patient  has  the  right  to:^x- 

pect'  that  the  hospital  will  provide' 
a  mechanism  -whereby  he  is.  informed^  \ 
by  his  physician  or  a  delegate  tff 
the  physician  of  the  patient's  ' 
continuing  health  care  requirements 
following'  discharge •  .  • 

H,    The  patient  has  the  ,r^ght  to 

examine  and  receive  «an  explanation 
of  his  bill  regardless  of  source 
of  payment.  ^ 

12.    The  patient  has  the  right  to  know 
what  hospital  rules  and  regulations 
apply  to  his  conduct  as  a  patient. 


Do  you  agree  with 
this  statement? 

Is  this  statement 
true  in  this 
hospital?  ( 

Yes- 

No 

Undecided 

Yes 

No 

Undecided 

*• 

! 

> 

% 

i.  . 



> 

c 

* 

i 
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Title:  NURSE 
NAIKE     ■  * 

Authof:  Pienschke,  Darlene 

Variables:  Patient  needs  and'  adequacy  of  care 
as  perceived  by  the  nurs^^re  the  variables 
being  measured..  "        ^  •  *  #  * 

Description: 

;  Nature' and^  Content:  The  instrument  is  made 
vup  of  12  primary  and  7  subquestions  that  pro- 
vide information  ^bout  a  variety,  of  aspects  of 
nurse-patient  interactions.  The  que'Stions  f6cu3 
particularly  upon  events  that  describe .  typical 
patient  problem^areas  and  the  degree  of  satis- 
faction  f^lt  by  the  nurse  wi^Vespect  to  the  reso- 
.  lu£io^  of  these  problem  areas  for  patients  who 
have  cancer.  A  variety  of  response^ categories 
.were  provided  for  the  questions.  ^ 

Administration  and  Scoring:  This  instrument 
is  designed  to  be  completed  by  nurses  as  they 
observe  and  attempt  to  respond, to  tffe  needs  of 
patients  who  have  cancer.  Categorization  of^ 
questions  and  tabulation  of  responses  to  the 
questions' to  compute  a  score  on  the  two  vari- 
ables must  be  obtamedirom  the  author, 

Devefopment:  .      \  — 

Ratisnale:  The  instrurnent  was  "developed  to 
provide  data  that  could  be  used  to  indicate  the 
consequences  of  differing  approaches  for  giving 
cancer  patients  information  about  their  diag- 
nosis and  prognosis.  ' 

Source  of  J  terns:  The  items  ^werejbased  upon 
those  developec^  hy  Johnson  and'Thieibar  (1971) 
and  the  author'?  e'xperiences. 

Procedure  Jor   Development:    The  author 
adapted  the  questionnaires  \ised  by  Johnson  * 
>^and  Thielbar  and  asked  32  nurses  to  complete 
the  adaptation. 

Reliability  and  VnliSity:  No  information  on 
reliability  was  provid'^^d. 

Pienschke'^  (1973)  results  Jndicatd  that  there 
was  a  tendency'for  greater  confetSiSHS^ between 
nurses'  perception- of  patie'nt  needs  and*  adequa-  Instrument 
cy  of  care  to  occur  when  patients  were  provided       B.S.,  M.S. 


with  more  information' about  their  illriesfiS?  How- 
ever, no  information  was  provided  regardingthe 
projbability/that  ♦this  tendency  was  due  to 
cliaiice  factors'. 

Use  \k\  Research:  Pienschke's  (1973)  description 
of  the  use  of  this  instrument,  her  Physician 
Checklist,  and  her  Patient  Interview  Question- 
naire, described  elsewhere  in  this  compilation, 
can  be  found  in  the  published  article  referenced 
below.  .  - 

Comments:  Due  tcT^e  limited  nature  of  the^ 
"sample,  tl^p  lack  of  infwmation  regarding  th^  \ 
inter-item' and  item-criterion  characteristics  of 
these  variables,  and  the  lack  of  specific  informa- 
tion regarding  how  the  congruencjf  data  were 
derived,  it  is  premature  to  draw  any  conclusions  . 
about  the  ultimate  usefulness  of  the  informa- 
tion provided  by  this  instrument.  Lack  of^ 
information  on  categorization  "of  responses, 
tabulation,  and  scoring  also  add  to  the  difficulty 
•  of  evaluating  this  instrumeiit.  Any  potential 
user  should  examine  the  instrument  from  the 
standpoint  of  conceptualizatjpn  of  the  Variables,  • 
content  an d^ format,  as  well  as  Reliability  and 
validity  for  his(her)  research  purposes. 

References:/^^^  ] 

Johnson,  J.,  and  TKielbar,  G.  W.  Pretest  of  the  • 
impact  of  patient  welfare  of  pharmacist^ssis- 
tants  administering  medications.  Madison, 
SVis.:  University  of  Wisconsin  School  of  Nurs- 
ing, 1971.  Mimeographed. 
Pienschke,  Sr.  IJarlene,  (juardedness  or  open- 
r)/6ss  on  the  cancer  unit.  Nursing  Research^ 
i97'3,-^^  ^6),  484-490'. 

Source  of  Informatioji:  ^  ^ 

Sr.  Darlene  Pienschke,''B.S.,  M.S. 
Assistant  Professor  '  . 

Marquette  University 
4311  Norfli  100  Street 
Milwaukee,  Wis.  -53222 
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Pierischke,  Darlene 

NURSE  PERCEPTIONS  QUESTIONNAIRE 


r 


1.  /  How  satisf ±)ed^  ^e<^ou  with  your' jSio^ledge.^        the  patient's  needs  and 
what  Is  happening  vio^htm  to'day*?-  .  r  ' 

■  MM 


11  r  I  I  j  I  1  I 


M  M  ri  I  I  'f 


Not  at 
satisfied 


Slightly 
satisfied 


Moderately 
satisfied 


Very 
satisfied 


Extremely 
satlsfle3\ 


2.  .  What  hate^ontrlbuted  to  your  satlslactlon,  or  dissatisfaction,  with  your 
knowledge  about  the  patient  today?       ^  ^ 


3.    Place  a  check  before  each/problem  area  listed,  if  the  patient  has  had  a 
problem  in  that  area  today • 


Probl'em  Areas  7 


Satisfaction  With  Help 
Patient  Has  Recelyd  Today 


food  and'  water  - 


2.   Physical  activity  7 

,  ambulation  -  turning,  etc. 

*  ■ 


3.^     -  ^  ^est  and  sleep 


4 .   *M  pain 


5 •  '         ^  elimination 
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Problem  Areas  S^atisf  action  With  Hel^^ 

  ..VV  Patient  Has  Received  Today 

\     .       '  .  -  • 

6*    ^   undesirable, effects  .  

of  inedica,tion  ^ 


7. 


respiratory  function 


^By  writing  in  the  spade  directly  below  , each  listed  ^oblem  area  that  you 
checl^ed,  indicate  what  approaches  were  taken  to  solveXthe  problem  today. 

Go  back  pver  the  problem  areas  you  checked,  and  by  placing  one  of  the 
"following  codes  on  the  line  provided  in  the  right  hand  column,  indicate 
how  satisfied  you  are  with  the  help  given, 

+4+  Extremely  satisfied,  patient's  problem  under  control. 

++  Moderately  satisfied,  about^as  good  apr approach  and  effect  as  possible, 

+  Somey satisfaction,  but  more  could  be  done  or  achieved: 

6  Hgt  satisfied,  little  or  no  success  or  few  attempts  to  solve  problem. 

-  Uhsatisfied,  np  attempts  weire  made  to  solve  or  control  problem. 


4.    How. satisfied  are  you  with  your  wbrklng  rela^ioasliJ^p  with  the  patient? 


Ill  If  1 1- 1 1. 


Not  at  all 
satisfied 


\  Slightly 
satisfied 


Moderately 
satiisf  led 


Very 
satisfied 


Extremely 
satisfied 


5.    What  has  contributed  to  your  satisfaction,  or  dissatisfaction,  with  your 
wpriclng  relationship  with  the  patient?  , ,  - 


6..    How  would  you  describe  your  degree  of  comfort  in  discussing  with  the 
patient  questions  he"^has  ^bout  his' condition?. 


Not  at  4II 
comfortable 


Slightly 
comfortable 


Moderately 
comfortable 


Very  ' 
comfortable 


Extretnely 
comfortable 


7,    What  has  contributed  to  youy  comfort,  or  discomfort-,  in  discussing  with 
'   the  patient  questions"  he  has  about  his  condition?        .  » 


8.    Check  the  left,  hand  column  If  the  patient  asked  ydu  questions-^  about  his 
diagnosis t  prognosis 9  and  treatfoent.    For  those  you  have  checked,  answer 
the  remaining  columns  respectively.' 


Patient  asked  you 
questions 
Tes 

Information  you  gave  the  patient* 
(state  briefly) 

Information  the  doctor 
gave  the  patient 
(state  briefly)  | 

•      ■  . 

o. 

Diagnosis 

( ) 

0 

Prognosis 

3 

( ) 

■  ■  ■  ■  \,-  ■■  ■  ^ 

Treatment 

( ) 

.- 

1 

.  r#  _  .  *  ■      ,         _  \ 

^Indicate  "referred  to  doctor" 
0              when  applicable 

sir;-: 
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9.    What  words  did  the  patient  use  to  describe  his  condition? 

_  neoplasm                          •   .  •  '  growth 

_  malignancy    cancer 

_  lesion     ^   ■  -  tumor 

mass  other 


10.    What  words  did  you  use  to  describe  his  condition? 

  neoplasm   growth 

'  malignancy   cancer 

■  . ■  -      lesion  tumor 


mass  other 


ir.    I^hat  Is  your  impression  of  the  patient's  reaction  to  his  dlagnosl^ 


disbelieving 

depression 

anger,  irritability 

withdrawal 

acceptance 


other 


don  t  know 


12.^  What  did  the  patient'  do  or  say "that  led  to  the  conclusion  in  Question 
,11?    Describe  briefly. 


Copyrighted  by  Sr.  Darlene  Pienschke; -  reproduced  with  permission  by  t^e. Health  Resources 
Administration. — Vu^^h^^  rfiprnrfurtinn  prnhihitpH  w^t^hout  permission  of  copyright  hoI4.er. 
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Title:  QUALITY  OF  NURSING  CARE 
QUESTIONNAIRE— HEAD  NURSE 

Authors:  Safford,^Beyerly  J.,  Schlotfeldt,  Rozella 
M.,  and  Bolcer,  Eileen  ^    , « 

Variables:  This  instrument  elicits  information 
on  seven  variables  that  address  a  head  nurse's 
perceptions  of  the  quality  of  nursing  care  on  her 
unit.  Five  of  these  variables  are:  physical  care, 
eiilotional  care,  nurse-physician  relationship, 
teaching  and  preparation  for  home  care,  and 
administration.  The  sixth  variable  is  called  the 
quality  of  nursing  cai'e.  The  seventh  variable  is 
not  named,  but  it  provides  information  concern- 
ing the  degree  of  -.atisfaction  expressed  by  a 
head  nurse  reigarding  the  nursing  care  provided 
for  a  group  of  patients.  No  definitions  were  pro-  ^ 
vided  for  these  variables. 

'  ■    •         -  ■  ' 
Description: 

Nature  and  Content:  This  instrument  consists 
of  41  questions  designed  to  elicit  information 
from  head  nurses  concerning  thej  quality  of 
nursing  ^<!'are  provided  for  patients  in  a  hospital 
setting. 

The  variables  are  operationalized  by  combin- 
ing responses  to  various  subgroups  of  questions 
contained  in  this  mstrument.  Physical  care  is 
operationalized 'by  11  questions;  emotional  care 
is  o'peratiohalized  by^  15  question^;  nurse- 
physician  relationship  is  operationalized'  by  3 
,  questions;  teaching  and  preparation  for  Home 
'  care  is  operationalized  by  2  questions^  adminis- 
tration is  operationalized  by  9  questiqns;  qfwatiii/ 
of  nursing  care  is  operationalized  by  combining 


the  responses  to  all  of  the  items  used  in  the  5 
variables  describe'd  above.  The  summary  de- 
scription of  the  quality  of  care  given  is 
operationalized  by  one  item:  "Please  indicate, 
which  term  best  describes  the  nursing  care 
given  this  group  of  patients^in  thepast  week."  A 
5-point  scale  is  provided  for  responses  to  all  of 
the  questions.  For  40  of  these  questions,  the  five 
response  categories  are:  always,  usualljr^,  some- 
times, seldom,  and  never.  The  five  response 
categories  for  the  iteip  which  summarizes  the^ 
quality  of  nursing  care  are:  excellent,  very  good, 
satisfactory,  only  fair',  and  unsatisfactory. 

Administration  dnd,Scoring:  This  instrument 
was  designed  to  be^  completed  by  a  head  nurse 
who  has  supervised  care  for  a  group  of  patients. 
Instrtictions  are  pxjovided  as  part  of  the  ques- 
tionn aire^Scores-&\r-each_vari able  are  computed 
by^assigning'a  number  from  1  to  5  for  each  of  the 
five  choice  response  categories  so^that  I=never, 
2'=seIdom,  3=sometimes,  4=usuairy,  and  5= 

v 


always.  The  score  for  a  given  variable  is  the 
average  of  the  responses  to  the  subgroup  of 
questions  used  to  measure  that  variable.  Unan- 
swered questions  are  assigned  a  numerical 
value  of  3. 

Development,: 

Rationale:  The  instrument  was  developed  to 
provide  information  regarding  the  relationship 
'between  hospital  staffing  patterns  arid  head 
nurses'  perceptions  of  the  quality  of  nursing 
care  provided  for  patients. 

Source  of  Items:  The  items  were  developed  by 
a  committee  made  up  of  nursing  and  hospital 
administrators,  nursing  school  faculty,  ^  staff 
physicians.  Mead  nurses,  patients,  and  the  au- 
thors. " 

Procedure  for  Development:  The  various 
groups  of  persons  identified  above  were  asked  to 
indicate  what  factors  were  important,  to  good 
nursing  care  and  to  provide  examples  of  each. 
Their  responses  were  reworded  to  form  state- 
ments' that  could  be  responded  to  by  head 
nurses.  The  initial  form  of  this  instrumerit  was 
completed  by  personnel  on  two  hospital  units. 

^  Those  items  that  could  not  readily  be  answered 
or  that  appeared,  to  be  ambiguous  were  either 
rev/orded  or  eliminated.  The  scores  for  . respon- 
dents who  thought  the  quality  of  care^given  was 
excellent  or  very  good  were  compared  with  the 

^  scores  of  those  who  thought  the  quality  of  c^re 
given  was  either  unsatisfactory  or  only  fair. 
Scores  pn  the  five  variables  were  also  compared 
wi£h  those  derived  from  four  other  question- 
naires designed  to  provide  the 'same  type  of  in- 
formation,  but  from  a  ditterent  point  of  view. 
The  scores  were  also  examined  in  the  context  of 
the  type  of  unit  or  the  kind  of  staffing  pattern 
used  on  a  unit.  Three  types  of  staffing  patterns 
were  involved.  The  first  unitrhad  13  patients' 
assigned  to  a  nursing  team;  the  second  had  16 
patients  assigned  to  a  team;  and  the  third  had 
19  patients  assigned  to  a  nursing  team.  It  was 
assumed  by  the  respondents  that  a  staffing. pat- 
tern based  on  an  assignment  of  13  patients  to  a 
nursing  team  would  ensurfe  an  optimal  level  of 
quality  of  nursing  care  for. patients. 

No  information  was  provided  regarding  how 
many  head  nurses  completed  this  instrument 
for  how  many  of  their  patients.  However,  those 
who  participated  were  from  a  36-be(l^surg:ical 
unit  and  a  65-be(l  medical  unit  of  a  34Qrbed  acute 

-^care  general  hospital  operated  under  municipal 
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control. 

Reliability  and  Validity i  No  information  was' 
.provided  regar^ding  the  test-|*etest  or  gener- 
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Ulized  split-half  reliability  charaqtemstics  of.the 
variables  presumably  measured  by-±his  instru- 
.  ment. 

The  ^result S/for  p%sica/  care  indicated  a  ten- 
dency for  head  nurses  under  the  iS  patients/ 
team  staffing  pattern  to  give  the  highest  ratings 
for  pati^iits'  care,  whereas  those  under  the  16- 
and  j\9-patients/team  staffing  patterns  gave 
lowe^ ratirigs^^  was  observed 

for  the  composite  score  called  quality  of  nursing 
care,  J  .    .  «> 

Use  in  Research:  Safford  and  Schlotfeldt  (I960) 
developed  and  used  this  instrument  along  with 
four  others  described  elsewhere  in  'this  compila- 
tion in  their  research  referenced  below. 

Comments:. This  instrument  appears  to  have  po- 
tential for  providing  information  on  the  vari- 
ables it  is  presumed  to  , measure.  However, 
because  of  the  limited  nature  of  the  information 
available  regarding  the  characteristics  of  the 
variables,  it  is  ptemature  to  make  any  decisions 
regarding  its  usefulness,  .  \ 
Conceptually,  the  wording  of  items  needs  at- 
"  tention;  one  problem  is  the  fact  that  many  items 
are  written  in  terms  o?  "did  the  nurses  have 
time  to  . . Such,  wording  i^^rould  seem  to  mea- 
sure the  respondent's  perception  of  available 
time  to 'give  good  care,  rather  than  her/his  per- 
ception of  th^  quality  of  that  care.' In  future 
revisions  of  the  instrument,  attention  should 
also  be  paid  to  the  wording  "Were  the  nurses 
able  to  . . Since  this  is  quitfe  different  from 
"Did  the  nurses  . . .  ?"  For  example,  "Were  the 


E  2 

nurses  able  to  orient  the  patients?"  versus  "Did 
the  nurses  orient  the  patients?" 

It  would  be  helpful  to  have  information  on  the 
test-retest  characteristics  of  the  variables.  It 
wouU  also  be  helpful  to  have  information-  on 
inter-item  and  between-variable  relationships. 
The  latter  information  could  be  used  to  confirm 
the  assignment  of  items  to  specific  variables  and 
might  indicate  the  presence  of  variables  othet- 
than  those  presumed  to.be  measured  by  this 
instrument.  After  the  above  information  was 
available,  it  would  be  helpful  to  repeat  this 
study  on  a  much  larger  sample  of  patients  and 
head  nurses*  in  a  number  of  facilities  where  a 
variety  of  patient  staffing  pajtterns  was  present". 

The  fact  tha^t  head  nurses  indicated  the 
quality  of  nursing  care  was  best  -under  the  13-= 
patient/team  staffing  pattern  is  not  surprising, 
given  that  this  was  assumed  by  thess  respon- 
dents to  be  the  case  before  the  data  were  col- 
lected. It  would  bfe  helpful,  ther.efore,  to  try  to 
obtain-these  data  in  a  design  where  such  a  con- 
dition was  eliminated.  ^ 

References:  *    ,  , 

Safford,  Beverly  J.,  and  Schlotfeldt,  Rozella  M. 
Nursing  service  staffing  ,^ind  quality  of  nurs- 
ing care.  Nursing  Research,  1960,  9  (3),  149- 
154.  - 

Source  of  Information: 
Beverly  J.  Safford,  R.N.,  M.S. 
Caro,  Regional  Center 
Caro,  Mich.  48723 

.  Instrument  Copyright:  None. 
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Saf ford,  Beverly  J.,  Schlrtfeldt,  Rozella  M.,  and  BoTcer,  Eileen 
'  QUALITY  OF  NURSING  CARE  QUESTIONIiAIREr-HEAD.NURSE 


Always 

Usually 

Sometimes 

Seldom 

Never 

.  "  .  A. 

Old  the  nurses  have  time  to  gain  an  Intelligent 
understanding  of  the  patients'  ohyslcal  status? 

> 

Did  the  nurses  have  time  to  observe  the  patients' 
physical  needs? 

■  - 

• 

Old  the  nurses  have  time  to  get  to  know  thelr^ijj 
patients?*                                  .  ^..9 

■  A 

Were  ycu  given  accurate  Information  concerning 
'the  patients/  conditions? 

I 

V  • 

^pid  the  nurses  have**t1me  to  acquire  competence 
in  carrying  out  their  duties? 

.        '-^               %          .  ' 
Were  the  nOrs'es  able  to  anstier  call  lights 
ph)mptly? 

-  . 

.  /Old  the  nurses  have  time  to  carry  out  orders 
for  medications  and  treatments  on  time? 

\ 

A 

.j)ld  the  nurses  have  time  to  notify  you  promptly 
of  significant  changes  in  the,.pat1ents* 
^conditions?  •                   '  "                  .  v 

c 

'  •  Old  the  nurses  t^ave  the  time-io  take  adequate, 
precautions  to  prevent  patient  Injuries? 

'  6 

bid  the  patients  appear  comfortable?  ^ 

Old  the  nurses  have  time  to  teach  the  patients 

hnw  tn-rjirp  fdf  thfil^selves? 

■  *.  ■■■'^8.        ■   '          ■          .                   ,  ■••  ' 
Were  the  nurses  able  to  orient  the  patients  to 
their  surroundiihgs?  i;              '  .    /  - 

^ -Old  the  patients  know  their  nurses?' 

Old  the  nurses  have  time  to  give^the^-patients 
adequate  information  about  what  would 
-  •    happening  to  them  while  hospitalized? 
(Treatments/ hospital  routines,  tests] 

0  ■ 

0 
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Always 

usually 

Sometimes 

seldom 

Never 

Did  the  patfents  like  the  nurses? 

Old  the  nurses  have  time  tO'  attend  to  the  patients' 
emotional  needs? 

✓  ■ 

^^Dljl  the  nurses  have  time  to  attend  to  the  patients' 
religious  needs?  . 

Old  the  nurses  fiave  time  to  become  Interested  In 
j-rthelr  patients? 

< 

.  Were  the  nurses  symciathetlc?  • 

Were  the  nurses  composed? 

i 

i 

Were  the  nurses  pleasant? 

j 

Old  the  nurses  have  time  to  keep  the  patients' 
rooms  neat  and  orderly? 

.  •  ■ 

Old  the  nur$e$  have  time  to  care  properly  for 
the  patients?  ^ 

-  ■ 

"         Old  the  nursjes  have  time  to  supply  appropriate 
Information' t»~the  patients'  families? 

,  Wer^  patjeh^s*  families  satisfied  with  the 
nursing  care? 

> 

Were  the  patients  satisfied  wjth^the  tiursing 
care  they  were  olven?  , 

1        ^-     'I  ■ 
I  , 

«  i 

t. 

^   Old^'the  'nurses-havfr-tlme— to -ex tend  appropriate 
courtesies  to  the  ohyslctan? 

1 
! 

.1 
! 

• 

Old  nurses  have  time  to  keep  physicians  Informed  _ 
of  their  oatient's  rfeeds? 

'Was  a  nurse  available  when  needed  to  assist  the 
physician?                       >^  <  ^ 

•u 

■ 

■  ■  t 

"o.  • 

.  Old  the  nurses;:  have  t1mc»,  to  Instruct  .the  patients 
and  their  families  In  home  care?  .    ~  " 

4  . 

L 

• 

Old  the  nurses  have  Jtime  to  make  proper  pro- 
'vlslons  for  cohtlnued  care  after  discharge,  1.e,, 
needed  equipment,  referrals? 

■  I 

,     J         .  1  -\ 
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•                       ;                ■  - 

Always   Usually   Someii.W  Seldom  Never 

J    .                         .    ,                     "                    \  '            .                                  *  ' 

'Did' the  nurses  have  time  to  ke^p  you  Informed  of  the 
.patients-  proqress?  o 

Did  the  nurses  have  time  to  do  satisfactory  charting? 

• 

Did  tt)e  nurses  have  time  to  keep  the  supplies  and  , 
equipment  readily  avallableZ 

Did  the  nurses  have  time' to  keep  the  supplies  and 
equipment  In  oood  condition?  — 

Were  relationships  amonq  nurses  harmonious?—  _ 

Old  the  team  seem  ta  work  smoothlyf 

nciJC  pciAUiuici'  ill  w  unci    LCiiiiis  aiiu  u(»iiei    vic^ai  umcii 

congenial  with  this,  nursing  team? 

Did  the  staff i no  seem 'adequate? 

■p.  ■ 

Dldtiie  nurses  seem^^to  have  enough  time  to  complete  ^ 
taSifjraMiflnments? 

Plfli|BBr4ml1;cate  which  term  best  describes  the  nursing  care  given,  this  group  of  patients  in 
t1?ti?ast  week^:--  ^  .     -    "    ^  '/      .  ^ 

Excellent       Very^Good.^'    Satisfactory       Only  Fair       Unsatisfactory  ■  . 


r 
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Title:    QUALITY    OF  '  NURSING  CARE 
-  QUESTIONNAIRE— LICENSED  PRACTICAL  . 
^^NURSE 

Authors:  Safford,  Beverly  J.,  Schlotfeldt,  Rozella 
~  Mm  and  Bolcer,  Eileen  ^ 

Variables:  This,  instrument  elicits  inforniation 
on  seven  variables  that  address  a  licensed  prac- 
'tical  nurse's  p«ceptions  of  the  quality  of  nurs- 
ing care,  provided  in  a  hospital" setting.  Five  of 
these  variables  aire:  physical  care,  emotional 
care,  nurse-physiciaryrelationship,  teaching  and 
preparation  for  home  care,  and  administration. 
The  sixth  variable  is  called  the  quality  of  nurs- 
ing care.  The  seventh  variable  is  not  named,  but 
it  provides  information  on  the  degree  of  satis- 
faction expressed  by  a  licensed  practical  nurse 
^LPN)-with  regard  to  the  nursing^ ckre  provided 
for  a  group  of  patients.  No  definitions  were  pro- 
vided for  these  variables. 
bescriiJtion:  / 

•  Nature  and  Content:  This  self-administered 
instrument  consists  of  4X  question^  designed  to 
elicit  LPNs'  perceptions  of  the  quality  of  niirs-  , 
ing  care  provided  for  patients  in  a  hospital  set- 
ting. •  r  ^ 
'  .The  variables'-are  opierationaliied  by  combin- 
ing responses  to  various  subgroupsiof  questions 
contained  in  the  instrument.  Physical  care  \s 
operationalized  by  15  questions;  emofionaZ  care 
i^s  aper£ttionalized  by  14  questions;  nurse^ 
physician  retaidorijghip  .  is  operation aii«d  ty 

.  three  questions;  teiacAinfir  and  preparation  for 
home-care  is  operationalized  by  four  questions; 
administraition  is  operationalized  by*  10  ques- 

'  .aJiions;  and  .  guaZity  of  jipirsing  care  is  oper- 
ationali  zed  by  combining  the  responses  to  all 
of  the  item!^  used  in  the  5 -variacbles  described 
above-j^Oie  summary  description  of 'the  quality 
of  caret  given ,  is  operationalized  by  one  item: 


Tlease  indicate  which  term  best  describes  ;che 
.   nursing  care  you  gave  in  the  past  week."  A 
\  5-point  scale  is  proyided  for  responses  to  all  of  . 
^he  questions.  For  46  of  these  questions,  the  five  • 
r^ponse  categories  are:  afways^-usuaily,  some-  « 
time$S^Wom,  and  never.  The  five  response 
categori^lBsfor  the  item  which  smnmarizes  the 
r^quality  of  nihaing>:cjfire  are:  excellent,  very  good, 
.    satisfactory,  oni^r  fair,  and  iinsatisfactory 
'      Administration^^  Scorivg:  This  instrument 
was  designed  to.be  co^le'ted  by  a  lic^nsedlprac-  ' 
tical  nurse  who  has  proVWed  care  for  a  group  of 
patients.  Instructions  are^wovided  as  part,  of^ 
the  questionnaire.  Scores  for^ch  variable  are 
computed  by  assigning  a,.humberirom  1  to  5  for 


each  of  the  five^  response  categories  such  that 
l=never,  2=seldom,  3=sometimes,  4=usually,  ' 
and  5=always.  The  score  for  a  given  variable  is 
the  aveirage  of  the  responses  to  the  subgroup  of 
questions  used  to  measure  that  variable.  Unan- 
swered questions  are  ^assigned  a  numerical 
value-jffif  3.  .        »  j 

Development: 

ttatioiiale;  The  instrument  was  developed  to 
provide  hiformation  on  the  relationship  be- 
tween hospital  staffing  patterns  and  licensed 
practical  nurses'  perceptions  of  the  quality  of 
nursing  care  given  to  patients. 

Source  of  Items:  The  items  were  developed  by 
a  committee  made  up  of  nursing  and  hospital 
administrators,  nursing  school  faculty,  staff 
physicians,  head  nurses,  patients,  and  the  au- 
thors. 

Procedure  for  Development:  The  vctrious 
groups  of  persons  identified  above  were  asked  to 
indicate  what  factors  were  important  to  good 
nursing  care  and  to  provide  examples  of  each. 
Their  responses  were  reworded  to  ft)rm  state- 
ments that,  could  be  responded  to  by  licensed  , 
practical  iiurses.  The  initial  form  of  the  instru- 
ment was  pretestedewith  personnel  on  two  hos- 
pital units.  Those  items  that  could  not  be 
answered  readily  or  that  appeared  to  be  am- 
biguous  were  either,  reworded. or  eliminated. 
The  scores  for  respondents  ^o  thought  the 
quality  of  care  given  was  excellent  or  very  good' 
were  compared  with  the'  scores  of  those  who 
thought  the  quality  of  care  giv^  was  eitner 
unsatisfactory  or  only- fair.  Scores  on  the  five 
variables  were  also  compiared  ^mth  those  dp 
rived  from  four  other  questionnaires  designed 
to  provide  the  same  type  of  inform^ition  but 
from  a  different  point  of  view.  These,  were 
examined  in  the  contejct.of  the  type  of-iinit  or 
the  kind  of  staffing  pattern  used  on  a  unit. 


The  first  had  13  patients  .assigned  to  a  nursing; 
team;  the  second  had  16  patiesnts  similarly  as-i 
signed  to  a. team;  and  the  thirdihad  19  patients 
assigned  to  a  nursing  team.  It-was.  assumed  by  • 
the  respondents  that  a  staifiing  pattern  based  on 
an. assignment  of  13  patients  toiarnursing  team  * 
would  ensure  an  optimal  level  of  quality  of  nurs- 
ing care  for  patients.  '  . 

No  information,  was  provided  regarding,  how  ; 
many  licensed' practical,  nursed  completed  the  . 
questionnaire  nor  the  number  of  patients  for 
whom  they  had  provided  care.  However,  those 
nurses  Who  participated  were  from  a  36-bed 
surgical  unit  and  a  65-bed  medical  unit  of  a  340-  . 


bed  acute  care  general  hbspital  operated  under 
municipal  control. 

'Reliability  andSValidity:  No  information  was 
provided  regarding  the  test-retest  or 
generalized  split-half  reliabUity>  characteristics 
of  the  variables  presumably  measured  by  this 
instrument.  , 
The  results  for  physical  care  indicated  a  ten- 
3fency  for  licensed  practical  nurses  under  the 
13-patients/team  staffing  pattern  to  give  the 
highest  ratings  for  patients'  care,  whereas, 
those  under  the  16-  and*'19-patients/team  staf- 
fing patterns  gave  lower  ratings,,  The  same  ten- 
dency was  observed  for  the  composite  score 
called  quality  of  nursing  care,  . 

Use  in  Research:  Safford  and  Schlotfeldt  (1960) 
developed  and  used  this  instrument  along  with 
four  others  described  elsewhere  in jthis  ciormpila- 
tioh  in  their  resejarch  referenced  below. 

Comments:  The  instrument  appears  to  have  po- 
tential for.  jproviding  information^  on  the  vari- 
ables it  is  presumed  to  measure/  However, 
because  of  the  limited  nature  of  tTie  informa- 
tion available"  regarding  the  charaGteristics  of 
the  variables,  it  is  premature  to  make' any  deci- 
sions regarding  its^  usefulness.  (See  also  com- 
ments on  the  Head  Nurse  instrument  by  the 
same  authors^)  '. 

It  would  be  helpful  to  have  information  on  the. 
test-retest  characteristics  of  the  variables.  It 
would  also  be  helpful  to  have  information  on 


.  rf4srrRijMENTs    -  *.  , 

inter-item  and  between-variable  relationships. 
The  latter  information  could  be  used  to  confirm- 
the  assignment  of  items  to  specific  variables  and 
might  indicate  the  presence  of  variables  other 
than  those  presumed  to  be  measured  by  this 
instrument.  After  tke  above  information  was 
available,  it  would'  be  helpful  to  repeat  this 
study  on  a  much  larger  sample  of  patients  and 
licensed   practical   nurses  in   a  number  of 

.  facilities  where  a  variety  of  patient  staffing  pat- 
terns was  present.  • 

The.  fact  that  license.d  practical  nurses  indi- 
cated that  the  quality  of  nursing  care  Was  best 
under  the  13-patients/team  staffing  pattern  is 
not  siirprising,  given  that  this  was  assumed  by 
these  respondents  to  be  the  case  before  the  data 

'  were  collected.  It  would  be  helpful,  therefore,  to 
try  to  obtain  these  data  in  a  design  where  sifch  a 

condition  was  eliminaf ed. 

*  ft 
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Saf ford, .Beverly  J.,  Schlotfeldt,  Rozella  M.».  and  Bolcer,  Eileen 
QUAtlTY  OF  NURSING  CARE  QUESTIONNAIRE— LICENSED  PRACTICAL  NURSE 

Please  place  an  X  in  the  space^to  the  right  below  the  word  that 
best  describes  how  you  feel  about  each  question  at  the  left.    If  you  have  any 
additional,  remarks  you  would  like  to»make»  please  use  the  space  "Additional 
Coninisnts'"  which  is  •'provided  at  the  end  of  the  questionnaire. 


-             ■            ^                                                                       .    .  ■ 

Always 

6 

Usually 

SoQietlmes 

Seldom 

^ever 

1 

•  A/    —                   ■         /    ■     .  - 
Were  you  able  to  do  the  little  things  for  your 
patients  that  add  to  their  comfort? 

• 

t 

-  •     .  ,     .  .  /-  . .   ,  • 

Mas  there  time. for  treatmertts  and  medications 
to  be  qlven  on  time?    ,  ' 

\ 

u;ic  there  time  for  o.r.n-  medicatlcns  to  be  aiven 
orofflptly?  ' 

• 

Were  vouv^ble  to  answer  liohts  oromotlv? 

Vfas  there  time  to  be  accurate  in  your  minlstra- 
tinns' to  the- Datients?  ,^ 

\ 

\  Old  you  feef  adequately  prepared  td  perform  the 

Were.you  able  ttf  us/^  xotton  blanket  in!' bathing 
your  patieiits?                    .       -  v,^     •  - 

Were  you  able  to  qive  tho^uqh  nursino  care? 

"  Were  you  able  to  give  your  jaatlents  necessary  / 
assistance  in  qettlnq  in  and  out  of  be'd? 

:                able  to  take  adequate, precaution^  to 
prevent  patient  Injuries?  , 

■  - 

Were  you  able^to  take:  enough  time  so  as  not  jITo 
hurry  your  patients  while  carinq  for  them? 

< 

^      Wire  you  able  to  see  your  patlents^enough  to 
recoqnize  untoward  stqns  and  'symptoms? 

---~,!--i,J(ai_^^             get  to  know  the  Individual 
^^^^atTenPT'needs^-^^^ 

> 

^    Was,  there  time  co  understand~your  patient  '""""^^ — 
"      Dhyslial  oroblems? 

•  Was  there  time  to/teach  your  patients*  how  to     .  |\ 
care  for  themselves?                   ..  ^                l\  -* 

i 
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Mways 

Usually 

Sometimes  l^eldomiNever 

--i — - —  . 

/Was  there  time  to  determine  what  your  patients 
vfould  need  for  home  care? 

^               ■■  '   '  * 
Was  tiftere  time  to  explain  to  your  patients 
how  *to.  care  for  themselves  at' how?          .  " 

Were  to  able  to  Spend  enough  time  with  your 
patients  so  that  you  felt  confident  they  under- 
-        stood' »hat:  was  ta^qh't  thenv?  • 

^' 

  .  ^. 

Wtere  you  afile-^tOLspend  enough  time  with 
your  patfents  and  thetrurelatlves  so  that  you 
.   felt  confident  they  were  wel V^prenared  for 
the  patients'  dlscharoe  and  home  caret^ — - 

-,„ 

£•         ■■  ■  '         °           .      -  ' 
Did  ydu  haye  the  supplies  and  equipment 
necessWyto  give  oood  care? 

* 

*D1jl  you  feel  .you  were  working  .together  as 
a  team?    .  . 

Was  there\.suff1c1ent  time  available  for  clear 
explanation  of  assignments? 

ir' 

Was  there  t1n»;;  to  carry  out' your/asslgn- 
^ments  smoothly?^!* 

Did  your  team  1e?i'der  have  time  to  give  you  ade- 
quate supervlslbh^and  Instruction?  ^ 

■ 

- 

- 

■   ■      ■    ■   .'  ■        ■■                 .  V 
*  Was. there  time  to  keep  your  team  leader  informed  ."^ 
of  needs  and  changes  of  all  patients  In  your 
care?     .  ^ 

■ 

I 

....                           .             ■    *                c    .           ■  .                        ■  c 

Were  team  members  available  when  you  needed  them? 

Were  you  able  ,to  have  team  conferences? "  ■  . 

was  mere  tim^  to  maKe  rcai  aubcnipbs^bQ  resoivc 
problensAthat  arose  in  the  c*re  of  your  patients? 

1 

■1 

Were  you  and  your  team  on  congenial  terms  with  the 
other  teams  on  the  unit  and  other  hospital  per- 
'  •    -  sonncl?  ^ 

Please  Indicate  which  term  best  describes  the  nursing  care  you  gave  In.  the- past  weieik? 
.  Excellent       Very  Good*      Satisfactory       Only  Fair~^~  Unsatisfactory 

— z   — ' — '-y.  — . .   ■  — • —   

Additional  Coinnents: 
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/"        ,                                  ' '    .         ■"         '           *                     *"          .   ■  ♦ 

Always 

Usually 

Sometimes 

Seldom 

Never 

Did  you  enjoy  working  with  this  team? 

'Was  there  time  to  make  your  new  patients  f^el/wel- 
•    ^      come  to  'the  unit?  •                         "  , 

■  '  •  /  1 

Were  you  able  to  take  time  to  discover  the  fears 
of  your  patients  and  to  try  to  relieve  them? 

.  Was  there  time  to  help  your  patients  to  understand 
their  illnesses?  ^ 

• 

Was  there  time  to  become  Interested  in  your  patients 
•  and  their  problems?                            .  ^ 

■  i 

•  ? 

*   ■  ■ 

Did  you  feel  relaxed  as  you  worked? 

•  .  v   Was  there  tlfte  to  keep  your  patients*  rooms 

»  .    neat  and  orderly?-    .      '      ^     .            *  .  - 

• 

,  Were,  you  able  to  give  the  spiritual  needs/of 
.ybur  patients  adeauate  consideration?  1 

- 

.. '    Was  there  time  to  give  your  patients  as  much.^ 
Information  as  they  needed?  (treatmfents» 
.  hospital  routines  and  tests)           •     .          "  ' 

.» 

^          Were  you  able  to  extend  courtesies  to  your  ' 

patients'  families?  . 

■ 

,         .  Were  you  able  to  give  your  patients' 
families  ^e  amount  of  attention  they 
needed?                                    ^  ' 

V 

- 

A" 

•  Did  you  enjoy  qlvlnq  nursinq  care  to -your  patientis? 

i  i. 

Do  you  feel  that  your  patients  enjoyed  the 
nursing  care  you  qave  them? 

• 

• 

Was  there  time  to  car*  for -your  patients 
.  properly? 

J  < 

  / . 

.  c" 

■     ■'       /                 •  ■       ■  •      ■  . 

■    ■■■c;  .              /    ...      -    r     -  ■ 

Were  to  able  to  extend 'normal  .'courtesies  'to 
physicians?                 '  ^' 

\  . 

'  Wais  there  time  to  assist  physicians  as  needed? 

'       Was  there  time  to  learn  what  the  pVslcians 
planned  for  their  patients',  care? 

i  . 

s 

'i 

i 
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Title:  QUALITY.  OF  ^NURSING  CARE 
QUESTION-NAIRE— PHYSICIAN 

Authors:  Safford,  Beverly  J.,  Schlotfeldt,  Rozella 
M./and  Bolcer,  Eileen     ;    ^  ^  ^ 
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Variables:  This  Instrument  elicits  information 
on  seven  variables  that  address  physicians'  per-' 
ceptions  of  the  quality  of  nursing  care  provided 
for* their  p.  itierits.  Five  of  these  variables  are: 
physical  care,  emotional  care,  nui-se-physician 
;  relationship,  teaching  and  preparation  for  home 
care,  and  administration.  The  sixth  variable  is 
called,  the  quality  of  nursing  care.  The  se\^th  / 
variable  is  not-n^ampd,  but  it^seeks  information 
on  ihe  degree  of  satisfaction  expressed  by  a^ 
physician  regarding  the  nursing. care  provided ;r 
for  his(her)  patient.  No  definitions  were  pro^ir 
vided  for  these  variables. 

<•  ■ 

Description:  .  .  *     c'  ' 

Nature  and  Contenh  This  self-administered 
instrument  consists  of  40  questions  desigried  to 
elicit  physicians'  perceptions  of  the  quality' of  ; 
nursing  care*  pro^yided  for  their  patientsvin  a 
hospital  setting.  ^ 

The.^ariables  are  oplSratiorialized\by  comj^in- 
ing.  responses  to  various  subgroups  of^uestions. 
coiftained  in  the  instrument.  Physical  care  is 
operationalized  by  10  questions;  emotional  care 
is.  operationalized   by   14   questions; nurse- 
physician  relationship  is  operationalized  by  3 
questions^  ^eac/iinf7  and  preparation,  for  home 
care,^s  operatiohalized  by  4  questionsb^irimims-r 
^ra^fon  is  operationalized  by  8  qujestions;  ?waH^2/ 
of  nursing  care  is  operationalized  by  combining  / 
the  responses' to  all  of  the  items  .used  In  the  5f  . 
variables  described  above.  The^suinmary  de- 
scription of  the   quality   of  care   given  is 
operationalized  by  one""  item:  "Please 'indicate 
which  term  .  be^t  describes  the  nursing  care  - 
given  lo' your,  patients,  in  the  last  7  days?'^A  * 
.  Srp^bint  scale  is  provided  for  responses  to  36-  of 
the  questions.  Por  35  of  these  questions,  the  five 
response  categories  are:  always,  usually,  some- 
*  times,  seldomr  and^  never.  The  five  response^ 
categorjes  for  the  item  which  summarizes  the 
quality  of  nursing  care  are:  e^^cellent,  very  good, 
satisfactory,-  only   fair,  ^and  unsatisfactory. 
Three  response  categorieti  are  provided  to '^ob- 
tain information  fojy-:-the  four  questions  that 
summarize  specific  aspects  of.  the  qtiality  of 
nursihg  care.  The  response  (Categories  for  these 
four  questions  are:  yes,  partiially,  and  no. 
"  Administration  and'Scoring:  The  instrument'  \< 
IS  self-administered  by  a  physician.  Instructidns 
are  provided  as  part  of  the  qt^estionnaire:  Scores  ; 


for  each  variable  are  computed  by  assigning  a 
.  number  from  1  to  5  for  each  of  the  five  choice 
reisponse .  categories^  such  that  l=fnever,  2=sel- 
dom,  3=sometimes,  ^4=usually,  and  5=always. 
For  th^  three^r^Bp^nse  questions,  a  numerical 
value  of  1  is  assigned  to  "no,"  3  is  assigned  to 
"partially,"  and  5  i>  assigned  to  "yes."  The  score 
for  f«  given  variable,  is  the  average  of  the  re- 
sponses to  the  subgroup  of  questions  used  to 
measure  that  -  variable.  Unanswered  questions 
are  assigned  a  numerical  value  of  3. 

Development:  ^ 

Rationale:  t'he  instrument  was«developed  to 
^gr^vi^  fnformation  on  the  relationship  be- 
y^^ijgn^ospital  staffing  patterns  and  physicians' 
'  perceptions  of  the  quality  of  nursing  care  given 
to  patients. 

Source  ofltem^:  The  items  were  developed  by 
a  committee  composed^f  nursing  and  hospital 
ddmini^tratorg,  nursing  school  faculty,  staff 
ojaysici^ns,  head  nucses,  patients, /and  the  au- 
thors. \  .  '  ,  r 
^  ProcfioiJure  for  .Development:  The  various 
CgrouiJs  onperspris  identified  above  were  asked  to 
indicate  what  fact#i;s  were  important  to  good 
nursing- care  and  to  provide  examples  of  each. 
Theiir  responses  were  reworded  to  form  state- 
ments that  could  be  responded  to  by  physicians. 
The  initial  form  of^this  instrument  was  pre- 
tested with  personnePbn  two  hospital  units. 
Those  items  that  could  not  readily  be  answered, 
or  that  appeared  to  be  ambiguous  were  ^  either 
Reworded  or  eliminated.  The  scores  for  respon- 
dents who  thought  the  quality  of  cjjre  given  was 
excellent  or  very  good  were  compared  with  the 
scoreis  of  those  who  thought  the  quality  of  care 
given  was  either'  unsatisfactory  or  only  fair\ 
Scores  on  the  five  variables  were  also  compared 
withothose  deriye/J  from  four  other -question- 
naires designed  to  provide  the  same  type  of  in;' 
formation  but  from, a  different  point  of  viW. 
And,  they  were  examined  in  the  Ifcontext  of  the 
type  qf  unit  or  the  kind  of  staffing  pattern  used 
on  a  unit.  /  ^  '  • 
No  information  was  provided  regarding  the 
number  of  physjcians  who  completed  the  quls- 
'tionnaire  npr  the  number  of  patients  involved. 
Howe^r^  thole  who  participated  were  from  a 
36-bed  surgical  unit  and  a  65-bed  rnedical  unit  of 
^a  340-'bed  acute  care  general  hospit^l  operated 
under  municipal  contrbl.  \  ;    y  .  ^ 

Reliability  and  Validity:  No  informatioii  was 
provided  regarding  the  '  test-retest  or 
generalized  split-half  reliability  characteristics 
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of  ^the  variables  presumably  measured  by«  this 
instrument. 

The  results  for  physical  care  indicated  a  ten- 
dency for  physicians  to  give  higher  ratings^for 
their  patients  on  this  measure  than  was  the 
case  for  other  personnel.  Physicia^is  typically 
rated  the  quality  of  physical  care  as  usually  or 
always  adequate.  The  samle  tendency  was  ob- 
"Served  for  the  composite  score  called  quality  of , 
nursing  care  and  for  the  variable  that  provided 
a  summary  ^description  of  the  physician's  per- 
ceptions of  the  quality  of  care  received  by 
his(her)  patients. 

'  ■   .  .  -f 

Use  in  Research-^  Safford  and  Schlotfeldt  (1960) 
developjed  and  used  this  instrument  along  with 
four  others. described  elsewhere  in  this  compila- 
tion in  their  research  referenced  below.-" 

Comments:  This  instrument  appears  to  have  .a 
potential  for  provi(fmg  information  on  the  vari- 
ables it  is  presumed^to  Treasure.  However,  be- 
cause of  the  limited  nature  of  the  information 
available  regarding  the^.  characteristics  of  the 
variables,  it  is  premature  to  make  any  decisions 
regarding  its  uSCTulness. 
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It  would  be  helpful  to  have  informationx  re- 
garding the  test-retest  characteristics  of  the 
variables..  It  wcmld  'also  be  helpful  to  have  in- 
forn^ation  regaFding  inter-item  and  between- 
variable  relationships.  The  latter  information 
could  be  used  to  confirm  the  assignment  of  items 
to  specific  variables  and  might  indicate  the 
presence  of  variables  "other  than  those  pre- 
sumed to  be  measured  6y  this  instrument.  After 
the  above  information  was  available/ it  would  be* 
helpful  to  attempt  to  repeat  this  study  on  a; 
much  larger  sample  of  pattents  and  physicians 
in  a  number  of  facilities  where  a  variety  of  pa- 
tient staffing  patterns  was  present. 

References:' 

Safford,  Beverly  J.,  ^ndSchlotfeldt,'Rozella  M. 
Nursing  service^staffing  and  quality  of  nurs- 
ing care.'  Nursing  Research^"  1960,  9  (3),  J49- 

V  154.  • 

Source  of  ^Information:  ' 
Beveriy  J:  Safford,  R;N;,  M.S. '  " 
Caro  Regional  Center 
Caro,  Mich.  48723      -  . 

Insitrument  Copyright:  None. 
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Safford,  Beverly  J.',  Schlotfeldt,  Rozella  M.,  and  Bol eery  Eileen 
QUALITY  OF  NURSING  CARE  QUESTI0NNAIRE--P41YSICIAN 


Please  place  an  X  in  the  space  to  the  right  below  the  word:  that  best  describes" how  you 
feel  about  each  question  at  the  left.  If  you  have  any  additional  remarks  you  would  like  to 
make,  please  use  the  space  "Additional  Coinnent"  which  is  provided  at  the  end  of  the 


•  • 

Always 

Usually  !  Sometimes.  Seldom i  fiaver 

A.                ;    '    '  , 

Did  the  nurses  seem  to  have  an  intelligent  under- 
standinq-  of  your  patient's  ohysical -status? 

Were  th^  nurses  alert  to  your  patient's  physical 
.needs? 

Old  the  nurses  know  their  patients? 

■ '  c 

Were  you  given  accurate  information  concerning  your 
patient?                                               ^  ^ 

Were  nurses  combstsnt  in  carryinq  out  their  duties? 

-  ■ 

^ — 1 

Were  call  liqhts  answered  promptly?  ^ 

Were  your  orders-  for  treatments  and  medications 
carried  out  on  time?  '' 

Were  you  notified  promptly  of  significant  changes 
In, your*  patient's,  condi  tion?. 

Were  adequate  precautions  taken  to  prevent  patient 
injuries? 

Did  your  patient  appear*  comfortable? 

B.          *  ^ 

Old  your  patient  know  his  nurses? 

r 

Old.  the  nurses  attend  to  your  patient's  embtional 
needs?                                 ^        .    •  - 

Ojd  the  nurses  attend  to  your  patient's  religious  .  ^ 
needs? 

-.      ■  \ 
Were  the  nurses  interested  in  your  patient? 

Were  the  nurses  sympathetic  to  your  patient? 

Were  £he  nurses  composed?  ^   ,  
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1  Seldom  •  Never 

Were  the  nurses  pleasant? 

Was  your  patient's  rootn  neat  and  orderly?  ' 

Did  the  nurses  have  time  to  care  properly  for 

your  patient?                                         '  . 

Uas  appropriate  Information  supplied  to  your 
patient's  family? 

Wasthe  patient's  family  satisfied  with  the 
nursing  care?  r. 

Uas  the  p&tlent  satisfied  with  the  nursing 
care  he  was  given? 

Did  the  nurses  treat  you  courteously? 

Were  you  kept  Infdrmed  of  your  patient's  needs? 

Was  a  nurse  available  when  you  needed  her  help? 

^  c 

Uas  the  Head  Nurse  well-informed  about  your  patient? 

Was  the  charting  satisfactory? 

Were  supplies  and  equipment  available  when  ybu^ 
needed  them?                              .  - 

Were  the  supplies  and'equlpment  that  you  used  in  good 
condition? 

Were  relationshlos  among  nurses  harmonious? 

Did  the  team'  seem  to  work  smoothly?               "  ' 

Were  the  personnel  In  other  teams  and  other  depart-- 
ments  congenial  with  the  nursing  team? 

\ 

Did. the  staffing  seem  adequate? 

Was  your  patient  taught  how  to  care  for  h1mself?^==^==^ 


Was  your  patient  orlentecPto  his  surroundings? 


Were  your  patient  and  his  family  Instructed  for  home  care? 


Were  provisions  made;  by  the  nurse  for  continued  care  after 
discharge?   (arranging  referrals,  needed  supplies  and 
equipment)   -   ^  ' 
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Please  Indicate  which  terra  best  describes  the  nursing  care  given  to  your  patient, 

-     ■  '   ..         in  the  last  seven  days.  \       '        ■  .  ^ 

Excellent  Very  Good  Satisfactory        '     Only  Fair  Unsatisfactory 


Additional  Comments; 
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Title:    QUALITY    OF     NURSING  CARE 
QUESTIONNAIRE— REGISTERED  NURSE 

Authors:  Safford,  Beverly.J.,  Schlotfeldt,  Rozella 
M.,  and  Bolcer,  Eileen 

Variables:  This  instrument  elicits  information 
on  seven  variables  that  address  a  registered 
nurse's^  perceptions  of  the  quality  of  nursing. 
Care  provided  for  patients  in  a  hospital  setting. 
Five  of  tfiese  variables  are:  physical  care, 
/  emotional  care,  nurse-physician*  relationship, 
teaching  and  preparation  for  home  care,  and 
administration.  The  sixth  variable  is  called  the 
quality  of  nursing  care.  The  seventh  variable  is 
not  named,  but  it  seeks  information  regarding 
the  degree  of  satisfaction  expre3sed  by  a  regis- 
tered nurse  concerning  the  nursing  care  pro- 
vided for  a  gn^cup  pf  patients.  No  definitions 
were  pr^ovided  for  the  variables. 

-  Description: 

Nature  and  Content:  This,  self-administered  V 
instrument  consists  of  49  questions  designed-to 
elicit  from  registered  nurses  their  perceptions  of 
'  the  quality  of  nursing  care  provided  for  patient's 
in  a  hospital  setting. 

The  variables  are  operationalized  by  combin- 
ing responsies  to  various  subgroups  of  questions 
contained  in  this  instrument.  Physical  care  is 
operationalized  by  14  questions;  ^^moh'onaZ  care 
is  operationalized  by  14  questions;  nurse- 
physician  relationship  is  operationalized  by  3 
questions;  teaching  and  preparation  forborne 
care  is  operationalized  by^4  questions;  adminis- 
tration is  operationalized  by  12  questions;  and 
quality  of  nursing  xare  is  operationalized*  by 
cbmbining  the  responses  to  all  of  the  items  used*, 
in  the  5  variables  described  above.  The  sum- 
mary description  of  the  quality  of  care  gfiven  is 
operatioiialized  by  one  item:  "Please  indicate 
which  term  best  describes  the  nursing  care  you 
gave  in  the  past  week."  A  5-point  scale  is  pro- 
vided for  responses  to  36  of  the  questions.  For  48 
of  these  questions,  the  5  response  categories 
are:  always,  usually,  sometimes,  seldom,  and 
never.  The  five  response  categories  for  the  item 
which  summarizes  the  quality  of  nursing  care  ' 
are:  excellent,  very  good,  satisfactory,  only  fair, 
and  unsatisfactory. 

Administration  and  Scoring:  This  instrument 
was  designed  to  be  completed  by  a  I'egistered 
nurse  who  has  provided  rurP!  for  a  ^oiip-nf  pg^ 


that  l=never,  *2-seIdom,  ^3=sometimes, '  4= 
usually^  and  5= always.  The  score  for  a  given  var- 
iable is  the  average  of  th^  responses  to  the  sub- 
gi^oup  of  questions  used  to  measure^  that  vari- 
able. Unanswered  questions  are  assigned  a  ^ 
numerical  value  of  3.  ^ 

Development: 

Rationale:  The  instrument  was  developed  to  ' 
provide  information  on  the  relationship  be- 
tween hospital  staffing  patterns  and  registered 
nurses'  perceptions  of  the  ^  quality  of  nursing 
care  provided  for  patients.      *  / 

Source  of  litems:  The.  items  wer^developed  by 
i  committee  - which  consisted  of  nursing  and 
hospital  administrators,  nursing  school  faculty, 
staff  physiciarfe,  head  nurses,  patients,  and  the  , 
authors.  ' 

Procedure  for  Development:  •  The  various 
groups  of  persons  identified  above  were  asked  to 
indicate  what  factors  were  impoutant  to  good  . 
nursing  care  and  to  provide  examples  of  each. 
These  responses  were  reworded  to  form  state- 
ments that  could  be  responded  to  by  registered 
nurses.  The  initial  form  of  the  instrument  was 
pretested  with  personnel  on  two  hospital  units. 
Those  items  that  could  not  be  answered 'readily 
or  that  appeared  to  be  ambiguous  were  either  . 
reworded  or  eliminated.  The  scores  for  respon- 
dents who  thought  the  quality  of  care  given  was 
excellent  or  very  good  were  compared  with 
those  who  thouglit  the  equality  of  care  given  was 
either  unsatisfactory  or  only  fair.  Scores  on  the^ 
five  variables  were  also  compared  with  those 
^  derived  from  four  other  questionnaires  designed 
to  provide  the  samfe  i  type  of  information  but 
from  a  different  goint  of  view.  These  were 
examinedjin  the  context  of  the  type  of  unit  or 
the  kind  of  staffing  pattern  used  on  a  unit. 
Three  types  of  staffing  patterns^were  examined.  ^ 
The  first  had  13  patients  assigned  to  a  nursing 
team.  The  second  had  16  patients  similarly  as- 
signed to  a  team;  and  the  third  had  19  patients 
assigned  to  a  nursing  team.  It  was  assumed  by 
the  respondents  that  a  staffing  pattern  b^sed  on 
an  assignment  of  13  patients  to  a  nursing  team 
"  would  ensure  an  optim^al  level  of  quality  of  nurs- 
ing care  for  patients. 

No  information  was  provided  regarding  how 
many  reg^istered  nurses  completed  the  instrU-, 
ment  nor  the  number  of  patients  for  whom  they 
„badj^Qyi_4gj- jg?^-  However,  those  who  partici-  -  — 


tients.  Instructions  are  provided  as  part  of  the 
questionnaire.  -Scores  for"  .each  variable  are 
computed  by  assigning  a  number  from  1  to  5  for 
each  of  the'five  choice  response  categories  such 


pated  were  from  a  36-bed  surgical  unit  and  a 
65-bed  medical  unit  of  a  340-bed  acute  care  gen- 
eral hospital  operated  under  municipal  controh 
Reliability  and  Validity:  No  information  was 
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provided     regarding     the     test-retest  or 
generalized  split-half  reliability  charactieri sties 
of  the.  variables  presumably  measured  by  this 
.instrument. ' . 

The  results  for  physical  care  indicated  a  ten- 
dency fpr  registered  nurses'  under  the  13- 
patients/team  staffing  pattern  to  give  the 
highest  ratings  for  patients'  care,  whereas  tjiose 
under  the  -16-  and  19-patients/team  staffing  pat- 
ternis  gave  lower  ratings.  The  same  tendency 
was  observed  for  the  coifnposite  score  called 
quality  of  nursing  care. 

Use'in  Research:  Safford  and  Schlotfeldt  (1960) 
develo))ed  and  used  this  instrument  along  with 
four  others  described  elsewhere  in  this  compila- 
tion for  their  research  referenced  below. 

Comments;  This  instrument  appears  to  have  a 
potential  for  providing  information  on  the  vari- 
ables it  is  presumed  to  measure.  However,  be- 
cause of  the  limited  nature  of  the  information 
available  regarding  the  characteristics  of  the 
variables,  it  is  premature  to  make  any  decisions 
regarding  its  usefulness.  (See  also  comments  on 
the  Head"  Nurse  instrument  by 'the  same  au- 
thors.) >^ 

It  would  be  helpful  to  have  information  re- 
garding the  test-retest  dharacterlstics  of  the 
variables.  It  would  also  be  helpful  to  have  in- 
formation regarding  inter-item  and  between- 
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variable  relationships.  The  latter  information  ■ 
could  be  used  to  confirm  the  assignment  of  items 
to  specific  variables  and  might  indicate  "the 
presence  of  variables  other  than  those  pre- 
sumed to  be  measured  by  this  instrmnent.  After 
the  above  information  was  available,  it  would  be 
helpful  to  repeat  this  study  on  a  much  larger 
sample  of  patients  atid  registered  nurses  in  a 
number  of  facilities  wh^re  a  variety  of  patient 

V  staf fin gVat terns  was  present. 

\  The  fact  that  registered  nurses  indicated  that 
the  quality  of  nursing  care  was  best  under  the 
i3-patient/team  staffing  pattern  is  not  surpris- 
ing, given  that  this  was  assunjed  by  these  re- 
spondents to  be  the  case'before  the  data  were 
collected.  It  would  be  helpful,  therefore,  to  seek 
.  this  information  in  a  design  where  such  a  condi- 
tion was  eliminated. 

References:  ^ 

Sa:fford,  Beverly  J.,  and  Schlotfeldt,  Rozella  M. 
Nursing  service  staffing  and  quality  of  nurs- 
ing care.  Nursing  Research,  1960,  9  (3),  149- 
154.  - 

,  Source  of  Information: 
Beverly  J.' Safford,  R.N.,  M:S. 
Caro  Regional  Center. 

Caro,  Mich.  48723   .  ^ 
Instrument  Copyright:  None.  . 


•   596  ^  .  ■  .   VOLUME  2    .  "  • 

Saf f ord ,  "leverly^  J . ,  Schl  otf el dt »  Rozel  1  a  M. »  <snd  tiffi  cer »  El  1  een 
QUALITY  OF  NURSING  CARE  QUESTIONNAIRE--REGiaTERED  NURSE 

Please  place  an  X  in  the  space  to  the  right  below,  the  word  that  best  describes 
how  you  feel  about  each  question  at  tHe  left*   If  you  have  any  additional 
reoiarks  you  wou-ld  like  to  make v  please  use  the  space  ''Additional  Cooments" '  . 
which  is  prov1ded->at  the  end  of  the  questlonnafre* 


A.              ^                   .  . 

Were  you  able  to  do  the  little  things  for  your 

patients  that  add  to  their  comfort? 

m 

.Was  there  titne  /or  treatments  and  medications  td~l)e 
given  on  time?  ^  ^  • 

Was  there  time  for  p»r.n»  msdications  to  be  given 
prmptiy?  -  ' 

o 

Wa^  there  time  to 'be  accurat;^  In  your^  ninlstratlons 
ZD  tne  patientsi 

f    ,  4 

Did  you  feel  adequately  prepared  to  perform  the 
procedures  included  in  your  assignment?  *          "  * 

Were  you  abje  to  iise  a  cotton  blanket  in  bathing 
your  patients? 

Were  you  able  to  qive  thorough  nursing  care? 

Were  you  able  to  give  your  patients' necessary 
assistance  in  getting  in  and  out  of  bed?^  ^ 

Were  you  able  to  take  adequate  precautions  to  prevent 
patient  injuries? 

Vere  you  able  to  take  enough  time  so  as  not  to 
hurry  your  "patients  v/hile  caring  for  them? 

Were  you  able  to. see  your  patients  enough  to  recognize 
untoward  signs  and  symptoms? 

 ^ 

Was  there  time  to  get  to  know  the  individual  patient's 
needs?  ^ 

Was  there  time  to  understand  your  patient;*  physical 
problems?. 

Was  there  time  to  teach  your  patient;  how  to  care 
for  themselves? 

B.                                                          ■    .  . 
Did  you  enjoy  working  with  this  team? 

Was  there  time  to  make  new  patients  feel  welcome 
on  the  unit? 

6oo 

^  W 
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Mere  you. able  to  take  time  to  discover  the  fears 
of  your  oatlints  and*to  Jtry  to  relieve  them? 

1  NEVER 

Was  there  time  to  help. your  patients  to  under- 
stand their  illnesses? 

Was  there  time  to  become 'interested  In  your 
patients  and  their  problems? 

V  ■ 

'  .  *^ 
Did  you  feel  relaxed  as  you  worked? 

s 

f.  . 

Uas  there  time  to  protect  the  privacy 
of  youy  patients? 

Was  there  time  to  keep  your,  patients* 
rooms  neat  and  orderly? 

 '■  2  

- 

^^^^^ — 

W^re  you  able  to  give  ^he  spiritual  oeeds 
of  i^our  patients  adequate  consideration? 

/"         .  ' 

lf(as  there  time  to  give  your  patients  as  much  tnfor- 
oa.tion  as  th^  needed?   (treatments /Hospital  routines 
and  tests) 

Were  you  able  to  extend  courtesies  to  patients*     .  \ 
families?                    ^   . 

Were  you  able  to  give  your  patients'  families  the 
amount  of  attention  they  needed? 

Did  you  enjoy  glvlno  nursinq  care  to  your  pati'Snts? 

- 

Do  you  feel  that  your  patients  enjoyed  the  nursing  - 
care  you  gave  them? 

Was  there  time  to  care  for  your  patients  properly? 

C. 

Were  you  able  to  extend  normal  courtesies  to 
physicians?                          j  ' 

Was  there  time  to  assist  physicians  as  needed? 

Was  there  time  to'  learn  what  the  physicians'  plans 
were  for  their  patients'  care? 

0.  . 

Was  ^here  time  to  determine  what  your  patients  would 
needV  for-  home  care?  / 

» 

—  ^  - 

Was  there,  tijne  to  explain  ""to  yaur  patients  how  to  . 
care  for.  themselves?  ^ 

6iG 
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Here  you  able/ to  spend  enough  time  with  your  piktlents 
so  that  you  felt  confident  they  understood  what  was  1 
taught  them?/                         '   .    ^            :  | 

■  \ 

"     '     /              •  • 
Here  you  able  to  spend  enough  time  with  your 
patf^ts  anij  their  relatives  so  that  you'  felt 
confident  Giey  were  well -prepared  for  thfe  patients* 
discharge  and  home  cane?        ^  ' 

• 

\, 

«» 

■*  '       *  ■            •  ^ 

Did  you  have  the  supplies  and  equlpment  ne6^ssa?7  to 
give  good  care?     ^  . 

- 

Did  you  feel  you ^^re  wdrldng  together  as  a  team? 

• 

.-■**. 

Was  there  sufficient  time  avallabie  for  clear 
exolanatlon  of  vour  ;i^$1anfnpn't^? 

> 

Was  there  time  to  carry  out  assignments  smoothly?  * 

Has  there  time  to  give  adequate  Instruction  and 
supervision  to  your  team  members? 

Were  team  members  able  to  keep  youMnfomed  of  need^ 
and  changes  In  their  oatleits? 

- 

.        .       .       -     .      .          .       .  ^. 

Were  your  team  members  available  when  you  needed  / 
tlieir  helD?  / 

Welre  you  able  to  have  team  conferences? 

 ^.■ 

Was  there  time  to  make  real  attempts  to  resolve  « 
problems  that-arose  in  the  care  of  your  patients? 

Were  you  and  your  team  on  congenial  terms^  with  the 
other  teams  on  the  unit  and  other  hospital  personnel? 

i,                                 "     ■  * 

Were  you  &b1e\  to  discuss  your  patients'^  problems  wlt^ 
^he  physicians? 

Were  you  able  to  keep  p[iys1c1ans  Informed  as  tq  thelij 
patients*  progress?  I 

Please  Indicate  which  term  best  describes  the  nursing  care  you  gave  In  the  past  week: 
Excellent       Very. Good       Satisfactory-      Only  Fair  Unsatisfactory 


Additional  Comments: 
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Title:  IMPORTANCE  OF  NURSING  ACTIONS  - 
OPINIONNAIRE 

Author:.  Walker,  Laura  C. 

•»   

'  Variable:  Respondents'  perceptions  of  *the  f^la- 
^  tive  importance  of  16  specific  nursing  actions 
relative  to  patients  is  the  variable  studied. 

Description:  .-    ^   ^ 

Mature  and  Content:  This  instrument  is  a 
modified  .  Q-sort  teTchnique  comprised  of  an 
"opinionnaire"  and .  16  numbered  statements  '''' 

'  which  describe  actions  of  nurses  relative  to  pa- 
tients. Each  statement  is  on  a  separate  piece  of 
paper  and -numbered  for  the  sake  of  recording, 
(not  to  indicate  its  relative  value  or  rank).  Re- 
spondents "are  askad  to  sort. the  statements  into  ' 

.three  piles:  one  pile  containing  nursing  actions 
which  the  respondent  considers  most  important, 
very  good,  and  highly  desirable;  one  pile  con- 
taining  nufsinjg  actions  which  the  respondent 
considers  importarrt,  good,  and  desirable;  and 
one  pile  containing  nursing  actions  which  the 
respondent  considers  not  very  important,  ques- 
tionably good,  and  least  desirable.  The  respon-^^ 

^dent  is  then  asked  to  record  the  number  of  slips 
in  each  pile.  Following  that  step,  the  respondent 
is  asked  to  sort  the  slips  into  eight  piles  accord- 

^ing  to  specified  directions,  then  to  record  on  the 
opinionnaire  the  number -of  eiach- slip  in  the 
space  on  a  diagram  provided  on  the  opinion- 
naire. 

Sample  items  are:  ''(2)  .Comforts  the  patient: 
.  being  with,  listening  to,  showing  concern  for, 
and  explaining  things;  (5)  finforces  hospital 
routines  and  promptly  executes  medical  orders; 
acts  in  the  interest  of  patient  safety  and  protec- 
tion from  environmental  hazards;  (12)  Promotes 
a  pleasant,  hopeful,  and  optimistic  attitude  by  a 
professional  manner.  Is  cralm  and'  confident  in 
difficult  situations,  ayoids  embarrassing  the  pa- 
•^tient;  (14)  Skillful  in  teaching,  patient  and^en-  ^ 
courages  the  patient  to  assume  responsibility 
for  own  health  practices.  Strengthens  self^;^ . 
reaKzation  and  self-worth." 

Administration  and  Scoring:  The  researcher 
must  be  familiar  with  the  instrument's  di- 
rections. The  author  stated  that  approximately 
16  minutes  are  required  to  explain  the  proce- 
dure to  the  respondent,  and  directions  for  tlie 
procedure  are  on  the  opinionnaire  sheet  itself. 
Approximately  15-20  minutes  are  required  forV 
"the  respondent  to  complete  the  task. 
.  Each  item  is  scored  as  the  numerical  inverse 
of  its  rank,  i.e.,  rank  i=sc6re  16,  rank  2=score 
.15,  rank  3==score  14, . .  rrank  16=score  1. 


The  instrument  per  se  is  not  scored. 


Development:  ^ 

Rationale:  The  practice  of  nursing  may  be*  re- 
garded as  a  group  process  of  human  interaction" 
occurring  iix^atient  unit  of  a  hospital,  which  is 
a  unique  socia)  system.  In  the  usual  operational 
process  of  bedside  nursing  practice,  the  nurse 
decides  what  she  will  do,  when  she  will  act,  and 
how  -her  services  will  be  administered.  When 
nurses  and  members  of  other  reference  groups 
agree  that  a  nurse's  action  toward  a  patiept  is 
desirable,  they  judge  the  nurse  to  be  competent. 

Source  of  Items:  The  ite  ms  were  based  upon  a 
revie^y  of  the  literature  and  the  experience  of 
the  author  and  her  peers. 

Procedure  for  Development:  Research  litera- 
ture in  nursing  and  articles » in  professional 
periodicals  and  journals  that  dealt  Avilh  bedside 
care  of  patients  were  reviewed  and  analyzed  for 
identification  of  specific  items  or  actions  of  a 
nurse  toward  patients.  The  items  obtained  from 
the  literature  were  supplemented  by  persorfal 
experiences  of  the  author,  reported  actions  from 
the  experiences  of -other  nurses,  and  experi-* 
ences  of  the  author's  friends  who  had  been  hos- 
pital'patients.  A  set  of  items  was  developed  and 
submitted  to  five  nurses  and  five  honnurse 
friends  of  the  author  for  review  as  to  clarity  of 
meaning.  Four  items  were  developed  for  each  of 
four  elements  6f  the  cdnceptual  framework  by 
which  nursing  actions  could  be  described.  These 
four  elements  had  been  identified  by  the  autftor 
a;s:  (l)'corisideration,  (2)  domination,  (3)  anima- 
tion, and' (4)  production,  A  i)sycl?ologist  reviev»ed 
the  items,  and  based  upon  his  suggestions,  the 
items  were  revised  and  reevaluated  by  the  au- 
thor. The  instrument  was  pretested  by  ,six. 
graduate  studerits,  and  one  change  was  made  in 
the  instrument  as  a  result  of  that  trial.  ? 
*  Reliability  and  Validity:  No  reliability  or  val- 
idity information  was  available. 

Use  in  Research:  Walker  developed  and  used  the 
instrument  in  her  doctoral  research,  ''A  Model 
for  Decision-Making  in  Nursing  Administra- 
\tion"  (Copple,  1960).  Her  respondent  sample  in- 
cluded 100  nurses  representing  5  specialty 
grbupsln  nursing  practice  and  100  members  of  5 
reference  groups  of  nursing  (20  patients,  20  pa- 
-  tients"^family  members,  20  physicians,  20  hospi- 
tal adm^istrators,  and  20  hospital  governing 
aboard  merh^.ers).  •     i  ' 

Comments:  This  instrument  represents  one 
method  of  apprb^ch  for  studying  perceptions  of 
the  importance  ofsuursing  actions.  Many  of  the 
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16  items  are,  complex,  i.e»,  include  more  than  one 
thought  or  idea.  This  problem  could  be  ad- 
dressed by  rewording  the  items  into  simple  de- 
clarative sentences  so  that  each  contained  only 
one  thoughit  or  idea.       ^  / 

■         '      '  /■  .  ■ 
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"Walkerrbaura  C.\'     '         ,  . 
IMPORTANGE  ©F;  NURSING  ACTIONS  QPINIONNAIRE  ,  ' 

Instructions  for  Completion  of  Oplnlonnalre 

'   .  Almost  everyone  has  an  opinion  as  to  how  a  nurse  should  act  towa.rd  her 
V  patient;    On  these  slips  of  p^per  you  will  see  sixteen  ways  in  which  nurses. 
.•       have  been' seen  to  act  toward  their  patients.    No  doubt  som$  of.  the  actions  are^^ 
•  •  better,  more  important,  and  more  highly  desirable  than  others.    In  fact,  you 

will  soon  see  that  one  nurse  could  hardly  act -in  all  these  ways  toward  one  ,^  ' 

patient.    But  I'm.sure  that  many  of  these  acts 'will  seem  quite -familiar  tfir- 
you  as  you  recall  your  experiences  with  nurses  and  patients,   l^il'^^you  please 
•    sort  them  through  and  rank  them  as  you  believe*  a  good  nur^e  shbulci  act.  {The 
^number  assigned  to  each  item  has  no  significance  other -than  it  identifies  the 
item.)  .         ^  ^        ■  • 

First,  make  |;hre$  piles  of  slips:  ,  .  '  ^ 

,  1.    Acts  which  are  most. important,  very  good,  a nd.liighly  desirable.         \  ^. 

2.  Acts  which  are  important,  good,  and  desirable*. 

3.  '^Acts  which  are  not  important,  questionibly  good,  and  least        .  - 

desirable.       ./  *  .  .    '      ^  >  J 

'Record  the  nuniber  on  the  slips  in  each  pile.    (The  sequehce  of  the/ 
nujnbers  doesn't  matter.).  .  " 

Pile  1  Pile  2  ,  •     -       Pile       ;     '     -  -     «  ^ 

Second,  now  sort  the^slips  into  etght  piles  ia  this  manner;^       ,  •    •  . 

.  1.  The  one  most  desirable  act.  '  ,  -  .  .  ' 

2.  The  two  next  desirable  acts.  n.    •     .  •     .  ♦ 

3.  The  two  next  most  desirable  acts.  '  .     .  ■ 

4.  The*  three  next  most  desirable  acts.  .  '        .•        "  ~ 

5.  The  three  next  most  desirable  acts.-  ' 
^6.  The  two  next  desirable. 

7'.    The  two  next  least  desirable. 

8.    The  one  least  desirable.         '  _  ^-  •         ^  r- 

'  '  ^       ■     t         ■  '      ■»  ,  \      .  '  .  ' 

Now,  write  the  numbers  of  each  of  your  sliijs  on  its  square    in  the" 
,  diagram  below: 

MosT^^  jLeast 
Desirable  "Desirable  ^ 


Patient, 


!  II  I  I  ]  Ld  !_i  i  I-  I  i  Patient- family  member 


Nurse 


1 


I  I  Hospital  administrator 

I — >  Hospital  board  member 


•  ■  * 
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1.'   Does  things  for  the  patient  the  - 
way  he  ^ouT^.do.for  himself,  so 

'     he  doesn't  have  to  acconinodate 

to  more  changes  than  necessary  • 
Vhlle  be  Is  m.  '  ^ 

2-  C8nrforts  the  patient:    being  with,V** 
llstenl-ng  to,  showing  concern  for 
and  explaining  thingsl 

• '  .     /  ■  : 

3-  Friendly  and  approachable:    looks  • 
out  for  personal  welfare  of  patient, 
does  small  favors,  respects  Idio- 
syncrasies. * 


10. 


n. 


Displays  Interest  and  energy  when 
giving  nursing  care:    talks  about 
things  of  Interest  td  the  patient. 
Doesn't  complain  to  the  patient.  ^ 


Expresses  solicitude  and  observes 
precautions  without  producing 
patient  fear .and  anxiety.  (Iso- 
lation, pre-operatlon,  oxygen  w 
othei^special  equipment.) 

Pays  attention  ':o  the  patient  and 
makes  hini  feel  welT  care 
speaks  or  gives  other  response  of 
recognition  on  entering  the 
patient's  room.  , 


4. 


7. 


Respects  patient's  personal  freedom 
and  IndlviduaT  human  rightS:  when  f 
.giving  nursing  care:    patient  eri-  ' 
couraged.to  express  personal  choices  > 
2nd  preferences. 

Enforces  hospital  routines  and 
promptly  executes  medical  orders: 
acts  in  the  Interest  of  patient 
safety  and  protection  from  environ- 
mental hazards.  [  . 


Protects  the  good  and  well  being  of 
the  patient  by  restricting  his 
decision-making  and  limiting  his  / 
activities— visiting,  reading, 
radiOj^. 

Rewards  appropriate  patient  be- 
hav1or^,and  makes  known  l>1s  dis-  v 
approval  of  undesirable  patient 
behavior.    HeliJs  patient  learn 
td  be  a  patient.  .  • 

Utilizes  professional  judgement  to* 
evaluate  patient's  capacity  and 
competence  for  self  care:  en- 
courages self-reMance  and  self- 
confidence. 


/ 


Prpmotes  a  pleasant,  hopeful  and 
optimistic  attitude  by  a  jjro- 
fesisional  manher.    Is  calm  and 
confident  in  difficult  situations, 
^avoids  Embarrassing. the  patient. 

Organizes  her  own  activities  in 
ways  which  give  precedence  to 
meeting  the  jnost.  Important  needs 
of  the  patient. 


Skillful  in  teaching  patiei^t  and 
encourages  the  patient  to  assuine 
responsibility  for  own  health 
practices.    Strengthens  self 
realization  and  self  worth.  ' 

Sets  a  reasonable  level  of  work 
achievement  for  self:  observes 
professional  standards  apd  the^ 
institution'  s  nursing  "policies. 


16./  Patients'  criticisms  and  special 

requests  are  taken  care  of  (reported 
and  recorded).    Patient  informed 
as  to  action  taken  by  nurse. 


12. 


13. 


14. 


15. 


1 
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>'PcovidQr-Client  Interaction:  Client's,  Perception  of  Provider,  Client  Care,  and  Health  Services 

Title:  CHECKLIST  FOR  PATIENTS  Similarly,  those  for  items  8, 13,M8,  23,  2^,  27,  31, 

Authore:  Abdellah,FayeG.,  and  Leyine,  Eugene  ^  ^.^^  "sted  under  re^e  and  relaxaiiorL^ 

V  '  Dietary  needs  contains  the  results  for  items  5, 
Variables:  This  instrument  provides  informa-  ^  11,  12,  19,  32,  ^nd  36.  Elimination  contains  the 
tion  on  seven  vqiriables.  These  variables  are  results  for  items  9,  15,  26,  an^  39*^  The  percent- 
called:  events  indicating  satisfaction  with  care,  ages  for  items  10, 16, 17,  22^28, 30,  33,  42, 43,  and  . 
rest  and  reiaxatiofi^  dietary  needs,  elimination,  50  are  grouped  together  for  providingrinform*an 
personal  hygiew^and  supportive  care,  reaction  tion  about  persona/  hygiene  arid  supportive  care. 
to  therapy,  and  contact  with  hurses.  (See  also  Reaction  to  tkerapv  contains  the  results  for 
".Checklist  for  P^rsonnerVby  the  same^authors.)  *>  .  items  3*,  6,  29,  45,  il,  48,  51,  and  52.  And  contact 
*"  •  .  A  ^  ^  mffe  nwr«e«  contains  the  results  of  7,  14,  21,  25, 
Description:     -               ;     '       :  34,' 35, 37, 40, 41, 46;  arid  49.  \ 

Nature  and  Content:  This  instrument  is  made  The  variables  are  operationalized  by  grouping 
up  of  50  questions  which  describe  a  variety  of  ^responses  tp  the  various  subsets  of  questions 
events  that  may  happen  to  a  patient  during  a  into  a  score  for  each  vHriSihlel  Events  indicating 
typical  day  in  a  hospital.  Only  events  that  relatie  satisfaction  with- care  is  operationalized  by  re- 
fo  ihe  nurse-patient  relationship  are  included  in  ^  .  sponses  to  three  statements  such  as  "My  call  for 
the  set  of  questions.  A  3-point  response  scale  is  .  a  nurse  was  answered  very  promptly."  ^est  iind 
used  to  capture  patient  I'esponses  to  each  ques-  -Relaxation  is  operationalized  by  responses  to  six 
tion.  The  response  categories  on  the  scale  are  statements  such  as  "Bedpan  was  handled  too 
coded  "This^  happened'^ioday,"  "This  happened  noisily."  Dicfari/ nccd«  is  operationalized  by  re- 
sonie  other  day,"  and  "This  did  not  happen."  sponses  to  six  statements  such  as  "Food  was' 
The  instrument  also  has  a  space  for  the  respon-  se^ed  in  a  hurry."  '  Elirrlination  is  opera- 
dent  to 'write  any  alddititJnal  comments  about  .  tionalized  by  responses  to  four  statements  such 
his(her)  experiences  in  the  h(>spital.  ^  ^  ^  as  "Bathroom  Was  not  clean.".PerTOnaZ  hygiene  ' 
•  "The' ChecJklistTfor  Patients-is  scored  in  the  fol-  *  and  supportive  care  is  operatiftnalized  by  10 
lowing  fashion:  j       '     y  statements  such  as  "Bed  :jeas  not  made  right?' 

L  If  a  respondent  piade  a  checkmark  in  either  Reaction  to  therapy  ^  operationalized  by  re- 

or  both  of  the  jSrst  2-scale  response  categories  sponses  to  eight  statements  such  as  "^My  ban- 

..("This  happened  today,"  or  "This  happened  dage  or  dressing  was 'too  tight."  Contact  with* 

some  other  day?'),  theu  that  event  is  coded  l:4f  nurses  is  operationalized  by  responses  to  ,11 

theVesponderitlm'ad/^  a  cheicikmark  in  the  third  statements  such  as  "Nurse  le'ft  before  I  could 

Category^  ("This\  did  not  happen"),  then  that  ask  her  questions."  '  ^ 

event  id  coded  ^^If^W^esponse  is  made  to  a  Administration  and  Scoringr  The  Checklist 

particular  event,  th^n  a  code  9  is  used.  ^  for  Patients  is  given  to  all  the  patients  in  a  hos- 

2.  The  nuniber  and  percent  of  re'spondehts  pital'to  fill  out  on  a  specific  day.  This  instrument 

who  had  a  score  of  1  afce  then  competed  for  each  .is  designed  to  be'used  in  conjunction  with  the 

question.  Since  the  last  six  qu"estions(47;-52)  are  Checklist  for  Personnel  (Abdellah  and  Levine,. 

less  likely  to  happen,  the  percentage  for  these  1957a),  and'  both  instruments  are  to  be  com- 

items  is  not  based  on  the  tot^l  number  of  re-  pleted  by  the  respective  respondents  on  the 

-spondents.  Rather,  only  the  t»tal  number  of  same  day.' Written  instructions  *are  provided  as 

persons  who  had  a  response  coded  either  I'or  2  is  part  of  the  iijstrument.  ; 

used  to  compute  thesc^'percentages.  _    If  a  total  score  across  all  items  is  desired,  then 

3:  The  percentage  figures  are  then  placed.  one  ^ould  count  the  number  of  items  coded  with 

within  the  respective  "seven  areasln  s\ich.a  Way  l/This  score  could  range  from  0  to  50,  where  a 

that  the  ^ve'nt  having  thie  highest  percentage  is  low.score  would  mean  the  mx)st  desirable  situji- 

placed  at  the.top,  and  the  one  having  the  lowest  tion.  >^ 
percetptage  is 'placed  at  , the  bottom  of  the  list.    •       High  rates  of  occurrence  arejtsaumefa  to  mean 

The  percentages  foir  items  4, 20,'^i^nd  38  are  listed  a  potentiaL  problem  exists.^  However,  no  infor- 
under  events^  indicating  Satisfaction  ivith  care,  '"'  rnation  is  provided  as  to  how  "high"  r.  percen- 
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tage  must  be  before  it  denotes  a  significant' 
problem. .  ' 

A  second  scoring  procedure  that  is  used  to 
provide  group-type  data  involves  multiplying  an 
item  response  wijth  an  item  weight  which  can 
vary  from  1  to  5,  The  item  weights  for  each  item, 
respectively,  are  as  follows:  1=NA,  2=NA,  3=^ 

.4=NA,  5=1,  6=2,  7=5,  8=2,' 9=4,  10=3,  11=^ 
12=3, 13^2, 14=3, 15=4, 16=3, 17=4, 18=4, 19=4, 
20=NA,  21=2,  22=3,  23=3,  24=3,  25=3,  26=4, 
27=4.  28=2,  29=3,  30=4,  31=1,  32=1,  33-3,  34=3, 
35=2736=4,  37=2,  38=NA,  39=5,  40=4,  41=3, 
42=4,  43=2,  44=3,  45=3,  46=2,  47=3,  48=4,  49=3, 
50=2,  51=3,  52=3^  When  this  procedure  is  used, 
the  final  score  for  a  group  of  patients  on  any  one 
of  th,e. seven  variables  is  a  percent  and  thus  has 
a  range  ofxfrom  0  to  100.  A  low;  score  again 

,  means  a  more  desirable  situation.  This  weighted 
category  score  is  computed  in  three  steps; 

1.  Multiply  the  number  of  respondents  who 
checked  a  particular  item  by  the  item  weight  for 
that  item.  Do  this  for  all  the  items  in  that  area 
and  add  u^  the  results  foreach  item. 

2.  Add  up  the  item  weigh*^  for  all  the  items  in 
a  given  area  and  ttiultiply  by  the  to||inumber  of 
patients  who  took  the  checklist. 

3.  Divide  the  nlii^iber  from  step  I  by  the 
'  number  from  step  2  and  multiply  by  100.  . 

Development:     '  .  , 

Rationale:  This  instrument  was  developed  to 
provide  information  about  the  factors  related  to 
how  patiieivts.ieel  about  the  nursing  care  pro- 
vided them  when  they  are  in  a  hospital.  This 
specific  test  was  developed  because  the  avail- 
able alternative  instruments  did  not  adequately 
meet  the  following  §ight  criteria: 
*^1.  measures  satisfaction  jwith  nursing  care 
from  patients'  and  personnel's  points  of 
view,  ... 

2.  provides  dafa  that  can  be  quantified  and 
handled  statistically, 

3.  provides  a  sensitive  anjj  reliable  measure 
of  satisfaction,  .  / 

4.  *  reports  what  happened  in  a  way  that  can 
be  validated,         '  .  -  .  ^ 

5..  stimulates  frank  responses, 

6.  idoes  not' rely  too  heavily  on  memory  of " 
respondjsnt,  - 

7.  provides  information  aboilt  specific  com- 
ponents of  patient  care  that  can  form  the 

'  basis  for  constructive  action, 

8.  can  be  administered  quickly  and  without 
difficulty  to  a  very  large  group  of  respon-^ 
dents''  (Abdellah  and  Levine,  1957a). 

Source  of  Items:  There  were  several  phases  in 
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the  development  of  this  instrument.  During  the 
first  phase,  a  team  made  up  of  a  psycKologist,  a 
nurse,  and  a  statistician  visited  personnel  and 
patients  in  "three  hospitals  that  volunteered  tO' 
participate  in  this  effort.  During  this  phase,  lists 
of  specific  occurrences  of  nursing  care  that  could 
be  observed  were  developed.  Instructions  to  pa- 
tients were  to  "list  events  of  care  you  have 
received  that  were  either  satisfactory  or  unsat- 
isfactory" (Abdellah  jand  Levine,  1957a).  Per- 
sonnel were  asked  to  list  events  pf  "patient  care 
that  should  h^ve  been  provided  arid  was  not,  as 
well  as  instances  in  which  patient  care  might 
have  been  improved"  (Abdellah  and  Levine, 
1957a). 

The  sample  from  each  of  the  three  hospitals 
was  made  up  of  100  patients  and  all  nursing  and 
medii^al  personnel  in  3  hospitals.  Sixty  of  the 
patients  were  asked  to  provide  this  information 
four  times  a  day  for  up  to  7  days.  The  remaining 
40  patients  were  asked  to  do  the  above,  and  were 
also  interviewed  by  the  team,  either  individu- 
ally or  in  groups,  in  order  to  elicit  information 
about  other  events  and  get  more  details  about 
those  already  reported. 

In  the  second  phase  of  the  development  eiffort, 
100  events  were  sel^ected  from  those  compiled 
during  the  first  phase.  These^vents,  which  had'^ 
a  higher  frequencWof  occurrence  than  those  not 
selected,  were  then  placed  in  a  list  and  a  4-point 
response  scale  /was  provided  for  patient  re- 
sponses. Patients  were  asked  to  indicate  the 
time  period  during  which  ap  event  had  oc- 
curred: before  breakfast^  breakfast  to  lunch, 
lunch  to  dinner,  after  ^ifmer.  These  checklists 
were  given  /to  all  patients  in  the  same  three 
hospitals  as  before..  In  addition,  some  patients 
were  aske/d  to  \indicate  How  important  each 
event  wa/in  relationship  to  patient  satisfaction 
with  th^  health  care  received.  A  5-point  re- 
sponse ;icale,'  ranging  from  "not  important"  to 
"very  important," ^was  used  to  gather  this  in- 
formajfcion.  '  ; 

In/the  third  phase  of  the  development  effort, 
50  events  were  selected  from  the  100  used  in 
phase  two.  These  events  were  selected  either  or 
both  in  terms  of  their  having  a  higher  frequency 
oft'occurrence  or  as  having  been  rated  as  having 
^  more  importance  to  patients.  All  nonnursing  re- 
lated events  were  also  deleted  from  this  set  of 
Questions.  These  questions  were  given  to/a  new 
jsample  of  patients  at  a  research' hospital,  and 
rsome  of  these  piatients  were  interviewed  to  re- 
/move  any  remaining  ambiguity  from  words  or 
/phrases  in  the  checklist  Each  item  was  also 
j  checked  against  Payne's  list  of  words  (Payne, 
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1951).  During  this  phase,  the  response  scale  was 
also  modified  so  as  to  have  the  following  three" 
categories:  "this  happened  today/'  ''this  hap- 
pened some  other  day,"  and  ''this  did  not  hap- 
pen. 

In  the  ifoiirth  phase  of  this  effort,  the  final 
version  of  the  Checklist  for  Patients  was  given 
to  40  patients  in  2  hospitals  not  previously  in- 
volved in  this  effort.  These  patients  were  also 
asked  to  Q-sort  the  50  statements  so  that  3  were 
most  and  3  were  least  important,  12  were  the 
next  most  and  the  next  least  important,  and  the 
remaining  20  were  in  the  middle.  A  weight  of  5, 
4,  3,  2,  and  1  was  then  assigrjed  to  each  of  the  50 
statements,  based  on  the  average  sorting  of 
these  events  by  the  patients. 

In  the  final  phaSe  of  this  effort,  the  Chiecklist 
for  Patients  was  given  to  all  patients  in  a  sample 
of  fiO^hospitals  located  in  Illinois,  Indiana,^ 
Michigan,  New  Jersey,  New  York,  Ohio,  and 
Wisconsin. 

Reliability  and  Validity:  No  information  is 
provided  about  the  test-retest  or^plit-half  type 
reliability  characteristics  of  this  instrument. 

No  statistical  information  is  provided  about 
the  validity  characteristics  of  this  test.  How- 
ever, attempts  were  made  to  confirm  the  accu- 
racy  of  patient  responses   by  ^determining 
whether  or  riot  the  reported  events  actually  oc- 
curred. The  authors  report  a  high*degr(sfe  of  con- 
firmation of  the  reported  events  (Abdellah  and 
Levine,  1957a).  In  addition,  the  total  scopes  gen- 
erated from  the  test  were  examined  to  see  if 
they.. agreed .  with  patient  feelings  of  overall 
satisfaction  with  the  hospital  in  which,  they  re- 
ceived health  care.  Those  hospitals  in  which  the 
interviews  indicated  the  least  satisfaction  with 
the  health  car^  received  were  also  those  that 
had  a  greater  number  of  events  checked  on  the 
instrument  (Abdellah^and  Levine,  1957a).  Tlie 
authors  also  indicate  that  "The  hospital  that 
had  the  most  favorable  scores  on  the  checklists, 
^as  providing  the  smallest  number  of  total 
nursing  hoiirs  per  patient  day  . . .  [but]  . . that  ^ 
the  professional  :nursing  hours  in  this  hospital 
were  much  higher  than  in  the  other  two  hospi- 
tals participating  in  the  study"  (Abdellah  and 
Levine,  1957a)l  It  was  also  reported  that  pa- 
tients and  personnel  tended  to  rate  the  same 
events  .as.  important  (Abdellah  and  Levine, 
1957a).  Finally,  the  authors  report  that  younger 
patients  are  apt  to  check  more  events  on  the 
instrument  than  do  older  patients  (Abdellah 
and  Levine,  1957a).  »  - 

Use  in  Research:  Since  its  development,  the  in- 


strument itself,  or  adaptations  of  it,  have  been 
widely  used  to  assess  nursing  care  from  the  per- 
spective of  patients  and  from  the  perspective  of 
health  care  personnel. 

Comments:  This  instrumenji  appears  easy  to 
administer  and  score.  Preliminary  results 
suggest  that  the  scores  are  likely  to  be  con- 
gri^nt  with  similar  information  gathered  from 
other  sources  and  are,  therefore,  likely  to  be  ' 
valid.  .  c  ' 

However,  it  ^^ould  be  desirable  to  gather  in- 
formation on  the  inter-item  characteristics  of 
the  test.  These  results  could  then*  be  used  to 
confirm  the  placement  of  the  items  within  sub- 
groups and  to  increase  the  accuracy  of  the  in- 
formation producexl  from  them.  Also,  because 
nursing  practice  has  changed  since -1957  when 
this  instrument  was  developed,  some  items  may 
no  longer  be  relevant  or  significant  events  re- 
lated to  the  nurse-patient  relationship. 

It  would  also  be  useful  to  gather  data  that 
could  be  used  to  help  differentiate  between 
items  or  groups  of  items  that  warrant  remedial 
efforts  versus  items  where  the  cost  benefit  of 
remedial  efforts  would  not  be  sufficiently  high. 

Finally,  since  the  ^yeights  derived  from  a 
Q~sort  procedure  typically  reflect  only  the  opin- 
ions of  .a  majority  of  the  persons  in  a  sample,  it 
would  be  useful  to  devi|?e  a  scoring  procedure 
that  simply  reflects  the  presence  or  absence  of  a 
certain  nuftiber  ot  checks  within  a  subgroup  of 
items.  This  pattern  could  then  be  examined  to 
\  see  if  enough  chfecks  were  present,  across  pa- 
tients, to  warrant  the  development  of  remedial 
procedures. 
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Abdellah,  faye  G.,  and  Levi ne,^  Eugene 
CHECkLIST  FOR  PATIENTS 


TO  OUR  PATIENTS: 

Today  this  hospilol  is  moking  o  study  to  find  out  how  to  give  bcffcr  nursing  cone 
to  you,  ond  to  all  potients  in  the  future. 

On  the  following  poQCS  we  have  listed  things  which^'may  have  hoppened  to 
yoo  while  you  have  been  here.  /  We  ore  oskmg  oH  potients  who  ore  well  enough 
to  help  Ihe  hospital  ond^he/p  ih^  nurses  by  checking  these  ilemt, 

1.  Reod^coch  item  corcfully, 

2.  If  something  did  hoppen  todoy,  put  a  check  in  the  box  which  says,  ••This 
happened  todoy.'*  If  it  did  not  hoppen  todoy,  but  did  happen  some  oifier  day 
during  fhh  stay  in  the  hospital,  put  a  check  in  Ihe  box  v/hich  says,  -'This  happened 
some  other  day/'    (You  moy  hove  to  check  bolh  boxes  in  some  coses.) 

If  it  did  not  fioppen  during  this  stoy  in  the  hospital,  then  check  the  box  which 
toys,  *'This^  did  not  hoppen.** 

3.  Do  not  sign  your  home.  .  \ - 

^       4.  Put  your  completed  form  in  the  envelope  and  seat  it.  \ 

5.  If  there  is  something  you  wont  to  soy  which  is  not  included,  please  write 
it  on  the  tost  page. 

f  lease  be  frank.  Yourfronk  onswers' odded  to  all  other  patients*  will  help 
the  hospttol  get  more  help  . fol*  our  nurses. 
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PATIENTS-   Pl-ACE  CHECK  MARKS  IN  APPROPRIATE  V 
BOXES  FOR  ALL  STATEMENTS 

,  During  My  PRgscNT  Stay 
IM  This  HoispiTAi 

Tilts 

HAPreNci> 

S0^^5  OTHCR 
OAY 

THIS 
diD  NOT 
HAPPCN  . 

f  1  Rodio,  or  TV'  noisy  ^ 

V 

If  o  radio  or  TV  was  noisy  lodoy,  you  would  check  ••fhis  hoppened  fodoy."  If  noisy  some  ofher 
cfoy  dur/ng  your  ptaieni  stay  in  this  hosptlol,  you  would  check  •'Ihis  happened  some  oVher  day/* 
if  noisy  bofhjodoy  ond  some  ofher  dqy,  you  would  check  both  boxes. 


^SL  I  2  My  balh  was  not  given  on  time,. 


If  your'both  was  olwoys  given  on  time  during  your  presenf  sfoy  in  this  hospifoi^  you  would  check 
this  statement  in  the  third  box.  . 


3    Couldn't  get  onylhing  from  the  nurse  for  pain. 

4   :  My  coll  for  a  nurse  was  answered  very^  promptly. 

5^f  Food  troys  left  in  front  of  me  too  long*-  \ 

6    Thermometer  left  in  too  long. 

7    No  onswtr  to  coll  for  a  nurse  for  a  long  time. 

By  Bedpan  was  hondled  loo  noisily. 

9    Bedpan  was  left  with  me  too  long. 

\ 

10    Nurse  or  aide  didn't  leave  mc  clean  towels. 

1 1    Food  was  served  in  a  hurry.                    .  ^  ' 

12    Drinking  wqter  wosn't  cjianged.  ^ 

13    Other  patients  mode  disturbing  noises. 

14    Nurse  left  before  1  could  ask  her  questions. 

15    Hod  to  wait  too  long  for  a' bedpan. 

16    My  nurse  left  me  alonejbo  long  when  1  was  allowed  up.  ^ 

17    TKtfre  was  no  one  to^^d  mo  when  i  needed  help. 

.■■■■'••/                            ■•  . 

18    Room  wos  too  chilly  or  too  worm  to  sleep. 

19    Not  propped.  up«  making  it  hard  to.  enjoy  my  meal. 

20    My  nurse  explained  mj  core  lo  me. 

21    Nurse  wanted  mc  to  do  too  much  for  myself. 

ERIC 
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^ATir-NTS    P'-ACE  CHECK  MARKS  IN  APPROPRIATE 
.  rAiiLrtia..  ^^^^  STATEMENTS 

DuiiNG  My  Prcscnt  Stay 
IH  This  Hospitai 

THIS 
HAPrCNED 
TODAY 

THIS 
HAPPtNfD 
SOME  OTKER 
DAY 

THIS 

DID  NOT 

MAf*DCKl 

^0      1  WMC  ft  At  Knfhnrl  n«  ihorntiahlv  OS  1  WOUld  like. 

9^    f  inlit  ii/nc  tAA  KrinKt  whfin  1  fricd  to  sIcGD. 

44  .    iliCrc  Wy»  VwO  mUvfl  nwi>w       iiiw  iiw»t» 

2d    worses  Olon  i  secni  inicroicw  in  mw. 

--. 

r 

40  ■   DOinroorn  was  nvi  cicon* 

^fl      Dmm  u^ms  Pint  fMMAA  f mnt 

Alw  ImiW  f««n/«l  nr  rMci  n^rtod  Inlomiolec]  freafmenl. 

IW/.'DQirif  iTlBQJ  or  lOi  pciiww  iiiicriw^icu  uj  ii cwiiii«>>f • 

Un#l  tn  nnt  nut  nf  K*rf  to  Iflkfi  o  both  Avcn  thouoh  1  ttU  bod. 

\ 

^S     /^At  ftA#nUM#l  im  Inn  *nrlv  for  lo'mDerottjro  to  Kino. 

%A/m*        aAM^^tfl  MvSlU  nr  fviiit  iiiir^  flffor  1  r^auAtfAd  if. 
^4     YTOS  nOi  MfVCO  fioIlK  or  rruil  |Uiwc  yiiov  i  .re^wc>l«u  ■•• 

'  pAnm  In  AAn*mi  wAt  not  Riodfi  flfiot  ond  Ordfiflv. 

44    my  nurss  IS  oiwoys  in  a  nurrjf. 

IAm  nijr«i»  we^uldnM  tell  me  what  Was  wrono  with  me. 

40    my  lOOO  was  coio  wncn  servvo* 

^Tt'     kA%»                     nnt  tiftll  f«%A  nn\/lt%inn  n^Ai*!  mt/  tr^nlm^nt 
.4/     ■y*/  nUfJC  OIO  nof  ICll  mc  anyining  ououi  my  ifCwiniciii* 

- 

- 

Jo    jviy  nurse  was  especially  nice  ip  me. 

^  ,   —                '  • —                         ■  ■ 

Mnfl  tn  %«#nit  n  fnnn  fimi*  to  Ll^e  tho  DOlhroofll 

AQ    Murie  wos  tinfriendlv. 

4 1    wion  1  see  a  nurse  onon  enougn* 

VLmA  wnc  nnl  rhannAd  whl*n  nficdfid.                                               ^  I 

Kliivftjk  #4i#l  lint  %*/n'«li  nnr4  rilK  \mv  bofiC  woll 

44    Air  in  room  was,  poof.  .  . 

45    Didn't  get  my  medicine  until  late. 

46    My  pide  is  always  in  o  hurry.  -  ^ 
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PAT1FMTS    PIACE  CHECK  MARKS  IN  APPROPRIATE 
PAHENTS:  ^^^^^^  STATEMENTS 

—          ■                                                        ■  « 

.    DuKiNO  My  PficscNT  Stay 
IN  This  Hospitai 

HAPPENED 
TODAY 

THIS 
HAPPENED 
SOME  OTHEK 
DAY 

THIS 
DID  NOT 
HAPPEN 

SOME  OF  TME  FOllOWING  STATEMENTS  COULD  HAVE  HAPPENED  ONLY  TO  SOME  PEOPLE. 
PLEASE  CHECK  ANY  STATEMENT  v/hICH  APPLIES  TO  YOU.    LEAVE  THE  OTHERS  BLANK: 

47  /^A^y  bandage  or  dressing  was  too  lighK  ^ 

No  one  checked  needle  in  my  arm  fo  see  that  fluid  was  running. 

49    1  wos  not  fold  when  1  would  be  operated  on. 

 \  _  .  ,  —L  ^  ^  _ 

SO    Asked  for  a  wheelchair  ond  didn't  get  one. 

51    Asked  for  a  heot  lamp  but  1  never  got  it. 

52**  My  bed  got  wet  from  treatment. 

ADDITIONAl  COAAMENTS: 
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Title:  CHECKLIST  FOR  PERSONNEL 

Authors:  Abdellah,  Faye  G.,  and  Levine,  Eugene 

Variables:  This  instrument  provides  informa- 
tion on  nine  variables;  administering  therapy  to 
patients,  carrying  out  work  assignments,  pro- 
viding needed  supportive  care  to  patients,  con- 
tacting patient's  family  and  friends,  providing 
needecf  help  and  equipmenjt  for  elimination, 
providing  for  needed  comfort  and  safety  mea- 
sures, meeting  the  patient's  aesthetic  needs, 
providing  for  an  atmosphere  conducive  to,  rest 
and  relaxation,  and  providing  heeded  nourish- 
ment for  the  patient.  (See  ^Iso  "Checklist  for 
Patients''  by  the  same  authors.) 

Description: 

Nature  and  Content:  This  instrument  is  made 
up  of  50  questions  which  describe  a  variety  of 
eveM^  that  thay  happen  to  a  patient  during  a 
typical  day  in  a  hospital.  Only  events  that  relate 
to  the  nurse-patient  relationship  are  included  in 
the  set  of  questions.  A  3-point  response  scale  is 
used  to  capture  patient  and  personnel  responses  , 
.to  each  question.  The  response  categories  on  the 
scale  are  coded  "This  happened  today,"  "This 
happened  some  time  during  the  last  7  days,"  and 
"Did  not  happen  during  the  last. 7' days."  fhe 
instrument  also  has  a  space  for  the  respondent 
'to  write  any  additional  comments  about  his(her) 
experiences  in  the  hospital. 
The  variables  are  operationalized  by  grouping 

^responses  to  the  various  Subsets  of  questions 
into  a  score,  fo;*  each  variable.  Administering 
therapy  to  patients  is  operationalized  by  re- 
sponses to  19  statements  such  as  "Dressing  not 
changed  at  proper  time!"  Carrying  out  work  as- 
signments is  operationalized  by  responses  to  six 
statements  such  as  "Nurse  given  too  much  work 
to  do."  Providing  needed  supportive  care  to  pa- 
tients is  operationalized  by  re^'sponses  to  three 
statements  such  as  "Patient  not  informed  about 
treatment  or  medication."  Contacting  patients 

family  and  friends  is  operationalized  by  re- 
sponses to  one  statement:  "Visitors  interfered 
with  treatments  or  medications."  Providing 
needed,  help  and  equipment  for  ^elimination  is 
operationalized  by  responses  to  three  state-*" 

iments.such  as  "Patient  given  cold  bedpan." 
Providing  for  needed  comfort  and  safety  mea- 
sures is  operationalized  by  responses  to  three 
statements  such  as  "Soiled  bed  not  changed 
promptly."  Meeting  the  patienVs  desthetie  needs 
is  operationalized  by  responses  to  three  state- 
ments such  as  "Patient  had  to  wait  too  long  for 
hath.**  Providing  for  an  atmosphere  conducive  to 
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rest  and .  relaxation  is  operationalized  by  re- 
sponses to  fouir  statements  such  as  "Patient 
making  noise  disturbed  other  patients."  Provid- 
ing needed  ' nourishment  for  the  patient  is 
operationalized  by  responses  to  eight  state- 
ments such  as  "Patient  did  not  get  fresh  drink- 
ing water."  j 

Adminiistration  and  Scoring:  The  Checklist 
for  Personnel  is  given  to  all  personnel  in  a  hospi- 
tal to»fill  out  on  a  specific  day.  This  instrument  is 
designed  to  be  used  in  conjunction  with  the 
Checklis't  'for  Patients  (Abdellah\  and  Levine, 
1957a)  and  both  instruments  are  to  be  completed 
by  the  respective  respondents  on  the  same  day. 
Written  instructions  are  provided  as  part  of  the 
instrument. 

The  Checklist  for  Personnel  is  scored  in  the 
following  fashion: 

1.'  If  a  respondent  made  a  checkmark  in.  either 
or  both  of  the  first  2-scale  response  categories 
("This  happened  today,"*  or  "This  happened 
sometime  during  the  last  7  days"),  then  that 
event  is  coded  1.  If  the  respondent  made  a 
checkmark  in  the  third  category  ("This  did  hot 
happen  during  the  last  7  days"),  then  that  eyent 
is  coded  2.  If  no  response  is  made  to  a-particular 
event,  then  code  9  is  used  to  denote  no  response. 

2i  The  number  and  percent  of  respondents 
who  had  a  score  pf  1  are  then  computed  for  each 
question. 

3.  The  percentage  figures  are  then  placed 
within  the  respective  nine  areas  in  such  a  way 
that  the  event  having  the  highest i)ercentage  is 
placed  at  the  "top  and  the  one  having  the  lowest 
percentage  is  placed  at  the  bottom  of  this  list. 
The  percentage  for  items  1, 2, 3,  5, 8, 9, 10, 13, 17, 
23,  25,  26^31,  34,  35,  37,  38,  45,  and  49  are  listed 
for  administering  therapy  to  patients.  Similarly, 
those  for  items  4,  21,  22,  29,  30,  and  33  are  listed 
under  carrying  out  work  assignments.  Providing 
needed  supportive  care  to  patients  contains  the 
results  for  items  19,  27,  and  50.  Only  the  results 
for  item  24  ar^  displayed  under  contacting  pa- 
tient* s  family  and  friends.  The  percentages  for 
items  28,  42,  and  44  are' grouped  together  under 
providing  needed  help  and  equipment  for  elimi- 
nation. The  results  for  items  12,  16,  and  40  are 
displayed  under  providing  for  needed  comfort 
and  safety  measures.  Similarly,  the  results  for 
items  18,  32,  and  36  are  grouped  together  undier 
meeting  the  patient's  aesthetic  needs.  Providing 
for  an  atmosphere  conducive,  to  rest  and  relaxa- 
tion contains  the  results  for  items  6,  14,  43,  and 
47.  The  percentage  for  items  7;  11,  15,  20,  39,  41, 
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46,  and  48  ai  ^  grouped  together  under  prot;idinfir 

•  needed'  nouriahment  for  the  patient. 

If  a  total  score  across  all  items  is  desired,  then 
one  would  count  the  number  of  items  coded  1. 
This  score  could  range  from  0  to  50,  where  a  low 
score  would  mean  the  most  desirable  situation. 

High  rates  of  occurrence  are  assumed  to  mean 
a  potential  problem  exists.  However,  no  infor- 
mation is  provided  as  to  how  "high"  a  percen- 
tage must  be  before  it  denotes  a  significant 
problem. 

A  second  scoring  procedure  that  is  used  to 
provide  group  type  data  involves  multiplying  an 
item  response  with  an  item  weight  which  can 
vary  from  1  to  5.  The  item  weights  for  each  item 
respectively,  are  "as  follows:  1=3,  2=4,  3=5>  4=3, 
5=3,  6=2,  7=2,  8=5,  9=4, 10=5, 11=3, 12=3, 13=4, 
14=3, 15=3, 16=2, 17=3, 18=3, 19=4,  2(^=4,  21=3, 
22=4,  23=3,  24=2,  25=4,  26=2,  27=^3,  28=3,  29=4, 
30=2,  31=4,  32=1, 33=3,  34=3,  35=3, 36=3,  37=4^ 
38=4,  39=2,  40=4,  41=2,  42:^=1,  43=2,  44=3,  45=3, 
46=2,  47=1,  48^=2,  49r=2,  50=4.  When  this  proce- 
dure is  used,  the  final  score  for  a  group  of  per- 
sonnel on  any  one  of  nine  variables  is  a  percent 
,  and  tP  ;  has  a  range  of  from  0  to  100.  A  low 
score  aguin  means  a  more  desirable  ^situation. 
This  weighted  category  score  is  computed  in 
three  steps: 

1,  Multiply  the  number  of  respondents  who 
checked  a  particular  item  by  the  item  weight  for 
that  item.  Do  this  for  all  the  items  in  that  area, 
jand  add  up  the  results  for  each  item. 

2,  Add  up  the  item  weights  for  all  the  items  in 
a  g^iven  area  and  multiply  by  the  total  number  of 

*  personnel  who  marked  the  checklist. 

3,  Divide  the  number  from  step  1  by  the 
number  from  step  2  and  multiply  by  100. 

Development: 

Rationale:  This  instrument  was  developed  to 
provide  information  about,  factors  relating  to 
how  patients  feel  about  the  nursing  care  pro- 
vided them  when  they  are  in  a  hospital.  Thi? 
specific  test  was  developed^lbecause  the  avail- 
able alternative  devices  did  not  adequately 
meet  the  following  eigKt  criteria: 
^        "ITsrneasures  satisfaction  with  nursing  care 

from  patients'  and  personnel's  points  of 

view,  . 

2.  provides  data  that  can  be  quantified  and 
•handled  statistically, 
.3.  provides  a  sensitive  and  reliable  measure 
of  satisfaction,       ^  * 

4.  reports  what  happened  in  a  way  that  can 
be  validated, 

5.  stimulates  frank  responses. 


6.  does  not  rely  too  heavily  on  memory  of 
respondent,  .     Z'  \ 

7.  provides  information  about  specific  com- 
ponents of  patient  care  that  can  form  the 
basis  for  constructive  action, 

.  8.  can  be  ad'minifitered  quickly  and  without 
difficulty  to  a  very  large  group  of  respon- 
dents" (Abdellah  and  Levine,  1957a). 

Source  of  Items:  The  items  were  based  upon  a 
review  of  the  literature;  hospital  observations 
made  by  a  team  which  consisted  of  a  psycholo- 
gist, a  nurse,  and  a  statistician;  lists  co^ipiled  by 
health  care.personnel  and  hospitalized  patients; 
and  the  professional  experience  of  the  authors.^^ 

Procedure  for  Development:  There  were  sev- 
eral-phases in  the  development  of  this  instru- 
ment. During  the  first  phase,  a  teaim  made  up  of 
a  psychologist,  a  nurse,  and  a  statistician  visited 
personnel  and  patients  in  three  hospitals  that 
volunteered  to  participate  in  this  effort.  During 
this  phase,  lists  of  specific  ocysurrences  of  nurs- 
ing care  that  could  he  obs'erved  were  developed. 
Instructions  to  patients  were  to  "list  events  of 
care  you  have  received  that  were  either  satis- 
factory or  unsatisfactory"  (Abdellah  and 
Levine,  1957a).  Personnel  were  asked  to  list 
events  of  "patient  care  that  should  have  been 
provided  and  >yas  not,  as  well  as  instances  in 
which  patient  care  might  have  been  improved" 
(Abdellah  and  Levine,  1957a). 

The  sample  from  each  of  the  three  hospitals 
was  made  up  of  100  patients  and  all  nursing  and 
medical  personnel  in  those  hospitals.  Sixty  of 
the  patients  were  asked  to  provide  this  informa- 
tion four  times  a  day  for  up  to  7  days.  The  re- 
maining 40  patients  were  asked  to  do  the  above 
and  were  also  interviewed  by  the  team,  either 
individually  or  in  groups,  in  order  to  elicit  in- 
formation about  other  events  and  get  more  de- 
tails about  those  already  reported. 

In  the  second  phase.of  the  development  effort, 
100  events  were  selected  from  those  compiled 
during  the  first  phase.  These  events,  which  had 
a  higher  frequency  of  occurrence  than  those  not 
selected,  were  then  placed  on  a  list,  and  a  4-point 
response  scale  was  provided  for  personnel 
responses.  Personnel  were  asked  to  indicate  the 
time  period  during  which  ' an  event  had  oc- 
curred: before  breakfast,  ..breakfast  to  lunch, 
liinch  to  dinner,  or  after  dinner.  These  check- 
lists were  given  to  all  personnel  in  the  same 
thr^e  hospitals  as  before.  In  addition,  some  per- 
sonnel were  asked  to  indicate  how  important 
each  event  was  in  relationship  to  patient  sat- 
isfaiction  with  the  health  care  received.  A 
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5-point  response  scale,  ranging  from  "not  im* 
portant"  to  ""very  important,"  was  used  to 
gather  this  iniormation. 

In  the  third  phase  of  the  development  effort, 
50  events'^ere  selected  from  the  100  used  in 
phase  two.  These  events  were  selected  eith&r  or 
both  in  terms  of  their  having  a  higher  frequency, 
of  occurrence  or  as  having  been  rated  as  having 
more  importance  to  patients.  All  nonnufsingre-^ 
l^ted  events  were  also  deleted  from  this  set  of 
statements.  These  statements  were  given  to  a 
new  sample  of  personnel  at  a  research  hospital, 
and  some  of  these  personnel  were  interviewed  to 
remove  any  remaining  ambiguity  from  words  or 
phrases  in  the  checklist.  Each  item  was  also 
checked  against  Payne's  list  of  words  (Payne, 
1951).  During  this  phase,  the  response  scale  was 
also  modified  to  the  following  three  categories: 
"this  happened  today,"  "this  happened  some 
other  day,"  and  "this  did  not  happen." 

In  the  fourth  phase  of  this  effort,  the  final 
version  of  the  Checklist  for  Personnel  was  given 
to  57  personnel  in  two  hospitals  not  previously 
involved  in  this  effort.  These  personnel  were 
also  asked  to  Q-sort  the  50  statements  so  that  3 
were  most  and  3  were  least  important,  12  were 
next  most  ana  next  least  important,  and  the 
remaining  20  were  in  the  middle.  A  weight  of  5, 
4,  3,  2,  and  1  was  then  assigiwed  to  each  of  the  50 
statements,  based  on  the  average  sorting  of 
these  events  by  the  personnel. 

In  the  final  phase  of  this  effort,  the  Checklist 
for  Personnel  was  given  to  aP  '^rsonnel  in  a 
sample  of  60  hospitals  located  in  Illinois,  In- 
diana; Michigan,  New  Jersey,  New  York,  Ohio, 
and  Wisconsin.  ^ 

Reliability  and  Validity:  No  information  is 
provided  about  tj[;ie  test-retest  or  split-half  type 
reliability  characteristics  of  this  instrument.  - 

No  statistical  information  is  provided  about 
the  validity  charabteristics  of  this  test*  How- 
ever,, attempts  were  made  to  confirm  the  accu- 
racy of  personnel  responses  by  determining  if 
the  reported  events  iactually  occurred.  The.  au- 
thors report  a  high  deg^ree  of  confirmation  of  the 
reported  events  (Abdellah  and  Levine,  1957a). 
In  addition,  the  total  scores  generated  from  the 
test  were  examined  to  see  if  they  agreed  with 
patient  feelings  of  overall  satisfaction  with  the 
hospital  in  which  they  received  health  care. 
Those  hpspitals  in  which  the  interview  indicated 
the  least  satisfaction  with  the  healthcare  re- 
ceived were  also  those  ^  that  .  had  a  greater 
number  of  events  checked  on  -the  instrument 
(Abdellah  and  Levine,  1957a).  The  authors  also 
indicate  that  "The  hospital  that  had  the  most 


favorable  scores  on  the  checklist  ViraTproviding 
the  smallest  number  of  total  nursing  hours  per 
patient  day  . . .  [but]  . . .  that  the  professional 
nursing  hours  inpthis  hospital  were  much  higher 
than  in  the  other  two  hospitals  participating  in 
the  study"  (Abdellah  and  Levine,  1957a). 

.v.-  ■    ^    .  ■  ■.^^ 

;"lJse  in  Research:  Since  its  development,  this  in- 
strument itself,  or  adaptations  of  it,  have  been 
widely  used '  o  assess  nursing  care  from  the  per- 
spective of  patients  and  from  the  per$pective  of 
health  care  personnel. 

Comments:  This  instrument  appears  to  be  ^asy 
to  administer  and  score.  Preliminary  results 
suggest  that  the  scores  are  likely  to.  be  con- 
gruent with  similar  information,  gathered  from 
other  sources  and  are,  therefore,  likely  to  be 
valid.  ^  ... 

However,  it  would  be  desirable  to  gather  in- 
formation on  the  inter-item  characteristics  of 
:the  test.  These  results  could  then  be  used  to 
confirm  the  placement  of  the  items  within  sub- 
grdups  and  to  increase  the  accuracy  of  the  in- 
formation  produced  from  them.  Also,  because 
nursing  practice  has  changed  since  1957  when 
'this  instrument  was  developed,  some  items  may 
no  longer  be  relevant  or  significant  events  re- 
lated to  the  nurse-patient  relationship. 

It  would  also  be  useful  to  gather  data  th^t 
could  be  used  to  help  differentiate  between 
items  or  groups  of  items  that  warrant  remedial 
efforts  versus,  items  where  the  cost  benefit  of 
remedial  efforts  would  not  be\sufficiehtly  high. 

Finally,  since  the  weightgj  derived  from  a 
Q-sort  procedure  typically  reflect  only  the  opin- 
ions of -a  majority  of  thfe  persons  in  a  sample,  it 
would"  be  useful  to  devise  a  scoring  procedure 
that  simply  reflects  the  presence/  or  ab- 
sence of  a  certain  number  of  checks  within  a 
subgroup  of.  items.  This  pattern  could  th^ft  be 
examined  to  see  if  enough  checks  were  present, 
across  personnel,  to  warrant  the  development  of 
remedial  procedures/  . 
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Abdellah,  Faye  G.»  and  Levi ne^  Eugene 
CrtECKLISt  FOR  PERSONNEL 

NOINIMNAMl  AND  AOOiUt 


tOOUR  PERSO??NEJ.--PlEASE  CHECK  TIRE  OF  YOUR  POSITION: 
□   Hospital  Administration  .    LJ   Instructor        •.  ' 
a  Doctor  LJ  Head  Nurse 

Nursing  Administration    >  LJ   Professional  StafF  Nurse 

□ ,  '  r-i  Proressidnal  Nursmg 

Supervisor  ,  ^  LJ  Studenr 


rn   Practical  Nurse  or 

L-l    Practical  Nursing  Student 

□  Nursing  Aide 

□  OnJerly 
Other  (Sptxify) 


Today  this  hospital  Is  making  a  (tudy  to  find-  out  how  to  give,  better  nursing  care 
to  our  patients.  • 

On  the. following  pages  wo  have  listed  things  which  may  have  happened  to  one 
or  mare,  patients  during  the  last  7  days.    We  ore  asking  all  personnel  to  help  the 
;  ftospitof  oVid  help  the  nursing  x^laff  by  checking  these  items. 

!•  Read  each  item. carefully. 

\r  2*  If  something  did  happen  today,  pu\  a  check  in.ihe  box  which  soys,  'This 
l^ppened  today."  If  H  did  hot  hoppen  today,  but  did  happen  some  other  time  during 
ti^^' lost  7  days,  put  a  check  in  the  box  which  soys,  "This  happlened  some  other  time 
during  . the  lost  7  days."  (You  may  hove  to  check  both  boxes  in  some  cases.)  If  it 
did  hoi  hcppen  at  all  in  the  lost  7  days,  then  check  the  box  which  soys,  "This  did  ndf  ' 
hoppen.'* 

3«\Do  not  sign  your  name. 


4.  ^ 


your  completed  form  in  the  envelope  and  seol  it. 


ere  is  something. ycu  .wont  tQ  say  which  is  not  included,  please  write  it  on 
-  the  last  poge.X 

Please  be  tirank.    Your  frank  answers  added  to  those  of  all  other  personnel  will 
help  the  hospitol^gct  more  hielp  for  our  nursing  stoff. 


PSYCHOSOCIAL  INSTRimENTS  616 


4 


PIACE  CHECK  MARKS  IN  APPROPRIATE  BOXES  FOR  ' 
^       •                  All  STATEMENTS 

 -  ■                    ■  t 

This  Happcnco  — 

Did  Not 

TODAY 

SOME  OTM6R 

TIME 
OURtNC  lAST 
7  DAYS 

HAfPfN 

Last 
7  Days 

1            not  mdri#  romfortobtG  for  O  noficnf* 

^    rQiicni  noi.,propcriy  prcpprca  lor  apewiai  ireoimcnis.       .  ^ 

3  '  Post-op  or  criticol  poficnf  left  uno (tended  for  o  lohcj  time. 

A    Sftid^nl  nun^  or  oidc  ossianed  duties  beyond  coDobilities.  . 

\ 

A 

S    PoiS#nf  had  fo  wott  too  lono  to  hove  liaht  answered. 

O     r^ci«vnnci  iaii*ca  loo  i wo i j..  u uiwi ^vii* 

m 

; 

7    Priti«nl  rlirl  nol  nn^  fresh  drinkino  woter.     <^       '  . 

/ 

II'     Pnfi^nf  rlirl  nnf  rp^Pivi*  nooacd  mcdtCOtton* 

O     F/«fi7nmonl  fnr  nnliPtif'  nnf  worWina  corrGCtly> 

10    Potient  with  commOnicoble  discose  not  properly  isolotcd. 

1  1      v#w*o  luou  acrveu  lu..  poiicnfj  - 

V  ■ 

1 A   \  rOTierii  nor  posiMoncu  corrcwiiy  in  ocu» 

13    PoiSenf  l^ft  wifhoul  sianal  cord  within  reoch. 

\A      PMliAn#'«  rnnm  Inn  rh^llv  nr  foo  worm  . 

1  ^      tnfnif  jfe  nn^  •niilmif  cKaaIc  wi*ri^  nol  COfnolsfpd. 



"i.o    oolica  oeu  noi  cnoncjeu  prornpiijr* 

1 

17     Pflfl#nt  nnl  niv^n  needed  helo  with  trov.  urinol.  etc. 

•  ( 

lo    rOficnr  noF  Qiven  o.  m*  or  p,  core. 

\ 

.        /  . 

10      Klifp<A  wnc*^ iinf rt^nn In  nnlieni 
17      l^wisc  wua  uiiii iwiiu  1 T  lu  puiiciii* 

rOiienr  s  TiUlu  inroKe  ona  ouipur  were  inaacquoic. 

\  ' 

21.    Nurse^Q'^^'^       much  work  to  do* 

\  ■  ■ 

1 

1  ' 

a' 

99     tnc't«fRriAfil  infnrmnfinn  nSven  ohout  ihtf  Ootient's  condition. 

s23    Patient  hod  to  wait  too  long  for  treatment  or  surgety. 

.  ■  •  - 

t 

24    Visitors  interfered  withl^trcqtmcnts  or  medications. 

25    Could  not  find  medicotion  or  cqu^ipment  needed. 
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KACE  CHECK /^RKS  IN  APPROPRIATE  BOXES  FOR 
Alt  STAIEME^JlS              ,  ■ 

THtS  HAPfCNCD  — 

Dio  Not 

TdOAY 

SOME  OTHER 

TIME 
DURING  UST 
7  OAYS 

II 

Happen  , 

DURINGv 

7  Days 

23  x?a»ien»'s  room,  loo  cluttered — intecfered>  with  It'eolmenl. 

37' '  Patient  not.  Informed  obout  Ircotment  or  mvifdicolion. 

> 

28  -foftenl  did  not  get  help  to. bathroom  when  needed.    •  • 

,  ■  .V 

29    Immedtote  supervisor  ignored  reportwcf^otient*s  difficulties. 

V  1 

1  ^ 

30    Aide^hod  too  much  cleoning  to  do. 

f 

31    Patient  did  not  get  medicotion  oh  time.  *  ^ 

32    Patient  hod  to  woit  too  long  for  both. 

33    Nurse  was  eisigncd  too  much  clerical  or  desk  wdrk. 

34    Patient  got  out  of  bed  ogoinst  orders.    "     •^  r 

35    Dressing'  not  chonged  ot  prop'br  time.  '.^^ 

36    Patient  did  not  receive  adequate  moOth  oare.                *.  - 

37    Patient  went  too  long  without  urinating  *or  o  bowel  movement. 

38    Patient  t\ot  ^iVen  needed  treotment.  % 

• 

^139  :  Patient  did  not  hove  needed  drinking  glos?  or  straw.  / 

ft 

40    Side  roil(s)  leO  ddwn  on  bed  of  patient  who  needed  iV^up. 

41    Patient  did  not  receive  food  on  time. 

42    Pptient^given  cold  bedpon. 

43    PQtient  making  noise  disturbed  other  patients. 

■  ^  •  *  V  •  . 
44    Bcdpon  not  brought  to  patient  prompti/. 

.45  ,  Patient  ploccd  in  wheolchoir  without  sufficient  support.    ,  . 

 \ — Si. 

44    Patient  unoble  to  re^ch  drinking^'water. 

47    Potient  complained  obcut  being  awakened  loo  early. 

.'48  .  Patient  ro!lcd  up  too  long  before  trays  arrived. 

49.    Patient  not  screened  dyring  medication^  treatment^  or  rounds.  ~ 

50    Patient  did  tiot  get  enough  attention  from  nurse(s).  ^ 
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Title:  PATIENT  SATISFACTION  INTERVIEW 
FORM  . 


Author:  Collins,  Verl^ 


\ 


Variable;  Patient  satisfactiontwith  riui*sing  care 
as  it  can  be  inferred  from  percepti<)na'  of  the 
hospital  experience,  and  patient  understanding 
of  personal  illness  is  the  variable^ 

Description:    *  <t  ^  ' 

'^Nature  an^Content:  This  is  a  20-item,\  struc- 

'tured  inter/view  guide,  ft  was  designed  to  elicit 
patients'  perceptions  about  a  variety  of  situa- 
tions they  may  have  experienced  during 
hospitalization  .  and  •  the  patients^  personal 
yjiider standing  of  the  illnesses  which  resulted  in 
the  hospitalization..  Both  questions'  and  re- 
sponses follow  a  variety  of  format's,  ?".g.,  open-  , 
ended,  multiple-choice,  yes-no, 

Administrtotion  and  Scoring:  The  instrument 
was  designed  to  be  administered  by  trained  in- 
terviWers.  The  author  provided  an  orientation 

^  to  the  skills  needed  for  those  who  participated  in 
her  data  ^oUectiqn.  However,  no  sp^ecific  infor- 
mation regarding  the  cont^nt  of  this  orientation, 
was 'provided,  nor  was  an  acceptable  rate*  of 
iijterrater'  reliability  recommended.  Approxi- 
mately 30  njinutes  are  required  for  each 
i^tervieyr.  ^ 

|No  inforlniatlon  on  scoring  per  se  was  pro- 
vided; the  instrument  -wag  coded  for  com- 
putenza^ion^ 

/  V  *.  •  '    *  ' 

Development: 

;  /Za^ToriaZe;  The  instrument  was  not  based  on 
any.speciiic  theory. 

I  Squrbe  of  liem^  Most  of  the  questions  con-^ 
tained  in  this  instrument  w      contained  in  a 
much  longer  instrument /called  the  Medical 
Center  Hospital  of  Vermont  (MCHV)  Outcome 
Study  Questionnaire  (Houston,  1971). 

Procedure  for-  Development:  No  information 
was,  provide  d.f  / 

Reliability  and  VqXidity:  No  information  oti 
reliability  wa^  provided.  / 


Oata  were  submitted  to  chi-square  analysis  to 
determine  whether  or  not  there  were  significant 
•differences  in  patient  satisfaction  with  primary 
nursing  ks  opposed  to  team  nursing'.  There  >yere 
QO  significant  differences  on  any  item  other 
thari^  item  20,  i.e.,  those  patients  who  had  re- ^ 
ceived  care  under  primary  nursing  indicated  a 
willipgness  to  return  to  the  hospital  more  often 
than  did  those  who  had  been  cared  for  by  team 
nursing  (p=0.05,  n=80). 

U^e  in  R^search:  CoUins's  (1975)  use  ^f  the  in- 
strument^is  described  in  her  dissertation*  refer- 
enced below.  .  ^ 

Comments:  Any  potential,  user  should  examine 
the  items  of  the  instrument  carefully.  To  deter- 
mine for  himself(herself)  how  and/or  if  each  is 
truly  a  measi  re  of^atient  satisfaction  and  un- 
biased toward  e  particular  staffing  pattern.  No 
Scoring  procedures  were  developed  for  the  in- 
strument per  se;  therefore,  in  its  present  form, 
it  provides  only  descriptive  data.  However,  with 
a  great  deal  of  psychometric  attention,  it  could 
serve  as  a  basis  for  developing  a  reliable,  valid 
instrument.'  . 

References:  ^ 

Collins^  Verla.  The  primary  nursing  role, as  a 
model  ^for  evaluating  quality  of  patient  care, 
patient  satisfaction^  and  cost  effectiveness  vh 
an  acute  care  se^Hnflr.  Unpublished  doctoral 
dissertation,  Umversjty  of  Utah,  1^75. 

Houston,  C.  S.  Outcpme  of  hospital  care:'Patient 
perception,  April-June,  1970.  Univ^sity  of 
Vermont  College;  of  Medicine,  Department  of 
Community  Medicine,  February  1971. 

Availability: 

Veria  Collins,  R.N.,  Ph.D. 

Health.  Services  Corporation  of  the  Church  of 

Jesqs  Christ  of  Latt^r-Daiy  Saints 
Salt  Lake  City»  Utah  84111  .  '  . 

Instrument  Copyright:  None. 
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Collins,  Verla 
PATIENT  SATISFACTION  INTERVIEW  FORM 

JJ^od  morning  (afternoon,  eveping)  Mr.,  Mrs.,  or  Mi 


ss 


^  '    I  am    and  I  am  helping  with\a  study  to  determine 

how  the  nursing  care  in  the  hospital  is  meeting  patients'  health  needs. 
;We  are  talking  to  .patients  discharged  from  the  hospital  during  a  two 
month  period.    Your  help,  by  answering  a  few  questions,  would  be  very 
muc^  ^ippreciated.    The  information  is  confidential  and  will  be  used  for 
statistical  purposes.    This  study  has  been  approved  by  the  hospital  and 
your  doctor. 

!•     When  first  taken  to  ypur  room  was  the  attention  and  orientation 
you  received 

excellent*  good   fair       .  poor 

2.     After  you  were  in  your  room,  did  someone  explain  hospital  rules 

\.        ■  ■  • 

and  procedures  to  you? 

Yes  ___ 
.No 


3;     About  how  many  nurses  did  actually  iexamitie  or  talk  with  you  in  the 
first  two  days  after  you  came  to  the  hospital.  .  ;     Was  it 

(a)  1  to  3    / 

(b)  4  to  .6  __j  ■ 

(c)  7  Jo  9  / 

(d)  more  than  10?  I 


PSYCHOSOaAL  INSTRUMENTS 

3a.     Did  you  think  that  was 

(a)  too  many  ^jy^ 

(b)  not  enough,/  or  ■ 

/      .    .    -  ■ 

(c)  about  right?  ■ 
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Did  you  knew  w:hich  registered  nurse  was  in  charge  of  your  care? 

always  usually  never  

4a.  Can  you  tell  me  the  nurse's  name? 


5.     Were  your  personal  wishes  and  needs  considered  before  procedures 


\ 


were  carried  out? 


always 


/ 


usually 


never 


6. 


If  several  nurses  examine  or  talk  with  a  patient  rather. than  one,  do^ 
you  believie, . . 


(a)    the  patient  gets  better  care 


(b)  \  the  patient  gets  wdrse  care,  or 

(c)  \  that  it  doesn't\make  any  difference 


7.     Can .  yo 


(d)  kon't  know  or  no  opinion 
u  tell 


why  you  feel  this  wiay? 


8.     Did  you  get  enough  attention  from  nurses  while  you  were  in  the  hospital? 

yia .  . 


(b)  no 

/! 


\ 


ERIC 


\ 
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9«  ^  As  a  result  of  nursing  care  in  the  hospital,  do  you  think  your  sickness 
or  health  problem  was  • . .  ^ 

ii  '  ^     .  ■  ■ 

'    (a)  improved,   


(b)  not  improved,  or 

(c)  made  worse? 


10.  When  you  are  sick,  do  you  like  to  know  as  much  as  possible  what  is 
wrong  with  you? 

(a)  yes    ' 

(b)  no  '  

(c)  other   

11.  While  you  were  in  the  hospital  were  you  able  to  find  out  all  you  wanted 
to  know  ab^ut 

Yes  No 

•  (a)  '  your  health  condition  or  problem?  


(b)  your  treatment? 

> 

(c)  your  progress? 
12.  Who  gave  this  information? 


13.  Werei  you  able  to  get  enough  rest  while  you  were  in^tiie  hospital? 
(a)  yes   


\ 

\  ■ 


\ 
\ 


(b)     no   ^ 

\       ■       .   '  .  ■ 

14;.  Could  you  tell  mc  what  you  thought  of  the  nursing  care  you  received 
vrhile  you  were  in  the  hospital  ... 

\         (a)    excellent   good    fair.  ,  poor  - 


ERIC 


;    .  >  tfoa  1 4t ,  was-iVv.  i 


PSYCHOSOCIAL  INSTRUMENTS 

(b)  *  personal  ^  o):  impersonal? 

(c)  gentle   ,  or  rough? 

(d)  prompt   ,  or  slow? 


15i  While  you  were  in  the  hospital,  is  there  any  particular  thing  that 
happened  with  nurses  which  you  could  tell  me  about? 


16.  How  did  your  family  feel  about  the  nurses  and  the  care  they  gave' 

excellent     '  good     •  fair   poor   

17.  When  you  left  the  hospital^  did  you  feel  that  ... 

(a)    you  had  enough  understanding  of  your 

sickness  or  health  problems?  Yes   

No 


(b)  you  wanted  to  ask  more  questions 

•  about  your  health?  Yes 

No 

(c)  or  that  you  would  be  able  to  find  out 

later  what  you  wanted  t6  know. .  .  Yes 

'      .  .  No 

18.  When  you  left  the  hospital,  did  you  feel  that  those 

'who  took  care\  of  you  understood  your  most 

■    ,  Yes 
important  health  problems?  ,  No 

19.  When  you  left  the  hospital,  did  you  feel  that  the 
_\  nurses  who  took  care  of  you  gave  you  the  best 

Yes 

possible  care?  ,  No 
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,     20.  Now  if  you  had  the  same  or  another  problem  which  needed 
hospital  care  :vould  you  • . . 

(a)  '  gladly  go  back  to  this  hospital, 
;  ,   (b)    neverxgo  back  to  this  hospital, 

(c)    try  to  go  somewhere  else  first, 
(.d)    go  to  this  hospital  only  if  very  ill,  or 
.  (e)    refuse  to  go  to  any  hospital? 


erIc  . 
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Title:  INPATIENT  PSYCHIATRI6  TREAT- 
MENT PROGRAM  EVALUATION 

Author:  Freeman,  Cy.nthia  K. 

Variable:  The  helpfulness  of  15  treatment  mo- 
dalities utilized  in  an  inpatient  psychiatric 
treatment. program  as  judged  by  patients  dis- 
charged from  the  program  is  the  variable  being 
measured. 

Djescription: 

Nature  and  Content:  This  instrument  consists— 
of  a  list  of  15  treatment  modalities  and  aspects" 
of  hospitahzation  with  possible  response  alter- 
natives on  a  Likert-type  scale  which  ranges 
from  l=very  helpful  to  5= unhelpful.  Spaces  for 
items  of  demogrraphic  data  are  included  and  in- 
structions for  completion  of  the  questionnaire 
are  printed  on  the  top  of  the  first  page  of  this 
two-page  instrument.  There  is  space  for  respon- 
dent comments  following  each  of  the  15  items  as 
well  as  space  for  the  respondent  to  add  addi- 
tional items.  Examples  of  items  are:  morning 
rounds,  community  meeting,  interaction  with 
other  patients. 

I  Administration  and  Scoring:  No  special  provi- 
sions are  necessary  for  completion  of  the  in- 
strument; any  literate,  time-  place-  person- 
oriented  respondent  can  complete  it. 

Patients  are  provided  with  these  instructions: 
"Below  are  listed  a  number^  of  programs  and  « 
aspects  of  being  a  patient  . . .  please  consider 
each  one  at  a  time  and  decide  how  helpful  they 
were  to  you  during  your  hospitalization.  Then 
circle  the  number  that  comes  closest  to  your 
decision."  '  . 

The.  instrument ^Ts  scored  by  averaging  re- 
sponses for  each  item  across  subjects. 

Development:  * 

Rationale:  One  of  the  important  aim3  of  work-  ■ 
ers  in  the  health  care  system  is  to  improve  ther'.v 
services  that  are  offered  ta  patients-  A  valuable 
way  to. evaluate  and  make  improvements  is  to 
ask  the  patients  themselves  to  share  their  opin- 
ions concerning  programs  they  have  partici- 
pated in.  .         a  ^ 

Source  ofjtems:  I^^jjis  were  selected  to  sam- 
ple the  major  aspects  of  psychiatric  hospitaliza- 
tion.       ^  ^ 


Procedure  for  Developrhent:  The  question- 
naire construction  was  based  on  ideas  contained 
in  Fryling  and  Fryling  (1960).  and  Leonard 

(1973).       •       .        •  ^  ^ 

Reliability  and  Validity:  This  instrument  was\ 
developed  for  a  descriptive  study.  No  attempt 
has  been  made  to  assess  its  reliability. 

An  attempt  was  made  to  assure  content  valid- 
ity by  the  author's  consultations  with,  a 
psychiatric  unit  head  nurse  and  a  clinical 
specialist.  These  experts  agreed  that  all  major 
aspects  of  hospitalization  were  included  in  the 
.instrument.        \  .  ^ 

Use  in  Research:  The  instrument  was  developed 
and  used  by  Freeman  (1976)  to  investigate  what 
aspects  of  the  Clinical  Psychiatry  Unit  of  a  Uni- 
versity Hospital  discharged  patients  perceived 
as  having  been  most  helpful.  Discharged  pa-* 
tients  were  contacted  by  mail  and  asked  to  com- 
plete a  followup  questionnaire.  ^/ 

Comments:  The  instruinent  provides  a  useful 
basic  list  of  the  major  aspecta  of  psychiatric 
hospitalization;  however,  its  reliability  must  be 
demonstrated  and  its  validity  strengthened  by 
additional  psychometric  attention.  Also/  a  true 
Likert-type  scale,  the  midpoint  should  represent 
a  neutral  position.  / 

/ 

References:  -  <,  ' 

Freeman,  Cynthia.  A  descriptive  study  of 
selected  psychiatric  patients'  ifost-hospi- 
talization  evaluation  of  their  in-patient 
psychiatric  treatment  program.  Presented  at 
the  Second  Annual  Research  Symposium, 
University  of  Minnesota,  School  of.  Nursing, 
Minneapolis,  1976. 

Fryling,  Vera  B.,  and  Fryling,  Gerald.  Patients' 
attitudes  toward  sociotherapy.  The  Psychiat- 
ric Qua-tterly  Supplement,  1960,5-4,  97-115. 

Leonard',  C.  V.  What  helps  most  about  hospitali- 
se,  zationZ  Comprehensive  Psychiatry,  1973, 
"  365-369. 

Source  of  Information: 
Cynthia  K.  Freeman 
Health  Counseling  Services 
4829  Minnetonka  Boulevard 
St.  Louis  Park,  Minn.  55416 

Instrument  Copyright:  None. 
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Freeman,  Cynthia  K. 

INPATIENT  PSYCHIATRIC  TREATMENT  PROGRAM  EVALUATION 


SEX:   .Male  _ 
Female 


AGE;  18-30  yrs,_ 
31-45  yrs.  _ 
46^-60  yrs.  _ 
over  60  yrs • 


LENGTH  OF  HOSPITALIZATION: 
10  days'^l  mo.   

1  mo. -2  ma.  .  . 

2  mo.r3.mo. 
3  months 


over 


INSTRUCTIONS:  Below  are  listed  a  number  of  programs  anid  aspects  of  being  a 
patient.    Please  consider  each  one  at  a  time  and  decide  how  helpful  they  were 
to  you  during  your  hospitalization.    Then  circle  the  number  that  comes  closest 
to  your  decision.    Space^  I3  ^provided  after  each  Item  for  you  to  make  a  brief 
comment  concerning  your  reason  for  evaluating  a  certain  .Item  as  helpful  or 
unhelpful.    Suggestions  for  ways  to  Improve  the  different  programs  are  also 
Welcomed.    Feel  free  to  write  on  the  back  of  the  page  If  you  need  more  room. 


1.  Morning  Rounds 
Comment : 

2.  Group  Therapy 
Comment : 


very 
helpful 


;\i — 

very 
helpful 


helpful 


helpful 


unhelpful 


 5 

unhelpful 


3.'   Occupational  Therapy  1  

very 
helpful 

Comment : . 


«3  

helpful 


-4— . 


unhelpful 


4.  Community  Meeting  1  

very 
helpful 

Comment : 

5.  Activity  .Meeting        1 — — 

very 
helpful 

Comment : 


6.  Social  Activities  1— •  

^  very 

.  *    '  helpful 

Comment : 

7.  Medications 

Doesn't  apply  to  me 
Comment: 


helpful 


helpful 


unhelpful 


-3 — 


very 
helpful 


helpful 


helpful 


 5 

unhelpful 


unhelpful 


-4  7^-- — 5 

{unhelpful 
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8.    Electroahock  Treatments  1- 


very 
helpful 

Do^esn^t  apply  to  me  

Comment : 

9.    Interaction  with  primary  1- 

nurse  very 

helpful 

Comment : 

10.    Interaction  with  Doctor  1  


helpful 

'\ 


unhelpful 


helpful  unhelpful 


very 
helpful 


helpful  unhelpful 


Comment : 


11.    Interaction  with  other  1- 


•  staff  very 
helpful 

Comment i 

i2.    Interaction  vltK  other     1  -r  2- 


helpful 


-3 — 


patients  very 
helpful 


helpful 


unhelpful 


.-4  5 

Xinhelpful 


Comment : 


13.  '  Being  a  community 

officer 

Doesn't  apply  to  me  _ 
Comment: 

14.  WeekenH  Passes 
Comment : 


very 
helpful 


very 
helpful 


helpful 


unhelpful 


-2- 


.helpf ul 


\ 


15 .    Being  In  a  new  environ-    1—  2  — -S.-^  4 


ment  very 
helpful 


helpful 


Comment: 
16.  Other 

Comment : 


very 
helpful 


ll^elpful 


unhelpful 


 5 

unhelpful 


unhelfi^fui; 


626  •  *  vo] 

Title:  PUTRELL  INVENTORY  OF  PERCEP- 
TIONS  TOWARD  HEALTH  MAINTENANCE 
SERVICES  FOR  THE  ELDERLY 

Author: -Futrell,  May  . 

Variables;  A  subjec£*s  perceptions  of  (1)  the 
healtih  needs  of  the  elderly,  (2)  the  decrree  to 
which  those  needs  are  being  met,  and  (3)  who 
should  meet  those  needs,  are  the  variables 
under  study.  Elderly  Is  delfined  as  any  person 
over  65  years  of  age. 

Description: 

Nature  and  Content:  This  instrument  consists 
of  a  list  of  17  needs  which  the  author  identified 

°  as  health  care  needs  of  the  elderly.  Each  need  is 
followed  by  three  questions  relevant  to  that 

^need.  The  first,  which  has  four  categories  for 
recording  a  response,  elicits  information  about 
the  degree^of  importance  associated  with  each 
need  specified  on  the  instrument.  The  four  re- 
sponse categories  are:  extremely  important,  im- 
portant, little  importance,  and  not  important. 
The  second  set  of  responses  elicits  information « 
about  the  degree  to  which  the  need  is  being  met 
through  existing  services.  The  four  response 
categories  are:  always  met,  usually  met,  seldom 
met,  arid  never  met.  The  final  set  of  responses' 
elicits  information  regarding  which  person  or 
'group  of  persons  should  have  the  primary  re- 
sponsibility for  meeting  the  need  specified.  The 
six  response,  categories  are:  physician,  nurse, 
social  worker,  paraprofessional,  patient,  and  pa- 
tient's family. 

Administration  and  Scoring:  No  special  provi- 
sions are  necessary  for  administering  this  in- 
strument. Instructions  are,  provided  as  j)art  of 
the  instrument.  The  author  indicated  that  ap-  '' 

j)roximiately  15  minutes  are  required  for  its 
completion. 
No  information  oh  scoring  was  provided. 

Development: 

Rationale:  No  information  regarding^  an  un- 
derlying theoretical  rationale  was  provided. 

Source  of  Items:  The  items  were  based  upon  a 
review  of  the  literature  and  the  author's  profes- 
sional experience. 


IB  2 

Procedure  for  Pevelopment:  No  information 
was  provided  regarding  the  procedures  used  to 
develop  the  instrument*  .  .  , 

Reliability  and  Validity:  No  reliability  infor- 
mation was  provided,  ^ 

The  instrument  has  face  validity. 

Use  in  Research:  This  instrument,  along  with 
Kogan's  "Old  People  Scale,"  was  used  by  Futrell 
(1975)  for  her  dissefHation  research  referenced 
below. 

Comments:  This  instrument  is  still  in  the  very 
early  stages  of  development,  and  more  informa- 
tion is  needed  before  its  potential  usefulness  can 
be  fairly  assessed.  The  subject  addressed  by  the 
instrument  is  timely,  and  the  instrument  could 
be  used?  with  health  care  consumers  as  well  as 
health  c^re  providers.  However,  an  unnecessary 
bias  is  introduced  by  the  explanation  which  fol- 
lows each  identified  need,  e,g.,  iiem  6  indicates 
that  housing  is  important,  but  6ne  of  the  re- 
sponse categories  is  "not  important."  Response 
categories  for  the  variable  "importance"  could 
be  strengthened,  i,e,,  "extremely  important" 
and  "not  important"  are  not  conceptual  oppo- 
sites,  and  it  would.be  preferable  not  to  mix  the 
terms  "important"  and  "importance." 

Though  th^  author  did  not  develop  a  scoring; 
system  per  se  for  the  instrument,  one  could  be 
developed. 

References:  I 
Futrell,  May,  Attitudes:  of  physicians  J  nurses, 
and  social  workers  ' toward  the  elderly  and  to- 
ward health  j^intenance^  ser:pice  for  the  aged: 
Implications  for  health  manpower  policy.  Un- 
published doctoral  dissertation,  Brandeis 
University,  1975,  / 

Source  of  Information: 

May  Futrell,  R,N.,  Ph,D,  ^  ^ 

College  of  Health  Professions 
University  of  Lowell — South  Campus 
Lowell,  Mass.  01854 

Instrument  Copyright:  May  Futrell,  Ph.D. 
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FUTRELL  INVENTORY  OF  PERCEPTIONS  TOWARD  HEALTH  MAINTENANCE  SERVICES  FOR  THE 
ELDERLY  .  .  '  ,  ^ 

•  ^    •     •    '         ^   '  •         ■  ■  •  ■  ■  ,  •         •         ••     ^         •■  .  ■ 

Oa  the  following  pages  Is  a  list  of  Items  that  may  be  used  to  Indicate  ^y— 

what  j^o^i-thltk  the  health  needs-of-the-elderly  (over  65)  are  and  who  you  think 

should  perform  the  tasks  to  meet  these  needs.    This  Is  not  a  test  of  your 

ability.    It  simply  asks  you  Co  Indicate  what  youe,thlnk  the  health  needs  of  ^ 

the  elderly  are  and  who  you  think  should  perform  the  tasks  to  meet  these  needs. 

DIRECTIONS ■ 

A;    Read%ach  Item  carefully. 

B.  Decide  how  important  the  health  need  Is  as  described. 

C.  yCHfeck  the  appropriate  box  to  Indicate  how  Important  you  regard  it  to  be, 

r~l  Extremely  important 
I   1  Important 
I   I  Little  Importance 

□  Not  Important 

D.  Check  the  appropriajie  box  in  column  •two  to  indicate  the  degree  you  think 
it  is  being  met  through  existing  services^  ^ 

n  Always  met 

CD  Usually  met  '  , 

^-  Q  Seldom  met 

0  Never  met  ^ 

E.  Check  the  appropriate  box  in  column  three  to  inclicate  who  you  think  should 
have  primary  responsibility  for  initiating  intetyention  to  meet  these  needs. 

CZI  Physician 

1  ^1  Nurse 
CH  social  Worker 

□  Faraprofesslonal  (Nonprofessional) 

Q  Patient  *  "  " 

Family  of  patient  . 


HEALTH  CASE' NEEDS 
OF  IHE  ELDERLY 


HOIf  ' mm  DO 
YOD  REGAHD  THIS 
NEED  TO  BE? 


degree  you  fee 
need  is  being  met 
throdgh  existing 
services' 


1.'  PREVENTION  OF  ACCDENTS 

The  risk  of  accidents  among 
thp  elderly  is  increased  by  such 
b'^firal  physical  changes,  as  impaired 
vision  and  hearingi'decreased  sense 
of  smell,  and  slower  reflexes. 


2.  PREVENTION  OF  EXPOSURE  TO 
EkCESSES  IN  CLIMATE 

r. 

Extreme  heat,  cold,  dampness 
and  over-exposure  to  the  sun  are  . 
potential  dangers  to  the  elderly. 


□  Extremely  important 

□  Important 

□  Little  importance 

□  Not  important 


□  Extremely  important 
-  P  Important 

0  Little  importance 

□  Not  important 


P  Always  met 

□  Usually  met 
P  Seldom  pet 

□  Never  mef: 


D Always  met 
P  Usually  met 
P  Seldom  met 
D  Never  met 


WHO  DO  YOU  THINK  ' 
SHOULD  HAVE  THE  PRI- 
MARY RESPONSIBILli)f. 
FOR  INITIATING  IN-\ 
TERVENTIONTOMEETi 
THIS  NEED? 


□  Physician 

□  NuFse 

□  Social  Worker  . 
Q  Paraprofessional 
d  Patient 

□  Patient's  family 


D  Physician 
D  Nurse  ' 
D  Social  worker 
D  Paraprofessional^ 
D  Patient 
D  Patient's  family 


0 


n 


3. 


OF  GOOD  GRpOMING 


Good  appearance  can  .boost 
and  maintain  one's  morale  and  self- 
image.  , 


erIc 


□  Extremely. important 
D  Important 
Li  Little  importance 
n  Not  important 


□  Always  met 
□■Usually  met 
p  Seldom -met 
U  Never  met  ' , 


0  Physician 
P Nurse 
D Social  worker 
Q  Paraprofessional 
D  Patient  •  . 
□  Patient's  family 


HEALTH  CARE  NEEDS 
f  OF  THE  ELDEIftT 


1 


HOW  IHPOKFANT  DO 
YOn  REGARD  THIS 
NEED  TO  BB? 


DEGREE  YOU  PEEL  . 
NEED  IS  BEXN6  m 
THR0D6H  EXISTING 
SERVICES 


WHO  DO  YOU  THINK 
SHOULD  HAVE  tSE  PRI- 
•    MART  RESPONSIBILITY 
'    PdR  INITIAIING  IN- 
TERVENTION TO  MEET 
.    THIS  NEED? 


4.    NEED  rOR  MOBILITY 

The  ability  to  ambulate  and 
>80clali^ze  la  basically  important, 
to^  the  older  adults^x^o'dependence 
and  feelings  of  self-^teem,  and  / 
has  a  direct  bearing  on  physical 
health. 


j^  tm  Extremely  implc^rtant 
lII  Important 

Little  importance 
□  Not  important 


B Always  met 
Usually  met^ 
kJ  Seldom  met 
[j  Never  met 


EH  Physician 
D  Hurse 

LJ  Social  worker  , 
Q  Paraprofessional 
D • Patient 
L-r  Patient's  family 


5.  'CORRECT  USE  OF'DRUGS  AND 
MEDICINES  .  ^ 

'  The  elderly  need  careful  in- 
structions In  the  use  of  drugs  and 
medicines  including  the  dangers  of 
self  diagnosis,  self  medication 
•and  cross  medication. 


O  Extremely  important 
I  I  Important 

Little  Importance  . 

Not  important 


O  Alj^ays  met' 
Usua^y  met 

n  Seldom  met 
Never  mi^t 


Physician 
LJ  Nurse 

□  Social  worker 
D  Paraprof e;Ssional 

□  Patient 

□  Patient's  family- 


6.   HOUSING  -  SAFE  AND  JUDEQQATE 

*  Familiar  surroundings  are 
^ortant  to  the  elderly  and 
maintenance  o£  their  own  home  is 
edisential. 


□  Extr.emely  Important 
tZj  Important  " 

O  Little  importance 

□  '  Not  important 


( 


Ej  Al^^ays  met 
ETl  Usually  met 
-  O  Seldom  met ' 
Never  met 


□  Physician  . 
n  Nurse' 

Social  worker 
.  Paraprofessional 
iljVatient 
□.  Piitient's  family 


7.    PED  TQ  BELONG 

*  '  or 


Every  effort  should  be  made 
to  promote  a  meaningful  relation- 
ship with  their  children  ^nH 
grandchildren. 


Extremely  important  Q  Always  met 

LJ  Import^t          '*  n  Usually  met 

□  Little  importance  \.  Seldom  met 

□  Npt  important  □  Never  met 


LJ  Physiciaa^ 

LJ  Nurse 

D  Social  worker 

nH  Paraprofessional 

D  Patient 

□  Patient's  family 


HEALTH  CASE  NEEDS 
•OP  THE  ELDERLY. 


HOW  IMPORTANT  DO 
YOU  REGARD  THIS 
NEED  TO  BE? 


DEGREE  YOU  PEEL 
NEED  IS  BEING  MET 
THROUGH  EXISTING 
SERVICES 


8,  ADEQUATE  POOD  NUTRITION 

If  food  habits  have  been 
basically  sound,  little  change  is 
necessary  except  an  understanding 
that  digestive  -jocesses  slow  'down 
and  meal  sl^e  and  spacing  oust 
be  readjusted. 

9.  NEED  POR  ADEQUATE  INSURANCE 

Tnere  is  a  need  for  suppl|- 
and  catastrojjhic  iiisess  ' 


10.  f  NEED  TO  BE  FRODUCTI'vS' 

In  general  people  are  happi- 
estin  our  work  orleirted  society  if 
tk4  are  able  to  continue  working  as 
long  as  possible.  ^  /       ,  ■ 


II  NEED  TO  CREAK  AND  PEEL  Ufc 
,  Satisfying  and  constructive 
use  of  leisure  time  Is  a  key  factor 
In' the  morale  and  aelf-liage  of  » 
aging  individuals. 

9 


12,  MAINTENANCE  OP  GOOD  "mental 
,  ;  .."HEALTH 

^    Thepdtternof  "life  review'! 
and  reminiscence  is  prevalent  among 
the  aging. and  should  not  be  con-  ' 


□  Extremely  Important 
n  Important 
'  O  Little  importance 
D  Not  Important 


□  Extremely  important 
Important 
Little  importance 
Not  important 


□  Extremely  Important 
Q  Important 
D^Little  Importance 
U  Not  important 


□  Extremely  imf^ortant 
D  Important 
P  Little  ^ipdrtance 
,UNot  ifiiportant 


'  P  Extremely  Important 
L  Important 
■L  Little  Importance 
,  U  Not  Important  . 


□  Always  met 
D  Usually  met 
D  SeldW  met 
D  Never  met 


□  Always  n|et 
D  Usually  met 
D  Seldom  met 
D  Never  met 


G  Always  met 
Q  Usually  met 
D  Seldom  met 
n  Never  met 


□  Always  met 
D  Usually  met 
D  Seldom  met 
D Never  met 


□Always  met 
Q  Usually  met 
U  Seldom  met 
U  Never  met 


WHODOYOUTHIl 
SHOULD  HAVE  PRI- 
MARy  RESPONSIBILITY 
FOR  INITIATING  IN- 
TERVENTION TO  MEET 
THIS  NEED? 


^  o»^Tued,  as,  abnormal, 


□  Physician 

□  Nurse  . 

P  Social  worker 
Q  Paraprofessional 
U  Patient.  ' 

□  Patient's  family 

□  Physician 
3  Nurst 

Ij  Socii  worker 
,  J  Paraprofessional 
□.Patient 

□  Patient's  family 

□  Physician 

□  Nurse 

n  Social  worker 
3  Paraprofessional 
-J  Patient  . 
H  Patient's  family 


□  Physician  > 

□  Nurse 

□  Social  worker 

□  Paraprofessional 

□  Patient 

•□  Patient '-s  family 

Q  Physician 
.Q  Nurse  , 
U  Social  worker  I 
U  Paraprofessional 

□  Patient 

□  Patient's 


OF 


CASE  NEEDS 
LM.T 


m  IMPORTANT  DO 
TOU  REGARD  THIS 
NEED  TO  BE?  . 


DE38EE  YOU  FEEL  * 
NEED  IS  BEING  MET' 
THROIKX  EXISTING 
SERVICES' 


WHO  DO  YOU  THINK 
SHOULD  HAVE  THE  PRI- 
MARY SESPONSIBILin 
FOR  INITIATING  IN^ 
TERVENTION  TO  MEET 
THIS  NEED? 


13, 


NEED  FOR  GOOD  PERSONAL  HABITS      DExtreinely  important 
Eye  hygiene,  care  of  the  feet,  IJ  Important 


physical  activity;  sleep,  care  of 
teeth,  and  consideration  of  sexual 
needs.  « 


14.  NEED  FOR  PROTECTIVE  SERVICES 
The  elderly  need  an  advo- 
cate they  can  consult  before  signing 
documents  and  contracts. 


15.  NEED  FOR  SKILLED  CARE  SERVICES 
For  acute  and  long-term  ' 
illness  and  assisting  the  client 
with  the  process  of .  dyiiig . 


16.  NEED  FOR  INCOlf  MAINTENANCE 
SERVICES  , 
To  maintain  independence 
and  ability  to  make  choices  concern- 
ing health  service  needed. 


TTTIEED  FOR  PREVENTIVE  SERVICES.  ' 

Routine  physical  and  mental 
assessments  with  referrals  to. 
supporting  senices  (e.g. ,  .hearing 


D  Little  Importance 
Q  Not  important 


□  Extremely  important 
D  Important 
..n  Little  Importance 
n  Not  important 


□  Extremely  important 
D  Important 
n  Little  importance 
n  Not  Important 


□.Extreieli^lmpQrtant 
Q  Important 
.  P  Little  Importance 
D  Not  iiportant 


□  Extremely  important 
n  Important 
D  Little  Importance 
Q  Not  important 


□  Always  met 
D  Usually  met 
D  Seldom  met 
n  Never  met 


□  Always  met 
D  Usually  met 
n  Seldom  met 
[j  Never  met 


□  Always  met 
D  Usually  met 
Lj  Seldom  met 
D  Never  met 


Always  met 
O Usually  met 
Q  Seldom  net 
□  Never  met. 


□  Always  met  ^ 
P  Usually  met 

□  Seldom  met 
.  Q  Never  met 


Copyrighted  by  May  Futrell;  reproduced  with  permission  by  the  Health  Resources 
Administration.  Further  reproduction  prohibited  without  ijermission  of  copyright  hdlder. 
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□  Physician 
LI  Nurse 

[j  Social  worker 
Q  Paraprofessional 

□  Patient 

P  Patient's  family 

□  Physician 
P  Nurse 

-  D  Social  worker, 
U  Paraprofessional 

□  Patient 

P  Patient's  family 

□  Physician  - 

□  Nurse       ♦  , 
^  Social  worker 
_l  Paraprofessional 
J  Patient  . 

p  Patient's  family 


□  Physician 

□  Nurse' 

□  Social  worker 
U  Paraprofessional 

□  Patient 

□  Patient's  family 

□  Physician 
Q  Nurse 

U  Social  worker  ' 
U  Paraprofessional 

□  Patient, 

□  Patient's  family 
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;  Title:  PEDIATRIC  PARENTS  AND  STAFF 
SEMANTIC  DIFFERENTIAL  SCALES 

Author:  Gohsman,  Barbara 

Variable:  Attitudes  of  parents  of  pediatric  pa- 
tients and  pediatric  staff  members  toward  hos- 
pitalization is  the  variable  under  study.  The 
author  provided  the  following  definitions: 
Attitude — a  position  or  bearing  indicating  feel- 
ing or  mood — a  generalized  response  to  a  par- 
ticular situation. 

Pediatric  parent — parent  of  a  hospitalized 
.  child. 

Pediatric  staff— registered  nurses,  licensed 
practical  nurses,  nurse  aides,  and  volunteer 
grandmothers  engaged  in  supervising  or  ad- 
ministering some  aspect  of  care  to  pediatric " 
patients." 

Description: 

Nature  "and  Content:  This  is  a  set  of  self- 
administered  semantic  differential  scales  made 
up  of  8  pairs  of  bipolar  adjectives  under  each  of 
12  concept  headings..  The  concepts  are  nurse, 
fear,  time,  child,  pain,  care,  parents,  doctor, 
nurse  aide,  crying,  shot,  and  comfort.  Each  of 
the  8  pairs  of  adjectives  are  separated  by  seven 
equal-length  intervals  which"  indicate  the  re- 
spondents' degrees  of  association  of  the  adjec- 
tive with  the  concept.  Directions  precede  the 
first  set  of  scales.  . 

Administration  and  Scoring:  No  pecial  provi- 
sions are  necessary  for  administ  ation  of  the 
scales;  however,  it  is  imperative  that  tlie  subject 
understand  the  directions  for  this  particular 
type  of  instrument.  The  author  estimated  that 
approximately  5  tb  15  minutes  are  required  for 
completion. 

^  For  this  instrument,  good-bad,  fair-unfair, 
important-unimportant,  kind-cruel  were  desig- 
nated "evaluative"  a^jecti^es;  strong-weak, 
cooperative-uncooperatiye,  simple-complex,  pow- 
erful-powerless were  designated  "potency"  ad^-^ 
jectives. 

A  score  of  1  is  assigned  to  the  highest  space  on 
the  positive  end  of  the  continuum  separating 
each  pjair  of  adjectives,  and  7  is  assigned  to  the\ 
space  on  the  negative  end  of  the  continuum.  The 
spaceLs  between  these  two  extriemes  are  asr 
signed  values  of  2,  3,  4,  5,  and  6,  as  appropriate.  . 
A  score  for  the  evaluative  adjectives  and  a  score 
for  the  potency  adjectives  is  computed  for  each 
subject  for  each  concept.  Analysis  of  the  data 
depends  upon  the  needs  and  purposes  of  the  re- 
searcher. Scores  can  be  analyzed  for  differences 
between  concepts,  bietween  scales,  between  sub- 


jects, or  any  combination  thereof  (Kerlinger, 
1964). 

Development:  •  '  ■ 

Rationale:  The  instrument  is  based  upon  the 
work  of  Osgood  andJiis  associates  (1957,  1969). 

Source  oflterhs:  A  list  of  concepts  related  to  a 
pediatric  ward  and  hospitalization  was  de- 
veloped by  the  author  and  one  of  her  profes- 
sional peers.  The  adjectives  were  chosen  from 
Osgood's  (1957)  list  of  evaluative  and  potency 
bipolar  ac^jectives. 

Procedure  for  Development:  The  list  of  con- 
cepts, identified  above,  was  reviewed  by  repre- 
sentative members  of  the  faculty  of  the  Eastern 
Montana  College's  departments  of  education 
and  special  education.  Through  faculty  x^jonsul- 
tation,  the  author  narrowed  the  list  to  the  12 
concepts  addressed  by  the  instrument. 

Reliability  and  Validity:  No  information  on 
reliability  or  validity  is.  availablie. 

Use  in  Research:  Gohsman  (1975)  developed  and 
used  the  instrument  in  her  master's  thesis  ref- 
erenced below.  , 

Comments:  This  methodology  is  based  upon  Os- 
good's theory  of  measurement  and  anyone  con-" 
templating  using  it  should  consult  Osgood  et  al. 
(1957)  and  Snider  and  Osgood  (1969).  A  particu- 
lar method  of  scoring  and  statistical  analysis  is 
required  for  a  valid  application  of  the  method. 
However,  this  methodology  does  offer  a  useful 
alternative  approach  to  the  usual  information- 
'  gathering  techniques. 

References: 

Gohsman,  Barbara.  Differences  in  attitude  to- 
ward  hospitalization  between  pediatric  staff 
and  parents  of  hospitalized  children.  Unpub- 
lished master's  thesis.  Eastern  Montana  Col- 
.  lege,  1975. 

Kerlinger,  Fred.  Foundations  of  behavioral  re-. 

search,    2nd    edition.    New    York:  Holt, 

Rhinehart,  and  Winston,  1964. 
Osgood,  Charles  E.,  Suci,  G.,  and  Tannenbaum, 

P.  The  Measurement  of  meaning.  Urbana: 

University  of  Chicago  Press,  1957. 
Snider,  James  G.,  and  Osgood,  Charles  E. 
■  Semantic  differential  techniques.  Chicago:  Al- 

dine  Publishing  Co.,  1969. 
Source  of  Information: 
Barbara  Gohsman,  R.N.,  M.N. 
School  of  Nursing 
vMontana:  State  University 
3025  Edmond  Street  o 
Billings,  Mont.  59102  • 

Instrument  Copyright:  None. 


IFEDIATRIC  PARENTS  AND  STAFF  SEMANTIC  DIFFERENTIAL  SCALES 

IMrections  /  '      •  . 

iiihe  purpose  of  thiB  study  is  to  measure  the  "meanings"  of  certain  concepts  to  various  people  by 
.  liaylng  you  Judge  them  against  i  series  of  descriptive  scales.   In  completing  this  form,  please  ^ 
i;|iake  your  judgements  on  the  basis  on  what  these  concepts  mean  to  you.  Choose  the  first  answer^ 
J; that  comes  to  your  mind,  Rate  the  concept  on  each  of  these  scales  by  placing  a  check  mark  (/) 
|ln/the  space  closest  to  that  end  of  the  scale  which  expresses  its  meaning  to  you. 


FOR  EXAMPLES: 


AUTOMOBILE 


safe 


very      quite      slightly  neutral  slightly  quite  very 
closely  closely    related  related    closely  closely 

related  related  ^  related  related 


dangerous 


■If  you  feel  that  "automobile"  is  ver^  closely  related  to  "safe"  you  should  check  the  space 
closest  to  "safe"  (as  in  the  example  above).   If  you  consider  the  concept  to  be  yer^  closely 
related  to  I'dangeirous"  you  should  place  your  check  mark  at  the^op"po8ite..end  of  the  scale. 


Each  space  has  its  rating  as  described  under  it.  Please  put  your v^mark  in  the  middle  of  the 
^P*ce  it  1/   ;)  ttlong  the  line  where  your  judgement  lies.   Each  line  represents  a  scale. 
Put  only  one  mark  on  each  scale.  ~ 


NURSE 


good 
fair 

unimportant 

cruel 

weak 

cooperative 

complex 

powerful 


bad 

unfair 
important 
kind 
strong 

uhcqoperativei 
simple 

powerless 


 o_ 


bad 

inpbrtant 
cruel  / 
-  veak  I' 
1^:^:  uncooperative" 

powerless 


bad 
fair 

unimportant 
cruel 
strong 
cooperative 
simple 
^powerless 


good  \ 

fair 
I:  unlmpcrtant 

cruel  \ 
^ weak;'  \ 
;  ■ cooperative^ 
i^r  ;,  complex 
^  powerful 


\.. 


■                                  .  •  ,  '    '  m 
•                              :  •  m 

:  ■      .'.  ■  :a  ■  ,   .    :  *\. 

 f   •'-^^  y  -        •  \ 

•                                *                       •  • 

:    — :i_  . :    .  /: 

•  ^--"^  '"  / '    •  • 

•  • 

•  ■ 

/  ■ 

/^^"" 
^  TIME 

•  -1'  .y^ 

•  ■                     •                      .  1 

•  •             '  ■ 

•  • '                       •  1 
■                    .  ■    •  ■ 

»                         -  • 

■                          ■      •                     .  I 

■                    .  .-         •  fl 

•      \-            •  :            .  • 

CHILD 

/ 

■  1 

•   .     ~  1 

•  *          ■  1 

•  ■ 

•  ■ 

.      ^  •  •  • 

•  • 

•        •  .  *■  • 
.•                            *  • 

•     .  • 

S  : 

I  : 

•  • 

gcod./ 

unfair  | 

un^jBtportant 
Vfklnd' 

strong 

cooperative 
"^complex 

powerful 


good 

unfair  ' 
Important 
kind 
weak 

uncooperative 

complex 

powerful 


bad. 

unfair  ' 
Important 
kind 
strong 

uncooperative 
simple 

powerless  j 


\-  . 
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ERIC 


{iiuS'.---'--' 

unimportant 
cruel 


,  PAIN 


Iftrong 
cpbpera^lve 
simple 
powerless 


good 

unfair 

Important 

kind 

weak 

uncooperative 

complex 

powerful 


CARE 


i*ad 

vjf  air 

;^ijiqportant 

;i^cruel 

|weak  ■  \  \ 

^uncooperative 

Isimple 

;^owerless 


good 
unfair' 

unimportant 

kind 

strong 

cooperative 

complex 

powerful 


PARENTS 


Vgood 

:fL5tn:Uiiportant 

|cruel; 

ii^weak 

^cooperative 

^'Conplex 

^powerful 


•  • 

•  • 

•  • 

*  • 

:  : 

•  .                          /    .  • 

'      .       *•  <■ 

»                                           •                                   .     '  1 
»  ■                                         •    t>  1 

  V.  ' 

1                                           •                          -  < 

>                             •  « 

• 
• 

•  V  i 

•  i 

• 

*  <• 

bad  . 
unfair 
important 
kind  ' 
strong 

uncoop'eratiye: 
simple 

powerless 
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■  m 


ERIC 


DOCTOR 


|Ealir'  -s,  •  . 

^ortant 

&iel' 

|H^k  ■■' 

luncpoperattve 

^simple 

ppoverless 


•  • 

•  • 

• 
• 

4  \ 

•  •  \ 

•  • 

• 
• 

• 

{ 

•  • 

• 

• 
• 

•  • 

•  • 

• 
• 

• 
• 

• 

it  -  - 

•  • 

•  • 

• 
• 

n^-MT  9>-«m»mm 

■  . 
• 

i 
• 

i                       •  . 
•  • 

• 

f 
i 

t. 
• 

I  good 
unfair 
unlnportant 

kind 
strong 
cooperative 
complex 
powerful 


m 

|fiir- ■  - 
IjimliBportant 


Ift^ong 
Cooperative 

IpQwerless 


mSl  AIDE 


f 

•  • 

(1*  • 

1  1 
.  •  1 

t 
• 

•  e 

pwMP 

'    B  1 

• 
• 

• 
■ 

!  : 

• 

«  f 
•  1 

• 

f                  -  d 
«                 '  '« 

•  • 

*  * 

•  • 

« 

■'I 

;  •        ■  • 

• 

■  » 
0 

•  • 

• 

>  • 

good 

unfair 

important 

kind 

weak 

uncooperative 

complex 

powerful 


CRYING 


^fair 

|uninportant 


|veak  .  '  . 
Ildbperatlve 

Ipoweriess. 


f 


bad 

unfair 
^important 
kind 
"strong 
uncooperative: 
complex 

powerful  'X 


feERic; 


653 


SHOT 


pLoiiportattt 
I^copperatlve 


gjjbwerful 

my-'-:-  ■•  ■■ 


good    .  • 

uhfalf 
unimportant 
kind 
strong 

uncooperative • 

complex 

powerless 


COMFOKC 


l^good 


iinlinportant 

Icruel'" 

^t^unicooperatlve 
ptiiple>^  ■ 
fppwerless 


bad 

unfair 

liaportant 

kind 

strong 

cooperative 

complex 

powerful 


I 
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Title:  COMMUNITY  MENTAL  HEALTH 
CRITICAL  ISSUES  TEST  (CMIT) 

Author:  Gottesfeld,  :Harry 

Variable:  The  variable  is  an  individual's  or  a 
group's  attitiidei^  toward  six  major  issues  in  the 
community  mental  health  field.  The  issues  are: 

1.  Community  context:  This  issue  involves 
work  directly  in  the  community,  not  from  an 
institutional  base;  the  community  determines 
the  kinds  of  service  it  needs;  staff  operates  as  an 
open,  democrat??  community;  social  terminology 
.is  used.  ■     -  - 

2.  Radicalism:  Rapid,  drastic  changes  in 
community  mental  health  are  needed;  mental 
health  centers  should  be  controlled  Ijy  local  citi- 
zens; mental  health  programs  should  aim  at 
reaching  masses;  optimism  prevails  about  the 
direction  of  the  community  mental  health 
movement.  ^  / 

3.  Traditional  psychotherapy:  Services  are 
professionalised;  emphasis  is  on  individual 
psychotherapy  and  long-term  treatment  with  a 
psychoanalytic  theoretical  base;  leadefship  is 
psychiatric;  community  mental  health  should 
try  to  model  itself  after  ppjvate  practice. 

4.  Prevention;  Approaches  aimed  at  reducing 
the  incidence  of  mental  problems  and  break- 
downs; preventing  incipient -problems  from  be- 
coming worse  and  stabilizing  pieople  who  have 
had  an  emotional  disorder,^eceived  treatment 
and  are^  back  in  the  community;  approaches  em- 
phasize crisis  intervention,  idehtificatioivof  inr_ 
cipienl  problems,  and  consultations  with  social 
agencies." 

5.  Extending  the  dufinition  of  mental  hsalth: 
Extending  the  definition  of  mental  health  from 
diagnosis  and  treatment  of  traditional  u?«ignos- 
tic  categories  such  as  neurosis  and  psyehositi  ?,o 
new  areas  for  study  and  change  such  as  racial 
discrimination,  violence,  and  educational 
achievement;  ' 

'6.  Role  diffusion:  Professionals  perform  var- 
ied functions  for  which  they  did  not  receive 
training;  important  mental  health  activities  are 
carried  out  by  peopte  not  in  the  mental  hea?*'h 
field;  the  role  of  "patient"  or  "person  in  ne^d  of 
help"  is  not  restricted  (Gottesfeld,  1974). 

.1    ••  '  *» 

Description:  . 

Nature  and  Content:  This  is  a  72-item  attitude 
scale.  It  contains  such  itenis  as,  "The  orthodox 
psychoanalyst  is  needed  in  community  mental 
health  work,"  arid  "All  important .  administra- , 
tive  decisions  should  be  voted  on  by  both  staff 
and  patients."  Each  item  is  rated  on  a  6-point, 


Likert-type  scale  from'  "strongly  agree"/ to 
"strongly  disagree."  Demographic  data  of  the. 
respondent  are  also  recorded. 

Administration  and'  Scoring:  The  instrument 
is  self-administered  and  can  be  completed  by 
anyone  ^jnowledgeable  "about  the  mental  health 
field.  It  can  be  administered  individually  or  in 
groups.  There  are  no  time  restrictions  for  com- 
pletion of  the  test  form  and  respondents  are 
urged  to  complete  all  items  in  the  test. 

The  CMIT  may  be  hand  scored  or  electroni- 
cally scored.  Hand-scoring  instructions  are  pro-  • 
vided  in  the  test  manual.  Information  relative 
to  electronic  data  processing  and  the  application 
of  statistical  tests  are  avulable  from  the  author. 

The  interpretation  of  the  meaning:  of  the  scores  requires 
more  than^a  mechanical  comparison  with.the  table  oL. 
norms.  This  should  be  done  by  somepne  who  has  knowl« 
edge  about  the  utihzation  of  attitude  scales,  the  nature 
of  the  sample  group  and  current  issues  in  the  locality  of 
the  institution  (Gottesfeld,  1974). 

Development: 

Rationale:  Go ttesfeld  states  that  the  underly- 
ing  theoretical  rationale  is  described  in  his  book 
'  The  Critical  Issues  in  Community  Mental  Health 
(1973).  \  .  ■   ^  ' 

Source  of  Item£:  The  items  were  derived  from 
the  professional  literature,  and  the  issues  re- 

aUlUCU    XXMlll     C*    XC»W\/X     C»44C»4jr04a     VTA     V44«    vr^4444vr440  VTA 

830  mental  health  workers. 

Procedure  for  Development:  The  original  100- 
item  questionnaire  was  judged  by  the  author  to 
be~  overly,  leng^thy  and  tiring  to  respondents. 
Also,  analysis  .showed  that  a  relatively  large 
^number  of  items  loaded  on  one  issue  or  factor 
(community  context).  The  questionnaire  was 
shortened  by  choosing  12  items  for  €ach  issue 
(usually  the  items  with  the  highest  factor  load- 
ings) to  make  a  72-itern  scale.  Instructions  were 
revised  and  a  change  was  made  on  some  items  to 
minimi^e-response  set.. 

Reliability  and  Validity:  The  revised  instru- 
ment was  tested  for  reliability  with  200  health 
workers  in  various  me^aV  health  facilities  in 
the  New  York  metrbpbliwi  area. 

Tc  estimate  the  intern%|consistency  of  each 
issue  scale,  coefficient  Alpha  was  determined. 
These  were  as  follows:  (1)  community  context* 
0.93,  (2)  radicalism  0.95,  (3)  traditional 
psychotherapy  0.92,  (4)  prevention  di.93,  (5)  ex- 
tending the  definition  of  mental  health  0.86,  (6) 
role  diffusioivX).89  (Gottesfeld,  1974). 

Content  validity  was  established  by  a  princi- 
pal component  factor  analysis  of  the  critical  is-, 
sues  from  the  literature  in  community  mental 
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health.  In  terms  of  criterion-related  validity, 
!  biseri^a.  correlations  for  respondfintf  with  "mod- 
erate"  and  "strdng"  views  (as  measvir^d  bjy.the 
.CMIT  and  their  "interests"  scores  as  indicated 
by  books  they  had  read  and  the  meetings  th(?y 
had  attended  during  the*  past  year)  were  sig^ 
nificant  at  the.  0.01  level  of  confidence  (Gottes- 
feld,  1974). 

Normative  data  and  a  detailed  statistical 
analysis  is  presented  in  GottesfeldX1974). 

Use  in  Research:  No  information  was  provided; 

.  .  .  » 

\Cfixiunents::51leTest  is  still  in  an  early  stage  ot 
Vievelopment,  available  norms  are  limited  to  the 
New  York  area,  and  all  interpretations  of  data 
should  be  made  on  a  tentative  basis  ^Gpttesfeld,, 
lSl74).  Anyone  contemplating  using- a  Likert- 
type  response  format  should  examine  this  in- 
strpment;  its  response  format  is  clear  and 


simple,  and  it  should  be  subject  to  a  minimum 
of  respondent  errors. 

References: 

Gottesfeld,  H.  The  critical  issues  of  community 
mental  health.  New  York:  Behavioral-Publica- 
tions,  1973.  - 

 .  The  Gottesfeld  community  mental  health 

critical  issues  test  manual.  New  York:  Be- 
havioral Publications,  1974. 

Source  of  Information: 

Harry  Gottesfeld,  Ph.D. 
11  Riverside  Drive 
New  York,  N.Y.  10023 

Instrument  Copyright: 

Human  .Sciences  Press 
72  Fifth  Avenue 
New  York,  N.Y.  10011 
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Gouc^d 
Community  Mcatal  Health 
'  ,  Critical  Issues  Test  .  . 

•  •     r  ■  ...        *  •  ^     '  • 

I  ■   ,  HiirrGoiu9feld,Pb.D, 

^Thc  following  siaiemcnu  relace  directly  or  indirectly  to  community  menul  health.  Pleasc1(pd  each  siai^ 
then  indicate  lo  what  extent  you  agree  or  disagree  with  it  You  ihould  do  ihij  by  circling  next  to  each  suicn  '-txt  the 
one  of  the  six  lymbolivhich  best  represenu  your  own  feelings  about  thijsuicmCT^^  I 

Make  sure',  that  you  circle ;i  symbol  for  ouch  sutemenL  Leave  none  of  the  items  blank  .and  make  only  cne.d  cle  (or 
each  item.  Like  everyone  else,  you  w'll  feel  that  you  do  not  know  how  ?o  judge  some.of  these  statements.  When  this 
occurs,  please  make  the  best  estimai^r  you  can.  You  should  not  spend  more  than  a  few  seconds  on  each  .:dn.  It  u 
seemsdifficuU'ib  nuOte  up  your  miifid,  make  the  best  judgment  you 

Plcasedonolwriteyotu-name. : 
Circle  AAA,  ii  yc(u  strongly  agree 

CirdejAA,  if  younioderately  ag-ee(geneally  agrecwiihsoinereTcrvations) 

GrdeA,  ilyouslightly  agr^(moreargumenuf6r4hanagainsK) 

Qrde    if  you  ilightly  disagree  (more  argumems  against  than  tor) 

Circle  DDr  if  yotimodexaiely  disagreeCgenerally  disagreewith  somefcsenrauoils) 

Circle  ODDr  if  you  strongly  disagree  < 


Copyrighted  by  Huaum  Scltincas  Pbaas;  reproduced  with  permission  by  the  Health 
Resources  Administration.  Further  reprod^ction  prohibited  without  permission 
of  the  copyright  holder.  .  /  - 
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I.  The  oocnmuniiy  fn«sal  health  movemchc  is  moving  AAA 
coo  rapidiy  with  insufficient  planning. . 

2.,  Even  a  «n^l  intervention  during  a^  personal  crisis  AAA 
/  by  a  inerical  health  professiom^  will  have  a  v'gnifi- 
/  canceiieci. 

5.  Successful  treatment  of  ♦menul  illness '  requires  AAA 
.  treatment  of  sodety  as  a  whole, 

,  /  . 

i.  Psycrhiacik  padenu  should  be  employed  for  such  AAA 
tasks  as.  making  home  visiu  to  oihitr  psydiiatric 
patients. 

5.  Self-help  groups,  like  Alcohoiici  Anonymous,  are  AAA 
itiore  efintive  thac  ike  efforts  of  prcfessiMls. 


'  6.  The  sxrne  cUr.'cal  i^9m*  should  be  raipohsible  for  AAA 
each  paiienis  m^tiaJ  evaluation,  ireaunent  arid  / 

fo!low'«^p. 

'■         '  ,  '  '  ' 

7.  EmcTgencv  icfvicea  should  not  be  manned  by  .AAA 
beginning  psych  iathc^studems.  / 

,8  Ulim  a  community  mental  health  center  and  a  wel*  AAA 
fare  agency  ccilabcnate,  staff  is  utiliied  most  elfec- 
tively  tf  the  center's  menial  health  perscrmel  serve 
as  consultanu  to  the  vrellars  agency's  workers. 

9.  Police  are  poeentialln  one  of  the  most  suitable  AAA 
groups  for  training  in  ^unily  crisis  inie^vencion. 

10.  .Most  schiiophrenic  patients  need'  hospitaliaiion  AAA 
and  should  not  be  kspi  with  their  families. 

11.  Instead  of  waitiir;;  until  the  student  comes  to  some-  AAA 
one  with  his  prciblems,  stu^(Cr»»  in  distrcsi^  should 

be  tdenixiicd  through  ^such  sie^ans  as  reports  of 
faculty  and  dormitory  counselors. 

12.  There  is  Uule  that,  psychiatry  aui  do  about  such  AAA 
problems  ucriminrj  behavior. 

13.  Volu/itecrs  shoukl  not  be  encouraged  u»  establish    AAA  : 
personal  relationships  with  psychiatric  pAtitnts. 

14.  The  terms  "mental  illneu"  and  ''treatment"  siMMikTN  AAA 
be  replaced  by  "psychosocial  disabiiities*"  and 
education."  i*  - 

15.  Vtnttiilly  all  close  relauves  of  pau'ents  should  be  in 
some  kind  of  group  therapy  prognm. 

15.  The  orthodox  pi^dKKuuLiyst  tS  needed  in  commu- 
nity menial  health  work. 

17.  Low-tncome  persons  are  not  sophisticated  enough 
to  participate  in  ^Ucy  making^in  hcaitii  ageAdes. 

lA.  Mental  health  prcfesskmais  should  expend  thar 
—  time  primarily  on  the  expen  ueamcnt  of  iisdivid- 
uals  ^ho  seek  their  bdp. 

19.  Planned  recreational  activiues  provide  an  important 
reiease  from  teiuicm  and  anxiety  prodtsdng  Httia- 
tions. 
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DISAGREE 


20. 
21. 

22. 

t 

21 

'25. 


Pacienct  should  partidpaie'wiih  suH  in  developing 
new  ideu  and  wayi  of  doing  ihings.  | 

To  engage  in  primaiy  prevention  and  ba»it  research 
before  offering  traunenc  co  .those  who  are  already  * 
ill  ii  a  mockery  of  community  serviice. 


AA\    AA  A 


AAA    AA  A 


The  day>  evening.and  weekend  hospital  will  replace  AAA  AA  A 
the  menol  hospiaL 

In  order'  to  prom  lodety.  oouit  ofden  for  psycho-  XaA  AA  A 
therapy  should  bemade  frequently. 


-  26. 

^      ■  27. 
28. 
'  29. 

30. 
31. 
31 

33. 
3-1. 

t 

36. 

■  ^' 
3V 


Community  menuil  health  can  do  little  to  change    AAA    AA  A 
radal  discrimination,  inadequate  housing  and  in- 
ferior  educational  opponunitiies. 

An  important  role  for  the  public  health  nurse  is  to    AAA  .  AA  A 
reach  the  patient  and  his  family  %vays  of  handling 
their  emotional  problctm.  * 

0  •  ■ 
Patients  who  appK  for  psychiatric  help  and  then    AAA    AA  A 
decide  not  to  come  have  a  right  to  privacy  and  should 
not  be  followed  up  as  10  their  reasons  for  not  contin^:. 

Mass  treatment  or  -  mau  prevention'  methods  in  AAA  irAA  A 
psychiatry  will  only  lead  10  disappoinin^ta.  • 


Piofessionab  and  non-profrr- *' 
uuined  together. 


:.hould  not  tie    AAA    AA  A 


AAA    AA  A 


The  private  practice  model  in  ^hl:h  ':e  patient  is 
free  to  choose  his  own  thenpist,  responsibility  is 
concentrated  in  one  therapist  anA  the  'iierapist 
an  agent  of  the  patient.  ihouJd  be  followed  as  much 
as  possible  in  a  community  «n^al  health  center. 


Preventative  psychiatry  should  concentrate  on  AAA  AA 
strengthening  the  family  unit. 


Community  mental  health  resources  can  provide 
little  help  to  the  mentally  reta/ded. 

The  community  mental  health  center  should  have 
the  responsibility  of  coordinating  all  afteitare  efforts 
even  though  thU  involves  agenda  with  conflicting 
philficophies  ^<!id  pfocedurcs. 

A  comniunity  mental  health  xente*  W  best  directed 
by  a  psychlaixist. 

If  H^l  citizens  are  involvw  in  jyr .  -*  making  and  ' 
^'^cisions,  mental  health  prbfessior: 4,  .'h  not  likely 
to  be  attracted  to  community  menta.  health. 


AAA  AA 


AAA'  AA  A 


.AAA     AA  A 


AAA    AA  A 


~The~~eistaHnshment  of  ooimqunity  mental  health  AAA 
centers  will  result      ordinafy  pidblcnis  of  ^ving 
being  interpreted  as  psychiatric  problems.  ' 

The  most  effective  way  to.  treat  the  emocioi^jJly  dis- 
turbed child  is  by  long-  term  psychotherapy  of  the 
child  and  hii  parenta^y  ^ 


AA 


AAA     AA  A 


We  have  little  knowledge  of  the  kinds  of  human  re- 
lationships which  tend  to  praaiote  raehul  healdi 
within  thecbmmuf&ty. 

A  community  mental  healdi  center  should  not*  « . 

fadliiies  for  long  term  care  of  the  aged.  ( 
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59.  Th«  fommunitr  mrnial  bcallh  cBitcr  should  not  be 
involved  in  sucb  naki  u  orgmuinf  block  asioda- 
dons,  tenant  coundU  and  weUm  diem  organiia-> 
-  tiona.  \  ■ 

40.  Hom^  ptychiatric  cvaluatiom  would  prove  ol  more 
value  tiian  evaluatioiu  at  an  ofice  or  hotpiuU. 

41.  Inionnaiion  revealed  hfz  f^ticnt  to  a  psychologist 
that  could  endanger  tiie  communitir  should  be  given 
to  ihc  proper  authorities.  ^ 

x"  •  ^  «  . 

42.  f  sychiatric  ihcorf  has  Uttlc  (o  contribute  to  the  un- 
.dcxstandin]^  complex  wcial  organiauions. 


4S.  A  walk  in  (emergency)  piycfaiatric  clinic  should 
serve  patienu  who  do  not  present  fMychiatric  emer- 
gencies. 

44.  Community  organisation  elforo  are  less  important 
than  mental  health  services. 


45.  A  great  risk  of  the.  commtmity  mental  health  cehtcr 
is  that  patienu  will  be  sent  home  prematurely. .  ' 

46.  It  Unnecessary  for  a  mental  health  consultant  to  a 
social  agency  to  have  a  detailed  knowledge  of  the 
agency's  policies  ajn4  pioceduies. 

47.  Public  service  agencies  *  arc  lia^mentncd>  complex 
and  bureaucniic  aiMl  are  {rusuatsnji  to  the  people 
thcyserve.  .     ^  j  , 

48.  A  sound  educanonai  program  will 'have  a  greater 
impact  on  the  mental  health  of  children  than  exten- 
sive menial  health  services  in  the  schools. 

^  49.  The  community  mental  health  movement  will  not 
result  in  watering  d^iWn  o(  clinical  training. 

50.  Important  decisions  about  a*  patient  should  be  made 
by  agreement  of  the  dinical  team  rather  iHan  by  the 
pDfessional  in  charge. 

51.  The  ability  to  involve  leader*  of  the  community 
with  the  community  mental  ^health  center  requires 
training  and  kiurvtodge  that  a  psychiatrist  ordinarily 
docs  not  possess. 

52.  An  imporianti<>k  for  the  school's  consulting  psydioa- 
ogist  is  to  cOcdiaie  disputes  between  school  adminis- 
trators and  parents. 

53.  tSfym  to  involve  Itxal  dtizens  in  menuil  health 
planning  and  decision  making  will  prove  to  be  urf- 
democratic  in  that  few  dtixens-will  partidpate  aiKi 
those  that  do  will  do  so  for  personal  ambition  or  to 
advance  spcdal  inietests. 

54.  It  is'imponant  that  a  oonununity  mental  health  cen- 
ter have  ttt  own  rehabilitation  services  even  if  there 
are  other  local  agendo  with  excellent  rehabiliution 
services.  ' 

55.  Mental  problems  of  the  lower  sodoeconaroic  groups 
are  so  intertwined  with  'real  social  problems  that 
(hey  rarely  can  be  solved  by  the  skills  of  the  psychi- 
•vtriu.  - 


AAA    AA    A    0     DDi  000 
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AAA  AA  A  0  OD  000 

AAA  AA  A  0  OD  ,  000 
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56.  Community  agencies  and  human-iemce  piogiami 
function  not  primarilr  lo  help  people  in  difficulty 
bw .  lo  protect  the  community  agiimi  perceived 
titNible  miken. 

57.  An  imporamrasprct  ol  the  psychiatric  consultant's 
work  with  the  staiS  of  a  aodal  agency  is  lo  encouiage 
vcntiUtkm  of  personal  feelinp  about  the  agency/ 

58.  In  community  menal  health,  by  shifting  the  em- 
phasis from  the  institution  lo  the  commimity  we 
are  really  only  shifting  the  care  of  the  mentally  ill 
from  trained  staff  lo  poorly  trained  saff,  untrained- 
staff  or  no  staff  ftt  alU  j 

59.  The  community  menol  health  center  sbovid  try  lo 
change  polictn  of  the  schools,  police  and  welfare 
that  are  contrary  lomental  health. 

'60.  All  impoAani  admintsoative  decisions  should  be 
.  ^    voted  on  by  both  suff  and  patients. 

61.  Militant  social  action  groups  should  be  pcnnitted  to 
.  .  panidpaie  in  the  planning  of  comm.unity  menal 

health  services. 

62.  An  important  role  for  the  sodal  worker  is  to  teach 
people  how  to  deal  with  sodal  agencies. 

63.  ^Vhen  psychiatric  nurse  recognises  thai  a  child  is 
being  psycliologically  damaged  she  should  be  able 
to  compelihe  parenu  to  begin  a  treatment  program. 

64.  Community  menal  health  programs  are  committed 
(o  political  positions  rather  than  health  concerns. 

65.  Mental  hospitals  should  be  distantly  located  to  re- 
move the  patient  from  pathological  ndghborhood 
and  family  influences. 

66.  All  staff  of  a  community  mental  health  center  should 
be  ptychoanalytically  oriented. 

,  67.  Before  a  dergyman  performs  a  marriage  thai  he  be- 
lieves has  a  high  risk  of  failure,  he  should  refer  the 
couple  lo  a  mental  health  center. 

68.  The  communisy  mental  h«ilih  center  should  focus 
its  efforts  on  general  areas  of  community  concern, 
such  as  radal  tension. 

69.  Direct  sodal  services  by  the  social  worker  are  of 
little  importance  in  a  community  mental  health 
center.  . 

■  ^ 

70.  Local  political  and  community  leaders  should  be  on 
the  governing  board  of  a  community  mental  health 
center.  ' 

71.  Small  psychiatric  uniu  in  general  hospitals  are  not 
.  any  more  hdpiul  to  psychiatric  pacaenu  than  large 
mental  hospitals. 

72.  Enthusiasm  for  the  new  comprehmivu  community 
mental  health  centers  resu  more  on  a  base  of -hope- 
fulness than  on  any  real  evklence. 


AAA    AA    A     D     DD  ODD 


AAA    AA    A     D     DD  DDD 


AAA     AA     A     D     DD  DDD 


AAA    AA    A    D^DD  DDD 


AAA  AA  A  D  DD  DDD 

AAA  AA  A  p  DD  DDD 

AAA  AA  A  D  DD  DDD 

AAA  AA  A  D  DD  DDD 

AAA  AA  A  D  DD  DDD 

AAA  AA  A  D  DD  DDD 

AAA  AA  A  D  DD  DDD 

AAA  AA  .  A  D  DD  DDD 

AAA  AA  A  D  DD  DDD 

AAA  AA  A  D  DD  DDD 

AAA  AA  A  D  DD  DDD 

AAA  AA  A  D  DD  DDD 

AAA  AA  A  D  DD  DDD 
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USE  ONLY 


A     B      C     D     E-  F 


T 
M 


Please  mwtx  the  folIo%nng  questibi:'«  fay  check  marks  (%/ ): 
1.  Whaturoursex? 

3.  Whaturourethnic  background? 

4.  What  is  your  occupation? 

5.  What  sypcof  work  do  you  primarily. ;{? 

* 

6.  byoucworkpomiuilyinacpamum^mcnialhalUic^'ur? 

it 

7.  Forwhat  type  oforcaniauon  do  you  work? 


Office 
UseOnly 


Female  ■  6-1 

Male    6-2 

Under  30    7-1 

30-40  ^   7-2 

40-50    7-3 

OverSa   7-4 

Bbck(no{$pani5h-American)  8-1 

^Vht(e(notSpanish*American)    ■  8-2 

Spanish-American    8-3 

Oiher  8-4 

Nurse   9-1 

ParapTofessional    9-2 

Psychiatrist  9-3  ' 

Psychologist  -  9-4 

SodalWorker  -  9-5 

Other    9-6 

DireaServices  -  10-1 

Supervision  '0.2 

^  Administration  ^  10>5 

Teaching                     '  -  — ^--L*.  10-4 

Research  .  10-5 

Other    10-6 

Yes  .   II. J 

No    11-2 

Federal   ,       l2-r  ' 

State  ■ 

CityorCounty  123 

Nonprofit,  Private   ,  12-4 

Profit,  Private    1 2-5 

Noneof  the  Above  -  12-6 
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Title:  POSTOPERATIVE  INTERVIEW  GUIDE 
Author:  Hegyvary ,  Sue  T. 

Yariables:  This  instrument  was  designed  to 
elicit  information'  on  three  variables — (1)  pa- ^ 
tient's  level  of  understanding  of  required  role, 
(2)  patieYit's  postoperative  perceptions  of 
preoperative  stress,  and  (3)  organizational  con- 
straints. 

Description: 

Nature  and  Content:  This  interview  guide 
consists  of  21  questions  that  collect  infornfation ' 
about  a  variety  of  situations  involving  hos- 
pitalized patients.  No  definitions  are  provided 
for  the  variables;  howevei;|j|the  variables  are 
operatiori^lize.d  Jt)y  subgroups  of  questions  con-, 
tained  in  the  instrument.  Patient's  level  of 
understanding  of  required  role  is  made  up  of  re- 
sponses to  four  questions;  patient's  postopera- 
tive perceptions  of  preoperative  stress  is 
^operationalized  by  responses  to^three  questions; 
organizational  constraints  is  made  up  of  five 
questions. 

Administration  and  Scoring.:  This  instrument 
was  designed  to  be  administered  by  an  inter- 
viewer. No  information  was  provided  regarding 
any  special  provisions  necessary  for  administra- 
tion or  any  suggested  procedures  for  training 
the  interviewers. 

A  3-level  numeric  score  is  derived  for  each 
variable.  The  three  levels  are  high,  medium,  and 
low.  The  meaning  of  these  response  categories 
depends  on  the  variable  being  measured.  For 
patienVs  level  of  understanding  of  required  role 
(Part  A,  items  2,  3,  5,  and  7),  high  is  defined  to 

^mean  "Identifiesanajdr  factors  in  postoperative 
care,  definitely  breathing-coughing  or  blow  bot- 
tles and  ambulation,  knew  what  he  wc^s  ex- 
pected to  do.  No  surprises.  Desired  change^^ 
related  to  understanding  of  expected  be- 
haviors." Mediiim  is„  defined  to  mean  "Under- 
stood many  things  about  role,  but  some  gaps  in 
^understanding."  Low  is.  defined  to  mean  "Did 
not  know  what  he  was  expected  to  do.  Wanted 

.more  information.  Cannot  identify*  major  factors 
to  tell  another  patient." 

"For  patienVs  postoperative  perceptions  of 
preoperative  str^,ss  (Part  B,  items  1,  2,  anil  3), 
high  is  defined  co  mean  "Uses  high  anxiety 
words  in  reporting  feelings.  Intensity  strong." 
Medium  is  defined  to  mean  "Reports  moderate 
preoperative  anxiety.  Some  anxiety  words,  hi\t 
not^^ighest  intensity."  Low;  is  defined  to  me-iin 

'  "heports  low  or  no  anxiety.". 

"    For  organizational  constraints  (Part  C,  items 


1,  2,  5,  6^,  and  7)  high  is  defined  to  mean  "Iden- 
tifies factors  that  impeded  recovery.  Had  stress- 
ful postoperative  course."  Medium  is  defined  to 
mean  "Recog^nizes  some  areas  for  improvement. 
Had  discomforts,  but  no.  severe  situations  de- 
scribed." Low  is  defined  to  mean  "Positive  about 
care.  No  suggestions  for  improvement." 
(Hegyvary,  1974). 

Development: 

Rationale:  The  instrument  was  developed  for 
use  in  examining  the  relationship  between  po^st- 
operative  outcomes  and  the  type  of  organiza- 
tional setting  characteristic  of  a  hospital. 

Source  ofltem^:  The  items  were  based  upon  a 
review  of  the  literature  and  the  author's  profes- 
sional experience.  ^ 

Procedure  for  Development:  The  instrument 
was  administered  to  91  females  who  had  had 
abdominal  hysterectomies  in  two  southern  hos- 
pitals. One  hospita'  was  affiliated  with  a  reli- 
gious institution.  Boiiih  were  nongovernmental, 
ilonprofit,  general  acute  care  hospitals  having 
from  400  to  500  beds.  One  hospital  had  a  more 
complex  organizational  chart  than  the  other 
and  was  also  described  as  having  less  nursing 
administrative  support.  Patients  were  ran 
domly  assigned  to  two  groups  in  each  hospital. 
Patients  in  one  group  in  each  hospital  W^r^ 
given  preoperative  instructions  that  included 
such  things  as  preparation  required  before 
going  to  surgery  and  when  and  how  they  would 
return  to  a  regular  diet.  The  other  group  of  pa- 
tients in  eacli  hospital  was  not  given  this  infor- 
mation. 

Reliability  and  Validity:  No  information  was 
provided  regarding  the  test-re  test,  the 
.  generali:''>d  split-half,  or  the  interobserver  re- 
liability characteristics  of  the  variables  mea- 
sured by  the  instrument. 

There  is  some  evidence  of  discriminant  valid- 
ity in  that  Hegyvary's  results  indicated  that  the 
patients  given  the  preoperative  information  in 
both  hospitals  had  more  positive  scores  on  pa- 
tienVs  level  of  understanding  of  reqmred  role 
than  did  their  counterparts  who  did  not  receive 
this  information.  No  other  variables  were  sig- 
nificantly related,  to  this  va.riable  across  all  pa- 
tients, though  there  *as  a  tendenby "for  it  to  be 
associated  with  a  lowered  incidence  of  complica- 
tions and  iewf-r  ^f;-  i  of  postoperative  hospitali- 
zation in  or"  h^MtaL 

lise  in  Re8e*,r/-r  •  ihi;  development  and  use  of 
die  in.strumen^  arc  def5cribed  in  Hegyvary's 
(1974)  doctoral  dissertation  and  the  subsequent  ' 
articles  (1975)  referenced  below. 
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:  Comments:  The  author  stated  that  in  her  study 
those  parts  of  the  interview  designed  to  elicit 
information  on  preoperative  stress  and  organi- 
zational constraints  ''showed  little  variance, 
were  judged  to  be  unreliable,  and.  were  deleted 
from  the  study."     •  V 

Any  potential  user,  therefore,  needs  to  be 
aware  of  the  implications  of  thist^  information 
and  prepared  to  make  revisions  in  the  instru- 
ment. .  . 


The  hospital  setting  and  patient  care  out- 
comes'(Part  I).  Journal  of  Nursing  AdminiS' 
tration,  1975, 5  (3),  29-32.  . 

 The  hospital  setting  and  patient  care 

outcomes  (Part  11).  Journal  of  Nursing  Admin- 
istration, 1975,  5  (4),  36-42. 

Source  of  Information: 

Xerox  University  Microfilms 
Ann  Arbor,  Mich.  48106 


References:  Instrument  Copyright: 

Hegyvary,  Sue  T.  Organizational  setting  and  pa-       Sue  T.  Hegyvary,  R.N.,  Ph.D.  . 
tient  care  outcomes:  An  exploratory  study.       Department  of  Medical  Nursing 
Unpublished  dissertation,  Vanderbilt  Univer-       Rush-Presbyterian-§t.  Luke's  Medical  Center 
sity,  1974.  1753  West  Congress  Parkway 

Hegyvary,  Sue  T.,  and  Chamings,  Patricia.A.  '  Chicago,  111.  60612 
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Hegyvary,  Sue  T. 
POSTOPERATIVE  INTERVIEW  ,GUIDE 


A.      ■      •     *        •  •       ,  ■  • 

~*  ■  .  \  '  ^• 

1.  Do  you  think  pstienta  should  be  expected  to  hnlp  take  care  of  themselves  while  In  the 
hospital? 

2.  If  one  of  your  friends  were  having  this  same  opera tloiP,  what  things  would  you  tell  him 
(her)  would  happen  to  him  (her)?    (Probe:    what  treatments  will  be\done  and  what  will 
he  (she)  have  to  do  for  himself  (herself))? 

3»  Before  your  operation,  what  thlAgs  did  you  know  you  would  have  to  do  poet  opera  tlvely? 

4r  Row  did  you  find  out  about  these  things?    (Find  out  all  majpr  sources  of  Infomatlonr) 

5.  Are  there  things  that  you  thlxik  should  hive  bean  explained  to  you,  but  were  hot? 

6.  vnille  you  have  been  here,  have  things  happened  as  you  expected'  they  would?  \^ 

7.  If  you  Jbad  to  go  through  thla  experience  again,  how  would  you  want  It  to  be  different? 
.B..  '  .  ■ 

1.  Now  think  beck  to  the  day  before  your  operation.    Could  you  describe  ta  nSe  your 
thoughts  and  feelings  then  about  having  the  operation? j 

2.  Wete  there  particular  things  that  you  were  worried  or  concerned  about  then? 

3.  Would  you  say  that  your  worries  or  concerns  then  were  very  strong,  ooderate,  or 
slight?  ' 

4.  When  did  you  begin  to  feel  less  worried? 

5.  ^  Before  your  operation  do^^ou  think  it  la  more  Important  that  the  nurses  give  you 

specific  information  or  that  they  simply  let  you  know  they  are  going  to  be  there 
whenever  you  need  them? 

£♦ 

ti  ,  ■  ■ 

1.  Do  you  think  your  doctors  and  nurses  have  spent  enough  time  with  you  while  you  have 
been  here? 

If  yea:    Ate  there  any  additional  things  you  think  they  should  have  done. for  you? 
If  no:    Do  you  have  any  idea  why  they  did  not  spend  more  time  with  you? 

2.  Which  kind  of  nursing  worker  would  you  say  has  taken  care  of  you  most:    KM,  LPN, 

or  nursing  aide?  .  ,         -  . 

3.  What  things  have  the- registered  nurses  done  for  you? 

4.  Ware  any  other  patients  helpful  to  you  either  before  or  after  your . operation? 

5.  While  you  have  been  in  the  hospital,  has  anything  happened  to  you  that  has  annoyed 
you  or  made  you  angr^?  . 

If  yes:    Could  you  describe  what  happened? 

6.  Aside  from  doctors  and  nurses,  do  you  think  there  is  anything  in  general  that 
happens  in  hospital^  that  makes  patients  feel  uncomfortable  or  slows  down  their 

'  getting  well? 

*  ■  ,Q 

7.  Were  your  family  or  friends  allowed  to  visit  you  freely  enough  while  you've  been 
here? 

8.  During  ^our  stay  in  the  hoflpital,^when  was  it  most  important  to  you  that  they  be 
here? 
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Hegyvary,  *Sue  T. 

GUIDE  FOR  ANALYSIS  OF  POSTOPERATIVE  INTERVIEW  GUIDE 


A:    PatlMt's  Level  of  Underdtandlng;  of  Required  Role  (P^t  A:    #2,  3,  5,^7)^ 

HI  :    Identifies  major  factors  In  postop.  care,  definitely  breathing-coughing 
or  blow  bottles  and  ambulation.    Knew  what  he  was  expected  to  do.  No 
surprises.    Desired  changes  not  related  to  understanding  of  expected 
behaviors. 

Med:    Understood  many  c^ngs  about  role,  but  some  gaps  In  understanding. 

Lo  :    bid  not.  know  what  he  was  expected  to  do.    tfented  more  Information*  Cannot 
Identify  major  factors  to  tell  another  patient. 

/         '  '  '  . 

B:    Prepoperatlve  Stress  (Refer  to  #6  on  Preoperative  Stress  Scale)  „ 
Part  B:    #1,  2,  3)  ^ 

HI  :    Uses  high  anxiety  words  In  reporting  feelings.    Intensity  strong. 

Med:    Reports  moderate  preoperative  anxiety.    Some  anxiety  words,  but  not  highest 
Intensity. 

Lo  :    Reports  low  or  no  anxiety.  ^  . 

c:    Organizational. Constralnte  (Part        #1,  2,  5,  6,  7) 

HI  :    Identifies  factors  that  Inpeded  recovery.    Had  stressful  post-operative 
course. 

Med:    Recognizes  some  areas  for  Inprovement.    Had  discomforts,  but  no  severe 
slttiatldns  described. 

Lo  :    Positive  about  care.    No  suggestions  for  improvemont. 


^Refers  to  questions  on  Postoperative.  Interview  Guide. ^ 


Copyrighted  by  Sue  T.  Hegyvary;  reproduced  with  permission  by  the  Health  Resources 
Adminlstratioiu    Further  reproduction  prohibited  without  permission  of  copyright  holder- 
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Title:     PATIENT     SATISFACTION  WITH 
HT^ALTH  CARE  SURVEY 

/  :  ihwr  Linn,  Lawrence 

Variable:  The  instrument  measures  a  patient's 
perceptions  of  the  health  care  received  in  ux  , 
outpatient  or  a  primary  care  setting. 

Description:  ^ 

Nature  and  Content:  The  Patient  Survey  is  a 
21-item,  self-administered,  attitude-probing  ' 
questionnaire  to  be  cojnpleted  by  the  patient 
immediately  after  having  received  medical  care 
in  an  outpatient  clinic  or  in  a  primary  care  set- 
tihg.  The  respondent  is  asked  to  record  his 
evaluation  of  treatment  just  received  and 
sources  of  satisfaction  or .  dissatisfaction  with 
the  experience.  Some  are  answerable  only  if-the 
patient  has  seen  a  physician  or  only  if  the  pa- 
tient has  had  care  from  a  nurse.  An  additional 
six  questions  cover  demographic  characteristics 
of  the  respondent.  Answer  choices  are  printed 
on  the  instrument  and  require  only  that  the 

'  respondent  check  the  appropriate  space.  The  in- 
strument is  available  in  English  and  Spanish. 
Administration  and  Scoring:  This  question- 

.  naire  requires  approximately  10  to  15  minutes 
to  complete  and,  as  noted  above,  requires  only 
that  the  respondent  place  checks  beside  the  an- 
swer of  choice. 

Development: 

Rationale:  No  information  was  provided. 

Source  of  Items:  No  information  was  provided. 

Procedure  for  Development:  No  "information 
was  provided.  ^  • 

Reliability  and  Validity:  No  information  was 
provideu. 


[E  2 

Use  in  Research:  The  instrument's  use  has  been 
described  in  the  two  publish'fed  articles  by  Linn, 
referenced  below.  In  these.  Linn  described  a 
study  conducted  in  10  southern  California  am- 
bulatory health  care  settings  which  employed 
nurse  practitioners  educated  in  the  UCLA 
Primjex  program  in  1973  and  1974.  The  purpose 
of  the  study  was  to  investigate  patient  accep- 
tance of  the  family  nurse  practitioner.  The  total 
number  of  completed  instruments  analyzed  was 
1,667. 

Comments:  This  instrument  is^ill  in  the  early 
stages  of  development,  and  no  reliability  or  va- 
lidity data  are  available.  As  it  currently  stands, 
this  instrument  provides  only  descriptive  data. 
However,  a  score  system  could  be  developed 
which  would  provide  the  potential  user  with 
quantifiable  data.  The  author  pro vided  the  fol- 
lowing information,  "Many  items  do  not 
discriminate  well . . (Linn,  personal  commu- 
nication, 1975).  However,  this  is  a  common  prob- 
lem in  patie^it  satisfaction  measures. 

« 

References: 

Linn,  Lawrence.  Factors  associated  with  pa- 
tient evaluation  of  health  care.  Health  and  So- 
ciety, fall  1975,  531-548. 

 Patient  acceptance  of  the  family  nurse 

practitioner.  Medical  Care,  1976,  (4),  357- 
364. 

Source  of  Information: 

Lawrence  Linn^  Ph.D, 
F?alth  Service  Research  Center 
924  Westwood  Boulevard,  Suite  520 
Los  Angeles,  Calif.  90024 

Instrument  Copyright:.  None. 
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Linn,  Lawrence 

PATIENT  SATISFACTION  WITH  HEALTH  CARE  SURVEY  ^ 

Directions:    The  people  who  have  just  given  you  medical  care  are  Interested  In 
how  they  can  do  a  better  job.    In  order  to  help  them  find  out,  we  are  asking  you 
to  fill  but  this  survey  about  the  care  ydu  just  received.    Your  answers  will  be 
kept  private  so  that  you  can  feel  free  to  answer  the  questions  in  a  'straight- 
forward and  honest  way.    Be  sure  to  answer  all  of  the  questions  on  this  page. 
Answer  7A  through  7D  only  if  you  »aw  a  physician  as  part  of  your  visit.  Answer 
questions  8A  through  8D  if  a  nurse  treated  you  toda^r.    If  both  treated  you, 
answer  all  of  the  questions.    Thank  you  very  much  f(     /bur  help  ,  and  if  you 
have  any  problems  with  the  questions,  ask  for  help.  ^       ^.  . 

1.  ^ould  you  say  that  getting  today's  appointment  w^s  more  trouble  for  you 
than' usual,  about  th^  same,  or  less  trouble? 

(CHECK  ONE)      ^  core  trouble   

about  the  same   

less  trouble  

2.  Regarding  today's  visit,  would  you  say  you  spent  more  time  waiting  in  the 
office  than  usual,  about  the  same,  or  less  time?  ^  ^ 
(CHECK  ONE)                                '         .             more  time 

about  the  same   

^         less  time  '  ' 

•1  •  ^ 

3.  Do  you  feel  that  the  medical  attention  you  received  today  is  better  than 
what  most  people  get,  about  the  same,  or  not  as  good?  ^ 
(CHECK  ONE)  .  .  better  

about  the  same  . 

not  as  good   

■  • 

4.  Regarding  today's  visit,  do  you  feel  that  there  were  any  tests  or  procedures 
'  used  on  you  which  were  not  necessary?  ^ 

yes   

no  " 

5.  Regarding  today's  visit,  do! you  feel  that  more  tests  pr  procedures  were 
necessary  to  undc^irstand  your  problem?  o  ^ 

-  yes   ' 

no  ^  ■   

6.  Would  you  say  that  the  medical  care  you  received  today  was  better  than  usual 
visits,  about  the  same,  or  not  as  good 

(CHFCK'ONE)      -  "      '  "  better  than  '   

.     r        ,  about  the  same   

not  ^as  good 

7.  Did  you  ^ee  a  doctor  today  as  part  of  your  medical  visit  br  examination? 

Yes  (IF  YES,  answer  questions  7A-7D  on  page  2) 

No  (IF  NO,  SK:P  page  2  and  answer  question  8,  page  3) 
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(AH3WER  QUESTIONS  ON  THIS?  PAGE  ONLY  IF  YOU  SAW  A.^CTOR  AS  PART  OF  •YOUR  VISIT 
TODAY) 


7A«    Would  you  say  that  the  doctor  spent  more  than  enough  time,  with  you  today 
enough^  time»  or  not  enough  time?     • ,                  ^  / 

(CHECK  ONE)v  ^    spent  more  than  enough  time   

spent  enough  time   

not  enough  time   ^ 

TB*    Do  ycu^£eel  that  the  doctor  |inderstood  what  was  bothering  you? 

iiCHECK  ONE)  understood  very  well   

understood  somewhat  . 

^  •   -  dldn'*t  understand  very  well   

didn't  understand  at  all 


7C.    How  much  Interest  and  concern  did  the  doctor  show  for  you?    Was  the 
doctor:  , 

(CHECK  ONE)  ,  extremely  concerned     \  ^  

very  concerned  \   

somewhat  comcerned  ■ 

somewhat  unconcerned   

very  unconcerned   

extremely  unconcerned 


7D.    In  general »  how  satisfied  were  you  with  today's  contact  with  the 
doctor? 

(CHECK  ONE)  extremely  satisfied 

very  satisfied 
somewhat  satisfied 
J  somewb''^  dissatisfied 

very  atisfied 
extremoxy  dissatisfied 
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8/  Did  a  nurse  examine  or  treat  you  today  as  part;  of  your  medical  visit? 

/  /■  ' — ""7" 

'      '  -      •        Yes   (IF  YE^,  answer  quest  Ions  8A-8D  on  this  page) 

No   (ir-  NO^  go  to  page  4  and  answer  questions  9-16) 


t 


8A.    Would  you  say  ^hat  the  nurse  spent  more  than  enough  time  with  you  today, 
enough  time,  or  not  enough  time? 

(CHECK  ONE)                     ^               spent  liiore  than  enough  time   

spent  enough  time       /    '  • 

-^y^     '                        '  \             .    iiot  enough  time  ' 

8B,.    Do  you  feel  that  the  nurse,  understood  what  was  bothering  you? 

(CHECK  ONE)            .  ^                       understood  very  well   

understood  sobewhat   

didn't  understand  very  well   

didn't  understand  at  all   


X 


»                                  •       ■                        '»  .  ■ 

[8C.    How  much  Interest  and  ,  concern  did  the  nurse  show  for  ypu?  Was  the  nurse 

(CHECK  ONE)  extremely  concemedy  

very  concerned  •   

.            somewhat  concerned  ^  ' 

^                                         somewhat  unconcerned   

very  unconcerned   

extremely  unconcerned   

8D.    In  general,  how  satisfied  were  yottTWlth  today's  contact-with-the  nufse? 

(CHECK  ONE)                                     extremely  satisfied   

very  satisfied  '  

*  -    .        '                     J       somewhat  satisfied   ^ 

somewhat  dissatisfied  '  - 

very  dissatisfied   r 

extremely  dissatisfied  


/ 

/ 
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VqLUBCE  2 


How  weU^do  you  fecl^u  understand  your  present  medical  condltlou? 
.  (CHEqc  ONE) 

I  understand  very  well^ 
I  think  I  understand 
^       \'  I  am  not  sure  I  underst^d 

I  don't  understand  very  veil 


10. 


VFlnally,^  we  would  like  to  ask  you  some  general  Information  questions. 
JPlrst  of  all,  are  you: 


CCEECK  ONE) 


11- 


How  far  dl 
(CHEQK^  ONE) 


foil  gfet^n  school: 


single 

marrlcfd 

separated 

widowed. 

dlvorc«:d 


so7>3  grade  school  -  _ 

finished  grade  school  j_ 

some  high  ,  school  '   

finished  Kljgh  school   

some  vocational  or  tech  school 
finished  vocational  or  tech 

school   

some  ^college   

finished  college 


12.    In  wi      religion  were  you  raised? 
(CHECK  ONE) 


Catholic 
Protestant 
Jewish  I 
Other  (specify 
None  . 


13.  \Scac 


14."  R^ce  or 
(CHECK 


ethnic  background: 
0NE)       /  , 


15*    What  .Is 


your  date  of  blrthr 


Male 
Female 


^Black 
Caucasj(,an 
MiBxican-Amerlcan 
Oriental/ 
Othet  I 


/ 
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.     '       "    '  •  •  ■  ^     .       /  : 

16.  In  general,  how  satisfied  are  you  with  living  in  your  conmunity?  Would  / 
you  say;  / 
(CHECK  ONE)                                              extremely  satisfied   / 

very  satisfied   

somewhat  satisfied   \ 

somewhat  dissatisfied   

.     <  very  dissatisfied   

»     ■  extremely  dissatisfied   

17.  How  friendly  was -^the  personCs)  who  gave  you  medical  care  today? 
(CHECK  ONE) 

.    \  extremely  friendly   ^ 

j       ,  very  friendly  j  

somewhat  friendly   ^ 

not  very  friendly  /   

not  at  all  friendly   

18.  Hw  comfortable  did  the  person(3)  who  gave  you  medical  cars  today  make 
you  feel?  ,  - 

U?HECK.  ONE)  extremely  comfortable   

very  comfortable 

ft  somewhat  comfortable'  ^  

not  very  comfortable   

not  at  all  comfortable 


19.    Which  of  the  following  statements  best  dsscribes  your  feelings  about  the  ■ 
person (s)  who  gave  you  medical  care  today?  ^      •    /  t 
/(CHECK  ONE) 

■    I  would  prefer  to  see  the  same  nerson(s)  again    «  , 

It  wouldn't  make  much  differenc^  whether  or  /  ' 

not  I  saw  the  same  person  on  my  next  visit   / 

^I  would  prefer  to  see  someone  else  . 

■■•/ 

-      O  /  - 
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Title:  PATIENT  SATISFACTION  SCALE 
Author:  McGivern,  Diane  0.  '  ' 

Variables:  A  patient's  perceptions  of  hospital 
experiences  and  health  care  personnel  ai^e  the 
variables. 

.Description: 

Nature  and  Content:  This  is  a  self- 
administered,  21-item  instrument  made  up  of 
I  direct  questions  which  pertain  to  physicians, 
nurses5>  hospital  rOw.'  ''^es  and  regulations,  and 
general  ho^ital  care.  Responses  are  m'ade  on  a 
4-choice,  Likert-type  scale. 

Administration  and  Scoring:  No  special  provi- 
sions are  necessary  for  administration  of  the 
instrument;  directions  for  completing  the  scale 
pi:ecede  the  first  item.  Approximately  30  min- 
utes are  required  for  completion  of  the  scale. 

A  value  of  1  is  given  to  the  response  indicating 
greatest  satisfaction,  and  the  value  of  4  is  as- 
signed to  the  response  representing  the  least 
favorable  appraisal.  The  favorable  .and  unfa- 
vorable ends  of  the  scale  are  randomly  alter- 
nated to  offset  response  set.  The  total  sum* 
represents  the  patient's  level  of  satisfaction 
with  his(her)  hospital  experience. 

Development:  c 

Rationale:  No  information  concerning  an  un- 
derlying theoretical  rationale  was  provided. 

Source  of  Items:  The  items  were  based  upon  a 
review  of  the  literature,  the  author's  profes- 
sional experience,  and  the  Evans  Satisfaction 
Scale  (1960). 

Procedure  for  Development:  The  author 
adapted  the  Evans  Satisfaction  Scale  by  sub- 
stituting the' word  "'nurse"  for  the  word  "doctor" 
in  items  ^10,  11,  13,  14,  15,  andi  18;  the  word 
"information"  for  the  word  "pass"  in  item  1;  and 
the  phrase  "your  i  Iness"  for  the  word  "TB"  in  ^ 
item  10. 

.  Reliability  and  Validity:  No.  reliability  infor- 
mation for  the  author's  adapted  version  of  the 
Evans  Scale  was  provided.  For  the  orig:inal 
Evans  Scale,  a  coe  ficient  of  .0.92  was  obtained 
.using  the_Kuder-'^  hardson  split-half  reliabil- 
ity  formula. 


E  2 

The  instrument  has  face  validity,  and  Evaiit- 
ireported  that  validation  of  his  version  of  the 
instrument  had  been  established  throagh  a  re- 
view of  anecdotal  records  which  indicated  tha* 
those  wards  observed  as  having  high  and  lov^ 
levels  of  satisfaction  also  had  high  and  lOw  mear 
scores,  respectively,  on  the  instrument. 

Use  in  Research:  Evans  (1960)  developed  anc 
used  the  original  instrument  with  a  hospita. 
population  of  887.  In  the  Evans  studv,  the  pa- 
tient sample  was  controlled  for  diagnosis,  type 
of  institution^  and  financial  status  oif  patienT?^ 
within  the  institutions.  McGivern  1972)  uaeti 
her  adapted  version  of  the  instrumeTii,  a  sema;»' 
tic  differential  scale,  and  the  Buss-E»arkee 
gression  Scale  in  her  doctoral  study  which  ^ 
referenced  below. 

Comments:  The  instrument  appears  tw  r^*^*  ^^^y 
to  administer  and  readily  usable  by  heac;:T\i  c^re 
personnel;  however,  each  investigator  rr  ' 
tablish  its  reliability  for.  his(herj  own  st  ^Ut 
and  setting.  The  instrument  appears  to  bt  ess-.  ^ 
adaptable  to  a  variety  of  health  care  seurinp:s. 
Some  of  the  items  should  be  refined,  e-g.,  thu* 
substitution  of  the  word  "information"' for  tfee 
word  "pass"  jn  item  1,  has  made  the  item  illoT" 
cal.        <7  ' 

References: 

Evans,  John  W.  Stratificat^?^'^  alienamrorft  mei 
the  hospital  setting >  A  ^^dy  in  the  -ocra 
psychology  of  chronic  illness.  Unpiibii^e 
doctoral  dissertation,  Ohio  State  University' 
Columbus,  1960. 

McGivern,  Diane  0.  The  rilationshi/p  betir*«p^ 
aggression  in  selected  male  surgical  patie*^^"^., 
satisfaction  with  hospitalization,  and  attitudes 
of  nursing  personnel.  Unpublished  docrnoakl 
dissertation.  New. York  University,  197^. 

Source  of  Information:  \ 

Diane  0.  McGivern,  R.N.,  Ph.D. 

Department  of  Nursing 

Herbert  H.  Lehman  College— CITNY 

Bedford  Park  Boulevard.  West 

Bronx,  N.Y.  10468 

Instrument  Copyright:-Diane  0.  McGivern,  R.N., 
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McQluern,  -Qlane       '  ^     '  ^ 

PA^NT  SJaTISFACnON  SCALE 

intereared  in  how  you  have  felt  at^^tt  your  stay  in  the  hosipital^ 
Yofc  -  ansMTis  to  tfcrae  questions  wHl'  be  kept  c  ..n^dential. 

On  wch  quesinion,  -cirele^tibe  X  above  t±e   xiwmex  you  think  best  dfiscribes 
yaur  jHj!txzaEti.on  on  -his  unit  atr  rhiB  hosry±tal 

.  uMiM-^-tant:  of  tte  ^vasKtinns  -ucT.  "the  nurse";  when  answering 

i:^8€   j«ii=oQs,  i*  vlflK  of  tnCL   v^rse  who  B£a«^  ^,   a  most  often  or  who  is  mainly 

V   vju  think  Jnersay  tnfeaxmaclon: -Is  g±«r   wcr  here  is  fair  to  everybody^ 

j:   X   X  

TwA/^^  ^a±r  I^rtcs^rly  fa:  -  Often  unfair         ^      Wary  trfeen 

ood^  rti-  CTerybocr--  ^iiofair 

•\      2.     {'^    ■  1  Lnimc  the  doctor  «Ks  you  as  ci :  71  a«  he  should? 

 X  X  -  ^  X_  X 

^^ia^-^fly  as  As»st  as  ^ss  often  Star,  nfisiliy 

rftcen    s  he  :^*^ren  than  he  m  often  as 

^rijld  should  »  sfaouifi 

3.  IK  yyou  ieel  that  you  hanre  been  placed  in  tae  right  "exercise  cliiiiii  f flcar  ion?" 

jt  X  '..X    X 

5)e£ft»i.l:ely  the  j^t^inngi-  i-Vio  Not  quite     c  DefiniteEy 

— amount  of  r=I^t  amount  enough  not  enoigjir 

4.  ::cw>u  think  you 'am  trol::  enough  about  your  illness  and -how  you  are  coming 
aim®?  ^ 


I'^  k«)t  well-  iViBCpt  fairly  I'm  not  told     .    There  are 

•liffiJbrrad  and  well  informed  as  much  as  I     "    important  *»l*iings 

u»-tco-^-date  would  like  I*m  not  toidt 


5/  te^f^u  ev^  become      :5ed-^p  wttk  tbingr,  that  you  felt  like  getting,  up 
ffl^ walking  out?    CtSaKt        .^oing  AMA?)  . 


mes 


E^rly  often  ^      Occasionally  Hardly 


ERLC  , 


Q7d 
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■V0LVVIE2 


ERIC 


6m    Bam  aft«t  idoes  it:  la^en  that  vhat  the  nurse  tells  you  goes  agalnoe  wiaer 
thfi^  :£bcrtoic  ^ellB  -ysa^ 

H   X     >  X   X 

It  hcppeos  It  happens  ,    It  happens  It  hanffl?y 

all  tte  tfiae  fairly  often  occasionally  ewr  hnpens 

7.    Ok)  3^  thiidc  this  bappital  allows  enough  visiting  time  for  friends  and 
r«l«tlve^ 

X  X  X  X 

fin(n»gh  tdLme  Almost:  ^owgh         Less  than  there       Much  JLess  than 

time  should  be  thes  should  be 

£  .    Iki  yom  feel  feat  spubai'  doctor  hol^  back  certain  icfonnation  about  your 


Ve  /^of tea  Fairly  offttftr  OccasioifflBlly  Hardly  ever 

SjHJ*  well  'does  iisie  noirse  explain  rrfsiaws  to  you? 

%    X  X  X 


liell  Fairly  we   Not  very  ^aeEil  Venry  poorly 

xC.     How  nottld  y(9ii  rate  "yowr  nurse  uii-Imiw  mich  she  knows  fittODoct  your  illness  and 
othesr  medical  matters?  ^ 

X  X  X   X. 

Vetsy  good  Good  Fair  Poor 

LU    Howr  would  ym  rate:^^xnir  nulrse  on  the  fr:d.endliness  and  mderstanding  she  has 
wltth  ^ti^ixts? 


Very  good                             Good  '      Fair  Poor 

9tfya9c«l|,  how  do  y«i  feei.  about  this  oard  or  division? 

X    X   X   X  

I  •  Ife  le                ~,        I  like  it                      It's  ju&pt  I  would  like 

werir  sttch               /        fairly  well                   so-so  to  be  trans- 


f erred 


13.    IRittt        iBucse  jaakes  rounds  does  she  go  from  room  to  room  so  fast  that  you 
*iii*r  ^eat  to  talk  to  her  or  ask  her  the  questions  you  would  like  to? 

3:1  \  T  X   X 

AlaMtr  mUtmmfQ  Fairly  often  Occasionally  Hardly  ever 
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14.  .  Do  you  ever  have  tjie  feeling  that  the  nurse  does  not  really  have  much 
Interest  In  your  case?  ^ 


X 


I  have  this  Fairly  often  Occasionally  Hardly  ever 

!:  feeling  very  .  * 

often  ...  . .  - 

,15.    Does  the  nurse  ever  act  as  though  she  thinks  you're  not  able  to  understand 
anything  about  your,  illness?  .  » 

__K  \  X.    -X  X 

Very  often  Fairly  often  Occasionally  Hardly  ever  . 

16.  Do  you  feel  that  patients  on  this  ward  or  division  are  tnreated  more  like   

"cases"  than  individuals? 

X  .  X   X 

This  is  true  ^  This  is  true  ^  .  Thisf  is  true  This  is.  hardly 

very  often  >  fairly  often  occaisionially  ever  true 

17.  Whenever  you  are  to  receive  a  new  treatment,  mediciation?  tsst,  etc.,  is  it 
explained  to  you  ahead  of  time?  . 


Alni^et  always  Usually      '  '  Not  usually  Hardly  ever 

^-  ,         -     «  . 

18.  Do  you  think  the  nurse  is  the  type  of  woman  you  can  really  put  your  trust 

in?  '  ^  ^  ;  V 

X  •       '  ♦  X   X   X 

Very  definitely  ,        ^    Pretty  much  More  or  less  Hardly  at  all 

19.  Do  you  think  the  patients  here  hiave  to  put  up  with  too  many  unnecessary 
xulf^a  and  regulations?  \ 

/  X   ^_   X  X 

mst  of  the  Fairly ^of ten  Occasionally  Hardly  ever 

time  , 

*»  ■  '  . 

20.  In  general,  how  good  ;a  job  do  you  think  the  staff  here  does  in  treating 
patients  and  getting- them  well?  ' 

ii 

X  X       '  '      X   x_  

Very  good  Good  =    .  Fair  Poor 

21.  In  general,  how  good  a  job  do  you  think  the  staff  here  does  in  making  the 
patients  happy  and  comfortable? 

/i  \  ■  X   Ix  X_  

.Very  good  Good  Fair  Poor 

Copyrighted  by  Diane  0.  McGivern;  reproduced  with  permission  by  the  Health  Resources 
Administration.    Further  repro.du:^tion\prohibite^ without  permission  of  copyright  holder,         *  * 
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Title:  PATIENTS'  PERCEPTIONS  OF  HOS- 
PITALIZATION IN  ARMY  HOSPITALS 

Authors:  Nichol^  Glennadee,  Kennedy,  Eunice, 
Ko«neck,<Anna,Petrello,  Judith,  and  Hurd,  Wal- 
traut 

Vanables:  This  questionsiaiFe  measures  the  im- 
partahce  of,  and  satisfacaaon  or  dissatisfaction 
Vitii,  selected  aspects  of  a.  patient's  hospitadiza- 
tion  in  an  army  hospitaL  importance  is  d^ned 
as  a  respondent's  perception  of  the  wortih  of 
selected  aspects  of  his(iier)  hospitaliisaiion. 
Satisfaction  is  defined  as  a  respondent's  positive 
attitude  toward  the  same  selected  aspects;  dis- 
satisfaction is  defined  as  a  respondent's  nega- 
tive, attitude  toward  selected  aspects  of  his(her) 
hospitalization  (Nichols  et  al.,  1974). 

Description: 

Nature  aiyi  Content:  This  self-administered 
instrument  is  a  comprehensive,  161-item  ques- 
tionnaire designed  for  studying  patients'  per- 
ceptions of  care  in  Army  hospital  facilities.  The 
instrument  is  divided  into  three  sections,  and 
each  item  is  to  be  answered  by  circling  a  number 
next  to  the  answer  the  respondent  chooses.  The 
number  of  response  choices  varies  from  4  to  5  for 
most  items.  ^  • 

'Section  I:  You  and  Your  Health  Status  con- 
sists of  15  items  of  demographic  data  and  10  items 
.  related  to  current  health  status.  An  example  is: 

o  -  .  ' 

i6.-  How  sick  do  you  think  you  were  on  admission  to  the 
hospital? 

,    Very  Sick  ^  I 

Moderately  Sick  2 
Minimally  Sick  3  < 

^      Not  Sick  4 

Section  II:  Items  of  Importance  to  Foic- con- 
sists of  68  items -for  >Yhich  the  respondent , is 
given  these  instructions:  "Listed  below  are  sev- 
eral items.  Please  indicate  your  feelings  about 
the  importance  to  you  by  circling  the  number 
next  to  .the  arswer  you  wish  to  give.  Respond  to 
each  item  as  it  applies  to  you  now."  An  example 


is: 


13.  Having  diagnostic  tests  (laboratory.  X-ray,  etc.)  ex- 
plained ahead  of  time  so  I  know  what  to  expect. 


Does  Not  Apply 
Not  Important 
Somewhat  Important 
Moderately  Important 
Very  Important 


.  Section  III:^/*ems  Satisfying  or  Dissatisfying 
to  You  consist  of  68  items  for  which  the  following 
instructions  are 'provided:^ 

Considering  the  same  items  you  have  already  marked 


( 

tor  importance  viA^  ndic»i4»  your  level  of  sat;sfaction 
with  the  itemr  '''•nfti.  'Jm  hioepitalazation. .'. .  Respond 
to  each  iteinas  it  you  at:ihe  present  time. 
13.  Having a^n<o8tic  ttp^^^*--  iaaborasory.  X-ray,  etc.)  ex- 
plained aheouctif  t^/nn  kjb&w  what  to'  expect. 
Does  Nc:^^:|*nly  0 
Very  DiaBtf^»^t\«tii.  1 
DissatisBf^  -  2 
Satisfies  3 
Very  Sa**^;;  ril  4 


AdministrtAioi 
musx  be  able  \a 
English  with  ' 
musi,  be  phys: 
plete  the  qu< 
quiisd  varies 

Two  indice  ^ 
Satisfactiaon 


rttiiO  :^  ffirrvng:  The  respondent 
m:Sid,  write^  and  understand 
.0  -i^gre^  of  competence,  and 
.iiy  and  ^ntally  able  to  co^n- 
iamnaire  Completion  time  re- 
•  ^iTCTai^  30  minutes  or  less, 
eil  cirWellness  and  Level  of 
^^rrmned  for  each  respon- 
dent. A  Lre-eel  otf  IVeiuiejas  Index  is  derived  by 
adding  th*e  nMrn«rical  rating^  given  by  ^each  re- 
spondent on^^lf^e  L^rel  ofi  Wellness  Scale  (items 
16  througii  2)  i'  Si^^ecstortD?.  This  index  can  range 
''from  10  to  42,  ^ndi'  the-  higher  a  respondent's 
score,  the  biitber  hiafhier)  perceived  ^  level  of 
wellness. 

A  LeveJ  c.*'  Sattiis55wii4/tfi  Indei  is  derived  also. 
For  each  it»wo,^j,^  t      ^Satisfaction  Scale  (Section 


rating  assigned  to  the  degree 
very  dissatisfi^d=-2,  dis- 
^ie4='+l,  and  very  satis- 
"iOtfi^A  rating  for  each  cir- 
Mftft^'tion  Scale  is  multiplied 
''^*f^^?jy?  (which  ranges  from  1  to 
i^liiKonnthe  Importance  Scale 
s  ^^ft  sunrr  of  the  products  is  di- 
•u»^**6^r  (of  iteiAs  answered.  All 
jd«F  marked  "does  not  apply" 
Satisfaction  Index  could  range 
'n  order  to  have  only  positive 
:ant  of  8  is  added  to  each  re-  . 
The  maximum  possible  Satis- 
16,  indicating  high  satisfaction 
with  seleCie^.  >■  loects  of  hospitalization,  and  the 
minimum  Jii»s^  ole  is  0,  denoting  great  dissatis- 
faction. ^ 


III)  the  nxrp  ' 
of  satisfac^ 
satisfijed=~ 
fied=+2. 
cled  item  or 
by  the  nunt^'' 
4)  for  the>*aiiR 
(Section  IL. 
vided  by  tif^ 
items  not  a 
are  deletec 
from  +8  tc 
numbers,  z.  j 
spondent's 
faction  Ino 


Developii 

Rationojm:  rx  the  interest  and  welfare  of  all 
patients,  faealii  personnel  in  all  army  facilities 
must  be  appraiu^ed  of  the  aspects  of  care  that  are 
satisfying  to  -pi^ients  and  those  aspects  not 
meeting  consumer  needs.  This  instrument  was 
developed  andiiireed  as  one  means  of  determin- 
ing the  patients>perceptions,of  care. 

Source  of  Items:  The  items  were  based  upon  a 
review  of  the  literature  and  the  authors'  profes- 
sional experience.  / . 


EKLC 
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PratPihHjrni  WIT  Development: 

AsB  i'  lUfi  Miaw  schedule,  consistbi^^ of  both  'fixed- 
: .^iiu^J  ""J-^  aad  open^nded  questi<»s^as  used  with  20 

rrrniawTtnittfiffr*  ^dult  men  and  women.  The  rn&nmation 
nmm  caneemed  physical,  medical,  psychosodaiU  envi- 
rons tal^  and  administrative  aspectsrof  hospital  care. 
■jMBi itf 'J * ' -rvk! wen s  also  responded  to  sample  instruments 


"ors«f*!5J*iBng^  the  importance^of,  and  satisfaction  with,.- 
uennFH  rs«^ted  to  hospitalization. 

^  ^u«»*«t^^««naia*e  was  then  constructed::-Using  the  infor- 
'  "fisrived  from  the  interview  onta.  Twenty  pa- 
wyt«ne  aaked  to  complete     and  nmke  suggestions 
r*e(sa»rity  of  the  items  ;and  tnatructions.  After 
,  .<iOwmed  upon  patients'  answers  and  suggestions, 
dBenuBMewngmaire  was  distributed  to  25  patients  in  a 
>arpe  '  Ainr^iospital  and  a  small  Armir  hospital  for  the 
.   ou«iiU«?L-T5ie  final  instrument  for  daia  collection  was 
0  as«i  ,£iiipT£?tfa£  results  of  the  pilot  phase. 
"  -»^rt#fW8  foirthe  Importance  Scale  andUhe  SStisfaction 
J^  ra:     x«re  derived  as  follows:  initially,  there  were  114  ' 
,err     fixreach  of  these  scales.  When  they  were  refined, 
xuumber  was  reduced  to  68.  A  preliminary  testing  of 
--^  rf^his  showed  that  none  of  them  was  perceived  as 
^mpt^irtant  to  many  patieints;  therefore,  all  were  used 
I.,  rlw.eiinal  questionnaire.  The  68  items  of  each  scale 
wert.*  jiirced  in  their  final  order  by  random  assignment 
(Nikiw^Hs  et  al,  1974). 

Relxhtiity  and  Validity:  Nichols  et  al.  (1974) 
ceport;  t^i^reliability  coefficients  for  both  the 
Import  ittJC&"5cale  and  thg  Satisfaction  Scale  as 
0.96.  •  .  ^  ' 

Use  im  Research:  The  development  and  use  of 
the  irijstcument  are  described Jn  Nichols  et  al. 
(1974)-  Data  were  collected  from  a  total  of  562 
adult  medical-surgical  patients  hospitalized  in 
11  different  army  medical  facilities. 


Comments:  This  instrument  appisars  well  de- 
signed to  tap  the  dimensions  of  patient 
satisfaction-dissatisfaction  and  the  concept  of 
:he  importance  of^certain  aspects  of  hbspitaliza- 
liim.  The  lei»^h  of  the  measure  is  sufficient  to 
OKTive  the  ihigh  reliabifities  shown..  An  item 
-airalysis  asn^  e.  cluster  analysis  might  sho^  that 
ifce  iostrujment  could  be  shortened  without 
weake^rii^f  its.  reliability.  A/statement  in  the 
>fichob  «^  al.  (1974)  paper;  referring  to^  a 
:"rna.xi^'»'  )rT?^  ralidity  coefficient"  refers  only  to  a 
tiaeoretv  :ai;  upper  ceiling.  Validity  was  appar- 
entlsr  flt-r  I  tested,  and  a  validity;  coefficient  can, 
theWfr^  9,  .riot  be  specified. 

ase-of  its  length,  the  instrument  ii^  not 
^^rf'c  «iceLi-in  this  compilation. 

S^hager,  Fred.  Foundations  of  behavioral  re- 

.^^mmrch,^JSle.w^-york:  Holt*.  JBinehart,._^nd. 

^^instom.  Inc.,  1964,  432-439. 

-?iiichols',  Giennadee,  Kennedy,  Eunice,. Ko neck, 
.  Anna,  Pfetrellp,  Judith,  and  Hurd,  Waltraut. 
Patients'  perceptions  of  important,  satisfying, 
and  dissatisfying  aspects  of  army  hospitaliza-- 
tion.  Military  Medicine,  1974, 139  (11),  86^76. 

Source  of  Information:  • 

Giennadee  Nichols 

8107  Green  Forest  ^'  ■ 
San  Antonio,  Tex.  78239 

Instrument  Copyright: 

Association  of  Military  Surgeons  of  the  U.S. 
8502  CoTlnecticut  Avenue     *  / 
Chevy  Chase,  Md.  20015        ,  / 


662 

title:  mTHENT'S  PERCEPTION  OF  ASPECTS 
OF  HEiALTH  CARE 

Author- ^^nkr at z,  Deanna 

Variakicir*  The  variables  mesasicEed  are  a  pa- 
tient's pesaeeption's  of  the  impBTtance  of  selected  ; 
'  aspects  ti!^  health  care  in  hospitals  and  the  pa-  ] 
tient's  dpgree  of  personal  satisfaction  with 
those  asaeczs  of  health  care.  _ 

DescripiiaB: 

Natwiv  a^d  Content:  This  is  -  a  self- 
admin^Bgreed,  14-item  rating  scale.  Aspects  of 
health  Tiare  -^lfttudes  such  items  as  ''helpfulness 
of  genracal  -ani^ita!  personnel — the  way  prob- 
lems ami  cf^mpiaint  s  are  handled";  "your  under- 
standing: (hf  iimxT  condition  or  diagnosis";  and 
"skill  and  c-^ompetence  of  the  nurses."  Using  the 
response  c  loioes,  extremely  important,  impor- 
tant, 3iightlSr  important,  or  not  important,  the 
respondent.iaidicates  the  degree  of  importance 
of  each  of  tdaeaspects  of  health  care  to  him(her); 
using  the  response  choices,  very  satisfied, 
satisfied,j,i*  a^atisfied,  very  unsatisfied,  the  re- 
spondent dicates  his(her)  satisfaction  with 
each  asp^  of  care  as  experienced  in  the  hospi- 
tal. 

Adminr  '^  ation  and  Scoring:  For  information 
on  admi?>A»tration  and  scoring,  any  potential 
user  is  aSk#d  to  contact  the  person  named  under 
Source  cr'  information  below. 

Develoimient: 

Rationale:  No  underlying  theoretical  ration- 
ale was  identified  by  thecauthor. 

Source  of  Items:  The' items  are  based  upon  the 
author's  professional  experience,  a  review  of  lit; 
erature,.and  the  work  of  Freeborn  and  Green- 
lick  (1973). 


E2 

^^mceeiure  for  Deveftmpment:  Frseborn  and 
Gf»^«miic«ik  (1973)  idemiaaed'a  fraBaework  for 
eTOhiMiing  health  care.  Their  system  included 
SL&s^sss^ty  Piid  quali^^f  care,  proeess  of  care 
and  :^z3B&srpersonal  relataDnships,'ahd  system  ar- 
rangments.  Using  layman's  language,  the  au- 
that  aonstructed  quesaaons  tapping  these 
mefitiiaDns. 

Baeiinbility  and  Validi  .if:  No  information  was 
prt>  jiiaad. 

Ua^KSesearch:  No  iinDHrmation  was  provided. 

CcaMmts:  This  instrnzzrent  is  still  in  early 
staigw  of  development,  aand' the  author  states 
that  '^^lidation  and  fasBeline  data  are  needed 
and  rssat  the  items  shoinid  be^refined  to  be  more 
"sitnsaition  specific"  braore  this  questionnaire 
can  oe  used  in  any  major  study.  The  double  re- 
spoiise  to  each  item,  based  on  its  importance  to 
the  patient  and  the  paisaent's  satisfac;tion  with 
that  aspect  of  health  care,  enables  the  re- 
searcher to  determine  -each  subject's  need  pat- 
tern for  health  care  asnd  the  extent  to  which 
those  needs  are  beircg  met.  The  instrument 
should  be  lengthened  %o  improve  reliability  and 
to  sample  more  diverge  aspects  of  care  in  hospi- 
tals. 

References: 

Freeborn/  D.,  and  Greenlick,  M.  Evaluation  of 
the  performance  of  ambulatory  care  systems. 
Medical  Care,  Supplement,  1973, 11  (2). 

Source  of  Information: 

Loren  Pankratz 

Psychology  Service 

Veterans'  Administration  Hospital 

Portland,  Oreg.  97207 

Instrument  Copyright:  Nohe. 


PMratz,  Deanna 

PAHeiT'S  PERCEPTION  OF  ASPECTS  OF  HEALTH  C«E 


U»e  18  a  Hat  of  conditions, which  som  people  teA  mt  loq.ortant  aspena-of  health  care  in  hospitals.  Som  of  the. 
S  h  SpSt  than, others,  and  'JmrmM  important  at  aa.  Please  read  eac  it«. Jn  t  e  rst^j.  •  . 
of  boxes  check^e  box  vhlch  best  indicates  the»Bnce  to  m.-  'I"  ^'^'^^  '^"^  '^^'^ 

best  indir.ates  your  satisfaction  with  this  aspect  raf  tealth  c^  ia  this;  imniital. 


Extrcaely 


Slightly  Hot 


Very 


Un- 


Very  Un- 


ExBople 

Quality  qf  the  food 

X 

X 

■* 

IteM  ^ 
•  Helpfulness  of  general  hospital 

personnel    Che  vay  probleios  and 

coaplalnts  aie  handled 

> 

f  Your  trust  dnd  confidence  In 
your  doctor  % 

-5,  - 

•  Your  trust  and  confidence  In 
the  nurses 

•  Your^ understanding  of  joiir  con- 
dition o^lagnosls 

4 

Your  understanding  of  your 
'  doctor's  instructions  and  plans 
:  for  your  care 

i 

k 

t 

•  Availability  of  services  when 
needed 

ft 

* 

4 

f  Ease  In  obtaining  services 

•  Your  undekf5:^ndlng  of  how  the 
hospital  operates. ^ 

n 

a  Skill  and  competence  of  your 
doctor 

•  Skill  and  conpetence  of 
Sc   ^he  nurses 

•  \ 

 rt— 

) 

\ 


J!' 
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Eztreaely 


Slightly  Not 


Very, 


Vcry  Un- 


Iaq>ortant  Important  Important    Inpor^antr'  Satiaf ied^  Satiaf iecl  aatiafied  aatiafied 


m    Tour  doctor 'a' jtnter est  and 
concern  for  you 

r 

•   The  nurses'  'interest  and  - 
^oncem  for  you 

•    Phyaical  aurroandings 
and  facilities 

•    Waiting  time  for  help  or 
services  ' 

m 

< 
o 

s 

s 


ERIC 


PSYCHOSOCIAL  INSTRUMENTS 


665 


Title;  PATIENT   INTERVEIW  QUESTION- 
NAIRE '       ,  .      .         .       .  .  . 

Atitfior:  Pienschke,  Darlene 

Variabl^:  Patient  confidence  and  patient  satis- 
*faction  with  care  are  the  variables  assessed. 

Descrifition: '  '      -o    *  * 

Nature  and  Content:  This  instrument  is  made  ? 
up  of  28:'questions  about  various  aspects  of  the 
care  received  by  patients  while  they  are  iii  a 
hospital.  The  instrument  has  two  main  sections. 
Tiie  first  is  administered  by  an  interviewer,  the  ' 
second  by  the  patient.  Both  sections  include 
both  open-ended  questions  and  those  having  a 
variety  of  structured  response  alternatives. 

Administration  and  Scoring:  No  special  train- 
ing is  required  to  administer  the  instrument. 
Information  on  the  categorization  of  the*  ques- 
tions and  the  coding  of  responses- must  be  ob- 
tained from  the  author.  . 

Development: 

Rationale:  The  instrument  was  developed  to 
obtain  data  for  indicating  the  consequences  of 
differing  approaches  to  giving  cancer  patients 
information  about  their  diagnosis  and  prog- 
nosis. 

Soitrce  of  Items:  The^'tems  wfere  based  upon 
the  work  of  Johnson  and  Thielbar  (1971)  and  the 
author's  own  experiences.  .  ^ 

Procedure  for  Development:-  The  instrument 
w^s  then  administered  to  a  sample  of  32  pa- 
tients who  had  been  diagnosed  as  having 
cancer. 

Reliability  and  Validity^:  No  information  was 
proLvided  regarding  reliability. 

Pienschke's  (1973)  results  indicale*  that  ap- 
proximately half,  of  the  ^patients  wanted  more 
information  relative  to  their  diagnosis  and 
prognosis;  the  other  haif  were  sa,tisfied  with  the 
amount  of  information  they  received.  The  au- 


thor pot^d  a  tendency  for  patients' who  received 
*  more  information  to  be  moi^e  satisfied  with  the 
care  they  received-in  the  hospital.  No  statistfciitl 
information  was  piovided  that  could  be  used  to 
Evaluate  this  tendency,. and  only  OjSmall  portion 
of  the  instriirhent  deals  with  information  per  se. 

Use  in  Rese^irch:  PiensChke's  (1973)  description 
"  of  use  oi  this'instrument,  along  v/ith  ber  Physi- 
cian Checklist  and  Nurse  Perceptions  Question- 
'  naire,^'can  be  found  in  the  articjle^  referenced 
below.         »  .  ^ 

Comments:  Due  to  the  limited  number  of  pa- 
tients w'.io  were  used  in  the  development  of. 
the  tool  and  the  lack  of  inft)rmatiotf»about  psy- 
chometric properties  of  the  instrument,  it  is 
premature  to  draw  any  conclusions  regarding 
the  ultimate  usefulness  of  tljis  instrument.  Any 
potential  user  should  examine  the  conceptuali- 
zation of  the  variables,  the  conteht,"the  response 
choices  of  the  items,  and  the  reliability  and  valid- 
ity of  the-histrument  for  his(her)  purposes. 

References: 

Johnson,  J.,  and  Thielbar,  G.  W.  Pretest  of  the 
impact  of  patient  welfare  of  pharmacist  assis- 
tants administering  medications.  Madison, 
Wisconsin:  University  of  Wisconsin  School  of 
Nursing,  1971.  Mimeographed. 

Pienschke,  Sr.  Darlene.  Guardedness  or  open- 
ness on  the  cancer  unit.  Nursing  Research, 
.  1973,  22  (6),  484-490. 

Source  of  Information: 

Sr.  Darlene  I^enschke,  B.S.,  M.S.  , 

Assistant  Professor 

Marquette  University  * 

4311  North  lOQ.Street     ^  . 

Milwaukee,  Wis^  53222  ,  ^ 

Instrument  Copyright:  Sr.  Darlene  Pienschke, 
B.S.,  M.S. 
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Pienschke,  Darlene  '  .  '  * 

PATIENT  INTERVIEW  QUEST fONN AIRE 

*  ■  ■  . 

Hello  (Mr.Ylfrs*;  Mlss)^   ,  I  am  a  regis- 
tered nur^e.    We  are  attempting  to  evaluate  some  aspects  of  the  care\we  are 
giving  patients.    We  would  like  t<>  ask  you  some  questions  about  your  experi- 
ence as  a- patient.    Your  doctor  has  assured  ine  that  you  can  participate  in 
•  the  study.    Would  you  Mnd  answering  several  questions  ^bout^^ff er^nt  aspects 
of  your  care?         «                                    ^                            ^  *  ^ 

Patieilt  Interview:                   «                       ^       .                              ^  . 
What  are  you  in  the  hospital  for?   ;  -  


How  long  have  you  been  fn  the  hospital    -    '  and  when  do  you 

*  ^     .    (#  of  days)  ,  *  ~ 

expept  to  be  able  to  leave  the  hospital 


(date  of  expected  discharge) 


1.    Have  you  had  problems  with  eating  or  drinking  today? 
Yes      .  ^  .  '  ' ^ 


No       *  .  ^  ^ 


A.    If  yes,  did  the  staff,  do  anything  to  help  you  with  your  problem  oT 
eating  and  drinking? 
*  Yes 


No- 


B.    If  help  received,  how  much  did  it  help? 

*  Problem  under  control  or  solved  / 

^  About 'as  much  help  as  is  possible  ' 

.  More  help  should  b6  possible 

^   It  did  not  help 


2,    Have  you  had  problems  With  physical  activity  j.ike  getting  up  or  moving 
'  today?  ^  .  . 

.  -  ,        ■  *      ■  / 

  Yes         ^  ^  '      S  .        '       '  '  ^ 

No  ^         .  - 


A.    If  yes,  did  the  staff  do  anything  to  help  you  with  your  problem  of 
getting  up  and  moving?*  ,       ,  .  ^ 

Yes  r  '  . 


_  ./ 


A 

B.    If  help  received,  how  jmich  did  it  help? 

 Problem  under  contr%l  or  .solved 

  About  as  much  help  as  is'  possible 

  More  help  should  be  possible 

^          It  did' not  help  ; 


I 

083. 


^  PSYCHOSOCIAL  INSTRITHENTS  ^ 

1    ■  '■  r 

Have  you  had  'problems  getting  rest  or  sleep*  tpday? 

  Yes 

 No 

A.    If  yes,  did  the  staff  do  anything  to,  help  you  rest  or  sleep? 

 ^  Yes 

 No 

If  help^rcr-^ived,  how  much  did  it  help? 

^  Problem  under  control  or  solved 

  About  as  much  help  as  is  possible  ^ 

 Mpre  help  should  be  possible 

^   It  did  not  help 


Have  you  had  pain  today? 


Yes 
No 


A.  If  yes,  did  the  staff  do  anything  to  relieve  your  pain? 
.   ,Ye8  \- 

 No 

B.  If  help  received,  how  much  did  it  help? 
  Problem  under  control  or  solved 

  About  as  much  help  as  is  possible  ^  - 

 More  help  should'be  possible 

;  It  did  not  help     >  \  \ 


Have  you  had  problems  with  boWel  movements  or  urinating  today? 


A,    If  yes,  di^  the  staff  do  anything  about  your  .  problem? 

 Y^s       -  '         -  • 


B.    If  help  received,  how  much  did  it  help? 
*      Problem  under  control  or  solved 

  About  as  much  help  as  is  possible 

More  help  should  be  possible 
  It  did  not  help  ' 
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6»    Have,  you  had  any  reactions  to  medications  today? 


Yes 
No 


^   A,  If  yes,  did  the  staff  do  anything  about  your , medication  reaction? 

.   '  -  :  , 

  No 

B.    If  help  received, ^ how  nmch  did  it  help? 
,  Problem  ixnder  control  or  solved 

%  About  as  much  help  as  is  possible 

 More  help  should  be  possible-  .  A 

'  It  did  not  '  \ 

:  ■-,        ■  ■  ,   ■.  ■       ■-,  \  ,  \ 

7,   .Have  you  h'ad  any  problems  ^th,  respiration,  e.g. ,  coughing  or  getting 
ybur  breath  today? 

•  -v  /     ■  ■    .  . 

  Yes     .    ■  • 

~^No  -.  ■ 

'         '     .  '         ■  *  '  C.  i         ^  .  * 

A.    If  yes,  did  the  staff  do  anything  about  your^trouble  with   

 Yes  • 

No  ^  . 


B.    If  help-  received,  how  much  did  It  help?^ 

 .Problem  under  contral  or  solved 

■      About  as  mu^h  htelp  as-  is  possible 
More  help  should  be  possible 
It  did  not  help  ; 


/ 
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Instruct Ion  to  Interviewer;    Using  the  Patient  Questionnaire,  for* those  patients 
admitted  to  the  study  by  the  physician,  use' the  folldwlng  Introduction?  ' 

Now,  I  would  like  to  get  your  answers  to  a  number  of  detailed  questions  regarding 
your  satisfaction  about  certain  aspects. of  your  care.    These  questions  are  on 
a  sheet  that  you  can  fill  out.    (Hand  the  patient  the  Questionnaire.) 

READ  THE  FOLLOWING  TO  THE  PATIENT:    You  are  to  answer  the  following  questions 
by  marking  the  scales  directly  under  the  questions,  9 After  you  have  read  the 
question,  read  the  labels  on  the  scales  and  decide  where  your  answer  falls. 
You  may  mark  at  the  labeled  points  or  In-between,  whichever  best  suits  your 
answer.    There  are  no  right  or  wrong  answers.    Confidentiality  of  your  replies 
will  be  irespected.  "  . 

Wl^en  the  ^patient  has  finished  the  Questionnaire. 

Have  you  had  difficulty  getting  the  Informaf ion  that  you  feel  you  need? 

.  '  -  Yes   No    ■  - 

If  yes,         What  information  have  you  felt  you  needed  and  have -had  difficulty 
-         ,       getting?  .  -  • 


b.   .What  is  the  source  of  that  difficulty? 

1  .  . 


Are  you  getting  any  information  that  you  feel  is  not  necessary  to  know? 

:    '  _  ^  Yes   .  No   "         ,  ■  • 

If  yes,  a.    Can  you  tell  me  about  it?  ^ 


TERMINATION  OF  INTERVIEW;  Thank  you  for  your  cooperation  (Mr.;  Mrs.:  Miss) 
"  You  can  be  assured  that  all  information  will  be  kept 

confident iar^  /  4  ^ 


VOLUME  2  .  y. 

■  r..  .•  . 

1.    Rata  the  amount  of  InfoTBatdLon  providad  about  your  eoifdition* 


I- I  I  I 


I  II 


want  a  great 
daal  oora  . 
infonaatlon 


want  8ona<- 
what  mora 
information 


aatisf iad 

with 

information 


want  soma- 
what  less 
inforination 


want  a  graat;^ 
doal  lass  , 
information 


2,    What  information  about  your  condition  would  you  like  your  doctor  to  discuss 
*  further  with  you? 


-3,    Rate  the 'amount  of  information  your  doctor  Has  given  to  you  about  your  treatment. 


1 


I 


want  a  great 
deal  more 
information 


want  some- 
what more 
information 


satisfied 

with  •  • 
information 


want  some- 
what less 
inf  ormationc 


want  a  great 
deal  less 
information 


A*    What^  information  about  your  treatment  would  you  like  your  doctor  to  discuss 
further  with  you. 


5,    Would  you  rate  the  degree  of  confidence  you  have  in  your  doctor? 


J  L 


Extremely 
confident 


Very 

confident 


Moderately 
confident 


Slightly 
confident 


Not  at  all 
confident 


-  PSYCHOSOCIAL  INSTRUMENTS 
6.    What  has  Influenced  Che  degree  of  confldence\ou  feel  In  your  doctor? 


7*    To  what  degree  do  you  feel  your  questions  haye  been  answered  byjrour  doctor? 


•I  III 


Completely 
absvered 


Answered 


Somewhat 
answered 


Some\;hat  Unanswered 
unanswered 


.8.    To  what  degree  do  you  feel  your  doctor  understands  the  problems  ;you  are  facing? 


I   1  !l    I    I  I    I   t  I 


1_L 


I 


Extremely  Very  1      Moderately^  Slightly  Does  not 

un4er8Candlng       understanding        understanding        understanding  understand 
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9*    Rate  the  degree' to  which  you  understand  what  Che  doctor  has  told  you* 


I  I  I 


II  I  I 


III 


I  I 


. Completely 
understood 


Understood 


Somewhat 
understood 


Some, 
doubts 


Did  not  . 
understand 


10.   ^eck  the  statements  Chat  apply  |to  the  way  you  feel  about  receiving  Information. 


Prefer  my  doctor  Co  give  me  Information  without  my  having  to  a^  questions. 

Prefer^  to  ask  my  doctor  for  'information. 

Prefer  Information"  from  my  doctor     little  at  a  time. 


Other  (State  briefly) 


A 
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JIL    RatA  th%  dftgrW  to  irhlch  you  hMl tfttft  to  Mk  for  InfomAtlon. 


I  I  .  I 


 ■       *       ■        '  J—  !  1 

Frfqiiently      Vary  frequently 
hesitate ■  aesxc«c«.  heeltete  hesitate 

-12.  -Vouid  you  rate  the  degree  of  confidence  you  have  In  your  nurses? 


Ill  I 


Never 
hesitate. 


Sometlnss 
hesltete. 


Always  ' 
has ±t ate 


III 


I  I  II 


I  I  '  i 


I  I'  I  I 


Extremely 
confident 


Very 

confident 


Hoderately 

confident 


Slightly 
confident' 


Not  at  all 
confident 


13.    Whet  has  influenced ' the  degree  of  confidence  you  feel  In  your  nurses? 


lA.'  To  what  degree  do  ycu  feel  the  nurses  understand  the  problems  you  are  facing? 


Extrraely  Very  Moderately      <     Slightly  Does  not 

understanding        understanding      understanding  .      understanding  understand 

15.    Check  the  'statements  if  they  apply  to  the  way  you  feel  about  your  care. 


Want  better  care  given  by.  the,  nurse^ 
Want  more  time  to  talk,! with  the  nurse. 
'  Want  more  time  to  talk  with  the  ^octor . 


16.    How  coiad'tji^  nurses  improve  the  care  they  are  giving  you? 


Copyrighted  by  St.  Darlene  Plenschke;  reproduced  with  permission  by  the  Health 
Resources  Administration.    Further  reproduction  prohibited  Without  permffisloii 
of.  copyrljght  holder. 
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Title:  RISSER  RATIENT  SATISFACTION 
SCALE 

Author;  Risser,  Nancy 

Variables:  The  variables  being  measured  by  this 
instrulnent  are  patients'  attitudes  toward 
nurses  and  nursing  care  in  a  priinary  health 
care  setting.  According  to  the  instrument's  au- 
thor, "attitude"  is  an  jiffective  component  which 
is  based  upop  cognitive  processes  and  is  an  an- 
tecedent of  behavior.  "Patient  satisfaction  with 
nursing  care'*  is  conceptualized  as  the  degree  of 
congruency  between*  a  patient's  expectations  of 
ideal  nursing  care  and  his  perception  of  the  real 
nursing  care  he  receives. 

Description: 

Nature  and  Content:  This  self-reporting  at- 
^  titude  scale  in  its  final  form  contains  25  items 
.  subdivided  into  three  subscales:  . 

1.  technical-professional  ^  behavior    of  the 
nurse;  for  example,  nurse  knowledge,  physical 

^  care  fpr  the  patient,  and  expertise  in  implement- 
ing medical  care  (7  items);- 

2.  twi677?6rsonai-^ducaitQnaZ'itfemsjvvhich.deal 
*   with  the  social  aspects  of  nursing  care  as  well  as 

the  information  exchange  between  patient  and' 
nur^e— such  aS  answering  que^stions J- explain- 
ing, and ;d<3monstrating  (7  items);  ^  . 
.  3.  iMerpersonaUtrusting  relationship -dimen- 
sion, s)ach  as  sensitivity  to  p'eople  and  tjieir  feel- 
ings, and  listening  to  patient  problems  (11 

items);  .     '.^  ^  . 

Respondients  indicate  agreement  or  dis- 
agreement with  the  statements  o^.a  5-pointi 
Likert-type  scale  from  "strongly  agrees"  to 
**strongly  disagree.''  Jloughly  equal,numbers  of 
'  positive  and  negative  items  are  included,  An 
attempt  was  made  to  tfse  si^nple  and  clear  lan- 
guage andj^minology  which  patients- them- 
selves are  likely  to  employ. 

One  example  fropi  each  subscale  follows: 
'  Technical-professional  area — "The  nurse  re- 
Ally  knows  what  she  ig  talking' about."  Educa- 


iional  relationship  aired — "I  i^sh  the  nurse 
would  tell  me'about  the.results  of  my  tests  more 
than  she  doe?."  Trusting  relationship  '  area- 
'  *  1^'Wheri  I  ^eed  totalktO'^somie6Ae,  I  can  gotothe  ^ 
»    nurse  with  my  problems."  ■  %  '  "  " 

Administration  and  Scoring:  TKe  question- 
.haire  can  be  .administered  with  relative  ease  in 
physicians'  offices,  clinics,  and  in  other  ambula- 
'  tory  care  settings.  It  obviously  must  be  limited 
.  to  patients  other  than  those  having  a  first  ap- 
^  po^ntment,  since  theyVouid  likely  have  no  pre- 
vious  experience   on  which   to\  base  their 


attitudes.  An  approximate  fifth  grade  reading 
level  is  required  to  answer  the  questions.  The 
scale  requires  only  10  or  IStminutes  to  complete. 

For* the  positive  items,  scores  are  assigned  .. 
from  1  (strongly  agree)  to  5  (strongly  disagree); 
for  negative  items,  scores  are  reversed.  Thus  a 
low  score  indicates  relative  satisfaction  with 
nursing  service  while  a  high  score  indicates  rel- 
ative dissatisfaction  with- nursing  service. 

Development:  -  . 

Rationale:  As  Dona^eHian  (1969)  pointed  out, 
the  patient  and  the  provider  of  the  health  c^ire 
services  may^  differ  significantly  in  their'percep-  ' 
tions  of  what  quality  care  is  and  to  what  extent  ^ 
it  is  present.  The  instrument  was  developed  to 
(evaluate  patient  care  fr:om  the  patient's  per- 
spective. .  \     /  . 

Source  oj  items:  Items  for\ the  scale  were' 
selected  from  other  measures  concerned  with 
attitudes  toward,  medical  and,  r^rsing  person- 
nel, from  interviews  with  patients  arid  nurses, 
and  ffom  the  literature  to  provide  an  initial  pool 
of  58  items  from  which  25  were' eventually  . 
sielected.  ,      h  . 

Procedure  for  Development:  The  samples  used 
in  \the  development,  of  this  instruihent  v/ere 
dra^n  from  a  population  of  patient^  who  re-, 
ceived  care  on  an  ambulatory  basis  in  doctors' 
offices  where  registered  nurses  interacted 
directly  with  the  patients  in the  delivery  of  nurs- 
ing care.  A  wide  range  of  demo^aphic  charac- 
teristics, twas-  rep/eserited  in  \.the  patien^t 
samples.  \ 

The  original  ,58  items  were  pretested  with  a 
group  of  .  10  patients  to  .  determine  the  items' 
clarity*  The  scale' was  then  administered  to  a 
sample  of  78  patients  and  the  responses  wjere 
analyzed.  An  item  analysis,  was, performed  to 
locate  those  items  which  best  discriminated  sub- 
jects7  "The  inter-item  Correlations  vi^re 
examined  to  see  how  the  items  grouped  with 
reference  to  four  original  dimensions.  Following 
these  analyses,  the  number  of.  items  was  re- 


duced  to  27  ami  the  number  of  dimensions  to 
three  (technical-professional,  educational- 
relationship,   trusting-relationship).    At  this 

,  point,  some  items  were  rewritten  to  minimize 

"  response  set.    .  > 

The  revised  scale  was  administered  tq  a  sam- 
ple of  60*patients,. Based  on  the  results  of  this  ; 

'sample,  two  items,  were  eliminated  due  to  their 
low  correlations  with,  the  other  items.  " 

Reliability  and,  Validity:  kiternial  consistency 
for  this  instrument  wa§;  estimate^  by  Cron-. 
bach's  alpha  and  Scott's  honfiogeneity  ratio.  The 


.674 


VOLUME  2 


calculated  alpha  reliability  for  the  tot^  sgale  (25 
items)  was  0.912.  Reliabilities  for  the  subscales 
were  somewhat  lower.  The  homogeneity  ratio 
for  the  total  scale  was  0.302.  The  homogeneity 
^  ratio  is  sirriilar  to  a  v^€?ighted  average  of  the 
inter^itein  correlations. 

The  computed  values  of  alpha  for  the  three 
subscales  were  respectively:  0.637,  0.825,  and 
0.819,.  with  the  first^  subscale  (technical- 
proifessiohal)  being  the  least  r6 liable  of.  tWe 
three,  ^  v  ^ 

The  subisqales  were  also  shown  to  have  corre- 
lations with  each  other  ranging  from  0.^98  to 
0.806,  which  indicates  that  the  content  mea- 
sured by  the  three  scales  may  indeed  be  quite 
.  similar;  . 

Content  validity  was  determined  through  the 

method  of  item  selection  and  revision.  The  dis- 
'  tribution  of  scores  was  found  to  be  positively  ' 

skewed.  The'  instrument's  -author,  considered 
.'this  fact  to  be  indicatLve^oif  contentj^aUd^ 

cause  other  estimates,  of  patient  ^.satisfaction 

exhibit  similar  sicewness.'    /     *  - 

Use  in  Research:  The  developmefnt  of  the  in- 
strument :was  described  in  a  University  of 
Washington  master's  thesis  "Deyelopmentpf  a 
Tool  to  Measure  Patiept  Satisfaction  with 
Nurses  and  Nursing  Care  in  Primary  Care  Set- 
tings'* (Riisse/,  1972)ir  It  was  also  reported  in  a 
journal  article  "Development  of  an  Lfistrumerit 
'  to  Measure  Patient  Satisfaction  with  Nurses 
and  Nursing  Care  in  'Primary  Care  Settings" 
(Risser,  19J5),  .  /  "  ■■ 

i  Coininents:  this  instrtimeijt  appears  to  have 
undergone  a  sound  conceptual  and  methodolog- 
ical'development,  it  appears  to  have  good  reUa- 

vbility  while  stilj  miaintaining  brevity. and  ease  of 
administration.  / 


Validation  of 'this  instrument,  wil^  reference 
to  external  criteria,  Ms  still  a  Necessity.  One 
should  also  examine  whether  the  inclusion  of 
subscales  adds  any  information  m  hght  of  thfe 
intercorrelations  between  t?hose  scales.  v 
,  This  instrument,  through  the  use  of  attitude 
assessment,  iriight  well  rrtake  a  contribution  to 
the  methods  of  measuring  patient  satisfaction 
with  nursing  care. 
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Kisser,  Nancy  . 
RISSER  PATIENT.  SATISFACTION  SCALE 


This  questlomiaire  Is  designed  to  fit  whstc  kinds  of- things  patients 

lllg&  or  don't  like  about  the  nursing  care  receive  In  their  doctors*  offices. 

Your  ideas  I  along  with  those  of  other  pat:^  »  vllL  be  used  to  try  to  Improve 
the  care  you  are  how  receiving  here\ 

This  questionnaire  contains  a  nun^er  oi,  statements i  each  of  which  says 
something  different  about  nurses.    For  each  statement;  decide 'how  much  you 
ag'ree  or  disagree  with  the 'view  expresseg.    Think  about  the  care  you  are  now 
receiving  here  as  you  respond  to  each; statement.    In  a  colunm  next  to  the 
atata&ent's  you  will  find  five  words  to  use  to  describe  your  opinion.  Circle 
thei  number  under  the  word  which  comes  closest  to  your  own  opinion.    There  are 
no  right  or/wrong  answers.    People  differ  In  their  views.-  Your  response  is  a 
matter  of  your  personal  opinion.  ^ 

People  here  at  know  that  I  am  asking^ for  your  help*    But  no 

^ne-4ierevwlll'' see  the  way  you  answer  this  questionnaire.    The  Information  you 
give  me^TdJLl^   completely  confidential.  ■  ■ 

If  ,  for  any^reasoxii  you  do  not  fieel  you  are  able  to  complete  ,thls.  question* 
nalre^  please  fl^el  free  ^o^hioind  It  back  to  me^nf Inlshed^ 


t;   THAHK  YOU  very  much  for  your  time  and:  youtL^help .  'Below  Is  an  example  which  may 
help  you  In  completing  the  quies^^^^  ^  ^ 

.         /  -  ;  STRONGLY  ^  r^STHONGEY^ 

AGKEE     AGREE    NEUTRAL    DISAGREE    DISAGiREE  ^ 


A.    The  nur^e  thinks  I  under s^tand  ^ 
more  tha.n_  I  really  do.  \i/ 


A      B.  Nuisaes  are  put  In  the  position  ,  ^ 

;  of  needing  to  khow^more,  than  ^ 

,  '  th^  possibly  couidv  -  ;  1  2!  4     ~~  "~~5 

■■     ■  .  ■  * .  o  ,  ■-    ■  :        .>*'■•      .  .  "  -    .  -  ■  ^  ■ 

v  ..  T&K  answer  to  question  A  indicates  that  you  are  quite  certain  that  tfaae 

nurse  tiilnks  you  understand  more  than  you  really  do«^  '  The  answer  to  questtetl 
— -B,  *^nfttyt-rfl1 -ftiH-f paihAfl  ynii  ran^f:  gMfp  HAr-fHp  ijhPl^ligr  to  ^rA^  or  to  disagree 
'  with  tMs  statement .  7 


6'W  (\-  "  VOLUMES. 

Circle  the  nuoiber  under  '^the  word  which  cones  closest  to  your  own  opinion. 
ELEASE  BE  SURI^  TO  HARK  EVEKT  STATEMBBT  • 

STRONGLY  *  STRONGLY 

AGREE    ,  AGREE    NEUTRAL    DISAGREE  DISAGREg 

^  ■   .   *  " .  .  ■  ^      ■  !  ^  '  '■  * 

1  The  nurse  Is  skillful  In  / 
assisting  the  doctor"  vwith  >  '  ^  ' 

procedures',  />  1  ,2  3  4.  5  .. 

i    .      "    \  ; '  / ■*  :     •  ■  . 

2  The.niirse  Is  understanding  In  , 
*  listening  to  a  patient's 

.   problems.      ■        ■ .  ^     <      '  }-  2  3  4  5  , 

3  The  nurGfe  reailiy  knows  what 

she  Is  talking  about.  1  2  3'  4  5 

4  The  nurse  doesn't  always  tell  ' 
me  what  effects  to  expect  from  > 

my  drugs  like  she  could;   -  1    ■        2  .3  f'        .      5  ^ 

f  ■  .  ■      • .  ■ 

5  The  nurse  explains  things  In 

simple  language.  ,      1  2  .         3  4  5 

6  It-ds  always  easy  to  understand 

what  the  nurse  is  talking  about.      1     .       2  3    ,         4  5 

'  7    The  ntirse  should  be  more  atteji- 

tive  than  she  l3.  ;  i  2  "         3  4  5> 


8    The  nose  is  just  not  patient  y 
enoughs  \       ^  2  3 


10    When  I  need  .to  talk  to  some- 
one/1  can  go  to  the  nurse         ^    „  V'     .  ' 
wirtBr^y~^fdblCTis.v^  "  1  2  3 


4 


9  The  nurse  Is  not  precise  In 

doing  her  work.  1  2       \,  ^  -4 
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STR0HGLY  .  .  STRONGLY 

AGSEE      AGSEE    NEUTRAL    DISAGREE  DISAGREE 


11  The  nurse  Is  too  busy  at  the 
.  desk  to  spend  tine  talklifg 

with  me. 

tt .  '      ■         .  ' 

12  The  narse  makes  It  a  point 
to  show  me  how  to  carry  out 
the  doctor's  orders. 

"b 

13  The  nurse  Is  too  slow  to  do 
*  things  for  me. 

14  The  nurse  Is  pleasant  to  be 
around. 

15  The  nurse  forgets  to  make  sure 
that  I  kaow  how  and' when  to 
take  my  medicine. 

16  The  nurse  Is  often  too  dls^ 
organized  to  appear  calm.     \,  , 

17  Too  often  the  nurse  thinks 'you 
v.can^t  understand  the  medlckl 

.explanation  of  your  irine^s, 
so'^she  just  doesn't  hotter  to 
explain.  , 

18.  The\  nurse  always  gives  com^ 
plete  enough  explanations  of 
why  testis  axe  ordered. 

19  I'm  tired  of  the  nurse  talking 
down  tome. 

...  ■  f/ 

20  The  nurse. ±s  a  pesson  who  can 

 ^---d^mder stand  how— I-feei.  '  -   

21  The  hu.rse^  gives  dlr«K:tlon8 

too  fast.^ 

■    ■        _   ■  ^  ■■ 

22  The  nurse  gives  gooB  advice 
ov€^r  the  telephone.  . 


-2 


."3 


3 


4 
4 

e 

4 

4 
4 


4 

4 

\ 

4.  - 


5 
5 


5 
5 

5 
5 


23  The.  nurse  should' be  more 
'.    'friendly  than  she.  Is. 


2  . 


4 


STRONGIJf.  STRONGTY 
AGREE      AGREE    NEUTRAL    DISAGREE  ^IsSe 
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24  I  wish  the  nurse  would  tell' 
«  me  about  the  results  o£  my 

tests  more  than  she  does. 

25  The  nurse  asks  a  lot ^o£  ques- 
^:^tiLons,  but  once  she  £lnds  the 

'     angers    she  doesn^t  seem  to 
do  Anything. 

26  The  nurse  gives  directions  at 
>  just  the  right  speed. 

27  A  person  £eels  £ree  to  ask  the 
nu  '36  questions. 

28  Just  talking  td  the.  nurse  makes 
.  me  £eel  better. ~  V 


strongly" 

AGREE 

AGREE 

NEITTRAL 

DISAGR^ 

STRONGLY 
p;  DISAGREE 

1 

• 

2  . 

3 

• 

4  ' 

5 

- 

1 

2 

3 

5  .  .  . 

1 

2 

3 

I) 

,v, 

1  / 

^  2 

.3 

4 

c 

5 , 

•  *  * 

1 

2 

3 

STRONGLY, 
AGREE , 

AGREE 

NEUTRAL 

DISAPREK  -STSDNGLY 
DISAGREU.  uisAGREE 

4 
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Title:    QUALITY'    OF     NURSING  CARE 
QUESTIONNAIRE— PATIENT 

Author:  SafforA-Beverly  J.,  Schlotfeldt,  Rozella 
•A^.,  and  Bolted,  Eileen 

Variables:  This  instrument  elicits  information 
,on  seven  variables  which  address  a  patient's 
perceptions  of  the  quality  oi^nursing  care  pro- 
vided in  a  hospital  settiijg.  Five  of  thfese  vari- 
ables are:  physical  care,  emotional  carey^' 
nurse-physician  relationship,  teaching  and 
preparation  for  home  care,  and  administration. 
,The  sixth  variable  is  called  the  quality  of  nurs- 
ing care,  The  seventh  v\^riable  is  not  named,  but 
it -pjrov^des  information  on  the  degree  of  satis- 
faction expressed  by  a  patient  regarding  the 
nu-rsing  Qare  he(she)  has  received,  N<J  defini- 

*tions  were  provided  for  the  variables. 
*        ■  ■ 

Description:  V 

Nature  and  ContenbsJChis  self-administered, 
45-item  questionnaire  was  designed  to 'elicit  pa- 
tients' perceptions  of  the  quality  of  nursing  care 
provided  in  a  hospital  setjrtng. 
The  Variables  are  operatiorialized  by  combin- 

-ing  responses  to  various  subgroups  of  questions^ 
contained  in  the  instrument.  Physical  care  is 
operationaUied  by  13  questions;  emotional  care 
is-  operationalized  by  yN   questions;   nurse-  v 
physician  relationship  \^  operationalized.  by  1 
question;  teaching  ay^^  preparation  for  home 

.  care  is  operationalized  by  7  questions;  adminis- 
^ra^ion  is  operationalized  by  6  questions;,  and-. 
quality  of  nursing  tare  is  operationalized  by 
combining-the  responses. to  all  of*the  items  used 
the  5  variables  described  aboye.  The  sum- 
mary description  of  the  quality  of  care  receive<j^y^ 
is  operatioftalized  by  one  item:  "Please  indicate  . 
which  term  best  describes  the  nursing  care  you 
have  received  in  the  past  7  days."  A  5-poinf  scale 
is  provided  f6r~r^^^  40  of  the  questions, 

for  39  of  these  questions,  the  5  respanse 
categories  are:  always,  usually,  sometimes,  sel- 
dom, and  never.  The  five  response  categories  for 
the  item  which  Summarizes  the  quality  o!^nursT 
ihg.care  are:  excellent,  very  good,  satisfactory, 
only  fair,  and  unsatisfactory.  Thjree  response 
categories  are  pravided  to  obtain  information 
for  the  five*  questions  that  sumW:.rize  specific 
parts  oY  the  quality  of  nursing  car^e,.  The  re- . 
sponsL-  categories  fpr  these -five  Questitfns^re:  V 

-yes'^arti^y,  and  no.  ' 
ijCdmimi^aiiq  This  instrument 

'Was  designed  to  be.  Completed  by  a  patient.  In- 
structions are  provided  as  pairt  of^he  question- 
naire.  Scores  fpr  each. variable  ^re  coirfputed  by 


assigning  a.  number  from  1  to  5  for  each  of  the 
five  response  categories  such  that  l=never, 

.  2=-seldom,  3=sometimes,  4=usually,  and  5  = 
always.  For  the  three  response  questions,  a 
numerical  value  of  1  is  assigned  to  ''no,"  3  is 
assigned  to  "partially,"  and  5  is  assigned' to 
"J^es."  The  score  for  a  given  variable  is  the  averr 
age  of  the  respon^ses  to  the  subgroup  of  ques- 
tions used  to  measure  that  variable.  Unan- 

•  swered  fjuestions  are  assigned  a  numerical 
value  of  3T 

^  Development: 

'  Rationale:  The  instrument  was  developed  to 
provide  information  regarding  the  relationship 
between  hospital  staffing  patterns  and  patients' 
perceptions  of  the  quality  of  nursing  care  they 
receive.. 

"  Source  of  Items:,  The  items  in  this  question- 
naire v^ere  developed  by  a  committee  made  up  of 
nursing  and  hospital  administrators,  nursing 

^  school  faculty,  staff  physicians,  head  nurses,  pa- 
tients, and  the  authors. 

Procedure  fqr   Develqpment:    The  various' 
,groups  of  persons  identified  above  were  asked  to 
indicate  what  factors -were  important  to  good 

.  nursing  care  and  to  provide  examples  of  each. 
These  responses  were  reworded  to  form  state- 
ments that  could  be  responded  to  by  patients. 
The  initial  form  of  this  instrument  >yas  adminis- 
tered to  patients  on  two  hospital  units.  Those 
items  . that  could  not  be  answered  readily  or  that 
appeared  to  be  ambiguous  were  either  reworded 
or  eliminated.  The  scores  for  respondents  who 
thought  the'  quality  of  care  given  was  excellent 
or  very. good  we're  compared  with  those  who 
^thought  the  quality  of  care  given  y/as  either 
unsatiisfactory  or  only  fair.  Scores  on,  the  fiye 
variables  .^ere  also  compared  with  those  de- 
rived from  four  other  questionnaires  designed 
to  provide  the  same  type  of  information  •  but 
froms  a  different  point  of  view.  These  were 
examined  in  the  context  of  the  type  of  unit  or 
the  kind  of  staffing  pattern  used  on  a  unit. 
Three  kitfds  of  staffing  patterns  were  examined. 
The  first  had  13  patients  assigned  to  a  nursing 
team.  The  second' had  16  patients  similarly  as- 
signed to  a  team.  The  third  had  19  patients  as- 
si^'ed  to  a  nUrsing  team.  '     ,  \ 

•  This  questionnaire  was  completed  by  139, pa- 
tients. They  were  frdm  a  *36-bed -surgical  unit 

j/and.a  65-bed  medical. unit  of  a  340-bed  acute 
general "iiospitaT  operated  under  municipal  con- 
trol.  :  ^  *   ;  '       •       ^      ■  • 

*Reliab)ility  and  Validity:  No  information  was  - 
provided     regarding     the  '  ,  test-re  test  or 
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.generalized  split-half  reliability  characteristics 
of  the  variable^  presumably  ,  measured  by  this 
instrument.     -  -         .  ^ 

The  fesults  for  physical  care  indicated^  ten- 
dency for  patients  to  give  higher  ratings  on  this 
measure  than  was  the  case  for  nursing  person- 
nel. Patients  '•typically  rated  the  quality  of 
physical  care  as  usually  or  always  adequate,  re- 
gardless of  the  staffing  condition  of  their  unit. 
The  same  tendency  was  observed  for  the  compos- 
ite score  called  quality  of  nursing  care  and  for 
the  variable  that  provided  a  summary  "3escrip- 
tion  of  the  patients?,  perceptions  of  the  quality  of 
care  they  Ve^ceived  in  the  hospital. 

Use  ill  Research:  Safford  and  Schlotfeldt  (1960) 
developed  and  used  this  instrument  along  with 
four  others  described  elsewhere  in  this  compila- 
tion for  their  research  referenced  below. 

Comments:  This  instrument  appears  to  have  po- 
tential for  ^providing  information  on  tlie  vaH- 
ables  it  is  presumed  to  measure.  However, 
because  of  the  limited  nature  of  the  informa- 
tion, available  regarding  the  characteristics  of 
.^he'variables, it  is  premature  to  make  any  deci- 
sions regarding  its  usefulness. 


It  v/ould  be  helpful  to  have  information  re- 
garding the  test-retest,  characteristics  of  the 
variables.  It  would  also  be  helpfurto  have  in- 
formation'regarding  inter-item  and  between- 
variable  relationships.  The  latter  information 
could  be  used  to  confirm  the  assignment  of  items- 
to,  specific  variables  and  might  -indicate  the 
presence  of  variables  other  than  those  pre- 
sumed to  be  measured  by  this  instrument.  With 
all  this  information  maSe  available,  it  ^yould  be 
useful  to  repeat  this  study  on  a  much  larger 
sample  of  patients  in  a  number  ot  .facilities 
where  a  variety  of  nursir^g  staffing  patterns 
were  used.  , 

'     %  ' 
References: 

Safford,  Beverly  J.,  and  Schlotfeldt,  Roziella  M. 
Nursing  service  staffing  and  quality  of  nurs- 
ing care.  Nursing  Research,  1960,  9  (3),  1'49- 
154.    '  •  ■  ' 

Source  of  Information: 

Beverly  J.  ^afford,  R.N.,  M.S. 

Caro  Regional  Center  • 

Caro,  Mich.  48723  -         ^    ^  : 

*  * 
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Saf ford,' Beverly  J.,  Schlotfeldti  Rozella'M. ,  and  Bolcer,.rEneen 
QUALITY  OF  NURSING  CARE  QUESTIONNAIRE— PATIENT 


*  Please  place  an  X  in  the  space  to  the  right  below  the  word  that  best  describes  how  you 
feel/about  each  question  at  the  left.  If  you  have  any  additional  remarks  you  would  Ilk?  to 
flake,  please  use  the  space  "Additional  Cownents"  which^is  provide_dxat--the  end  of  the 


questionnaire.                                »  • 

^  \  \  : — ^  

ALWAYS 

uSuALLV. 

'  SphETlMES 

SELbOM 

A.  ' 
Did  your'nurses  do  little  things  like  changing  your 
position,  fluffing  your  pillow,  or  sroothing  your 
sheets  to  make  you  feel  comfortable? 

■ 

• 

\ — ^ — ^ 

Old  your  nurses  carry  out  treatments  and  medications* 
on  time? 

■ 

.If  you  needed  medicine  for  'prtrin,  did  you  receive  it 
Jpromotly?  " 

1          •            .          '  . 
Did  your  nurses  answer  your  light  promotlv?  \ 

Did  your  rturses  keep  your.bell  cord  within  easy:^  V 
reach?  i 

- 

« 

Did  your  nurses  know  how  to  use  the  equipment  needed 
for  your  care?                                           '  ' 

Were -you  covered  with  a  cotton  blanket  during" your 
-^ath? 

bid  your  horses  b&che  you  thoroughly  or  help  you  with 
-  ytfur  bath  as  needed?                          *  ' 

*  ■ 

Did  your  nurses  take  care  of  your  needs  for  cleaning 
your  teeth?                 .   '   

e 

< 

*  Did  your  nurses  help  you  in  getting  in  anc|  out  of 

b«Hl?  •        •     •       '  ^     .  • 

Mere  your  nui^es  qentle*  In  carfng  for  you? 

Old 'your  nurses  seem  to  know  what  you  needed  before 
you  had  to  ask  for  It? 

'V'.' 

Oitl  your  nurses  seem  to ' understand  how  you  felt? 

■  \- 

•      ■  .  »       '   ■  \        ^  ■     ■      ■  ■ 
Oid  your  nurses  appear  to  enjoy  carina  for  you? 
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old  all  the  nurses  caring  for  you  se6nK  to  be 
informed  as  to  your  needs? 

^^^^ 

•  .            .?".  ■' 
Did  there  appear-to  be  a  good  feeling  among  the  ^ 
nurses  who  cared  for  vou?          ,  ^. 

Did  you  feel  that  your  nurses  were  interested  in  you 
and  yOur  welfare?  ^ 

When^you  were- fearful ,  did  your  nurses  try  to  relieve 
your  fears? 

Old  your  nurse  explain  what^would  happen  to  you 
(treatnientsi  hospital  routine,  tests)? 

Oid  your<nurses  treat  you  with  respect?  • 

Were  your  nurses  able  to  answer  your  questions? 

Oid  you  feel  confidence  in  your  nurses?  ^ 

• 

Old  your  nurses  attend  to  your  religious  needs?  ' 

Uere  your  nurses  patient  and  urfderstaH^inq? 

 — 

Were  your  nurses  friendly?  - 

- 

Did  your  nurse^  protect  your  privacy?  ■> 

Oi<l  your  nurses  keep  your  room*  neat? 

Did  your  nurses  sjsem  to  have  time  to  take  care  of 
you? 

- 

Was  your  family 'kept  well-informed? 

Did  you  enjoy  your  nursing  care? 

'c.       .                         '    . '  -  ■ 

Did  your  -nurses  seem  to  understand  your  physician's 
plan  for  your  care? 

0. 

Ulu  your  nurscs  mKc  wihb  lu  iinikc  aiirc  jrou  ^ 

understood  yhat  they  taught  you?  . 

e 

e.   ♦  -  .  -  . 

Were  your  nurses  calm? 

1 

Were  your  nurses  -considerate^in  the  way  they  talked 
to  you?                             ■   .  -  o 

i  . 

• 
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Dtci..yoCf  fe«l  that  the  nurses  on  the  unit  were  working 
toqether  as  a  teanj  for  your  recovery? 

uSIjAlLY 

SOMEtlMfeS 

SELDOM 

NEVER 

fliH  vniiv*  niir^oc  count  fn  VnfWi  wha^  ^h^^*  iobS  w^r^? 

Old  you /feel  that  you. received  enough  attention  from 
an  R.N.?  < 

Old  your  nurses  and. doctors  appear  to  have  the 
supplies  and  equipment  they  needed  to  give  you  good 
care?  ' 

•     '  YES 

PARTIALLY 

Oid  your  »iurses  teach  you  how  to  care  for  yourself?  ! 

oid  your  nurses  try  to^nvake  you  feel  at  home  when 
you  were  admitted  to  th'e  hospital? 

Old  your  nurses  help  you  to  understand  your  Illness? 

Old  your  nurses  explain. to  you  how  to  care  for^your- 
self  at  home?     *    "           .  - 

Old  your  nurses  explain  to  your  family  what  your 
needs  will  be  aj:  home?  .                     -      /  - 

I 

Please  indicate  which  term  best  describes  the  nursing  care  you  have  received  in  the  past'  - 
seven  days:  '  *  '  ^  • 

Excellent       Very  Good      .  Satisfactory   .-   Only  Fair       unsatisf '  ,tory 


 ^  

Additional  Comments: 
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Title:  PATIENT  PERCEPTIONS  OF  HEALTH 
SERVICES 

Author:  Triplett,  June.  L.  \  ^ 

Variables:  Perceptions  of  health  services  as  in- 
dicated by  patients'  perceptions  of  nurses, 
physicians,  s6cial  isolation,  self-esteem,  and  in- 
teractional threats— past  and  present^are  the 
variables  measured  by  the  instrument.  ' 

Description:         ^  . 

Nature  and  Content:  This  is  a  '94-item  ques- 
tionnaire to  be  administered  by  interview,  and 
observation.  It  was  desired  to  be  read  to  low; 
income"  women,  during  home  visits  by  public 
health  nurses.'The  sections  and  the  number  of 
items  in  each  are  as  follows:  Nurse  I)isparity  (9 
iteiiis).  Medical  Disparity  (9  it^ms).  Perceived 
Threat-Past  Experience "^^(8  items).  Social  Isola- 
tion (7  items),  Threat  (13  items),  Self-Esteem  (15 
items).  Perceptions  of  OtherSrX6  items). 

There'are  21  items  of  demographi'c  data  and  6 
"observation"  items,  e.g.y  condition  of  home, 
condition  of  furnishings,  personal  appekrance  of 
respondent,  etc.  These  last  six  .items  are  to  be 
completed  by  the  nurse-interviewer.  ^ 

Many  of  the  questions  have  multiple  parts, 
and  response  formats  vary  according  to  the  type 
of  question,  i.e.,  some  questions  have  multiple 
choice  answers;  some  questions  are  answered  by 
means  of  a  4'-point  Likert-type  scale;  some  ques- 
tions gire  open-ended. 

Administration  and  Scoring:  The  items  and 
the  resi)onse  choices  are  to  be  read  to.  the  sub- 
ject during  a  home  visit  by  the  publiq  Health 
nurse-interviewer.  However,  it  would  appear 
that  the  questionnaire  could  be  adapted  for- 
self-administration.  The  author  reported  that 
the  interviewer  "needed  familiarity  with  the  in- 
strument, patience,  tolelrance,  and  the  ability  to 
cope  with  interruptions,  distractions,  and  di- 
gressions .within  the  home."  The  av^erage  length 
of  time  required  for  completing  the  interview  is 
1  hour.  - 

The  instrument  is  coded  for  machine  scoring 
as  well  as  hand  scoring;  the  responses  are  also 
coded  for  computerization.  Possible  responses 
are  assigned  scores  so  that  for  some  sections  a 
low  score  indicates  a  favorable  perception;  in 


IE  2  ^ 

other  sections  a;  high  score  indicates  a  favorable 
V  perception.  No  otheBj  scoring  information  was 
provided.  '  . 

Devielopiinent: 
Rationale:  The'author  stated  that  the  instru- 
.  ment  was  hot  derived  from  any  specific  theory. 
Source  0/  Items:  The  items  which  measure 
self-esteem   wei*e   adopted;  from  Rosenberg 

(1965). :.  . :     ;  .  _..        ■  / 

Procedure  for  Development:  No  information^ 
was  provided  other  than  the  fact  that  a  pretest 
had  been  conducted.  ^ 

Reliability  and  Validity:  No  reliability  coeffi- 
cient was  determined  on  the  pretest  6r  the  au- 
cthor's  study  itself.  ^  ! 

The  author  reported  that  the  instruriient  has 
face  Validity.  ^  -.i     _  -  . 

Use  in  Research:  No  information  was  provided. 

Comments:  The  author  reported  that  some  suB- 
jects  had  difficulty  with  items  requiring  intro- 
spection. This  instrument  attempts  to  measure 
"several  important  variables;  a  narrowing  of  the 
scope  of  the  instrument  would  probably  mean 
more  reliable  measurement  of  the  remaining 
variables.  Many  of  the  items  should  be  revised 
and  refined.  For  example,  in  items'^  1  through  9, 
five  sentences  begin  with  the  word  "nurse^"  and 
four  with  the  pronoun' "they";  in  items  12 
through  20,  three  items  begin  with  the  word 
"doctors,"  five  with  the  pronoun  "they,"  and  one 
with  "you."  These  items  should  be  restated  so 
that  the  wording  is  parallel. 

The  response  choices  need  revision,  in  that 
those  provided — most,  lot,  some,  and  seldom— 
are  inconsistent  with  each  other  and  the  di- 
rections provided. 

References: 

Rosenberg,"  Morris.  Society  and  the  adolescent 
self-image. 'Frinceton,  New  Jersey:  Princeton 
University  Press,  1965. 

Source  of  Information: 
June  Triplett,  R.N.^  M.S. 
College  of  Nursing 
University  of  Iowa 
Iowa  City,  Iowa  52242 

Instrument  Copyright:  None.  ^  . 
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f      As  I  rtead  the  following  sentences,  I'd  like  you  to  think  about  the 
'      nurses  who  have  visited  you  recently  and  then  have  you  tell  me 

whether  each 'sentence' is  almost  always  tyrue,  true  a  lot  of  the  time, 
 -some—  of-the-  feimey-er  hardly  ever  true.  . 


0 

ERIC 


1,    Nurses  yealiy  seem  to.  d^are  about  whaf  you 
think  and  want. 


^2*    Nurses  tise  words  you  don't  understand. 


They  expect  you  to  do  things  you 
don't  know"how  to  do. 


You  can  depend  on  the  nurse  to  notice 
the  good  t^hings  you  do. 


Nurses  expect  you  to  do  things  you 
don't  think  are  important. 


6.    They- think  theyj  have  all  the  right 
answers  to  yourl  problems. 


7.    N^irsGS  let  you  i^eclde  what  health 
actions  are  important  to  you. 


8.    They  find  out 
tried  before  gi'v 


wliat  you  have  already 
ing  you  new  ideas. 


9.    Nurses  make  it  easy  for.  you  to  ask 
questions  about  jthingsj  you  don't 
understand. 


10-  11  TOTAL  NURSE  PISPARITY  SCORE 


7U: 


2 


Most 

Lot 

Some 

Seldom 

1 

2 

3 

4 

2 

1 

4 

.  3 

•2 

1  . 

1 

2 

4  .. 

4 

3 

2 

1 

4 

-  3 

2  . 

.  1 

1  ^ 

2 

3 

4 

1 

2 

3 

4 

1 

2 

3 

4 
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i.   Noir  let*iB  do  the  same  thing  except:  that  the  statements  will  be 
about  the  doctors  you  have  seen  at  the  vell-chlld  clinics. 

-  Most       Lot  »       Some  Seldom 


12. 

Doctors  really  seem^to  care  about 
^hat  you  think  and  want. 

1 

2 

3  , 

4 

13. 

They  helj^  you  feel  you  can  learn  ^ 
new  ways  of  doing  things. 

U. 

■  ■ 

Doctors  use  words  you  don't  under- 
stand. 

1 

■  0 

3 

1  s 

actions  are  important  to  you. 

^ 

..  3 

2 

'J 

1 

You  can  depend  on  ^the  doctor  to 
notice  the  good  things  you  do.  - 

1 

2  ' 

3 

4  . 

17. 

They  think  they  have  all  the  right 
answeris  to  your  problems. 

I 

2 

3 

,  4 

4 

■3 

2 

1 

18. 

They  tell  you  . to. do  things  you 
can't  afford  to  do. 

19. 

Doctors  make, it  easy  for  you  to 

aoK  cjueouxons  aDOUu  unxngB  you  uun  t 

under  sta^nd. 

4 

3 

2 

1 

20. 

They  expect  you^.to  do  things  you 
don't  know  how  to  do. 

1 

2 

3 

4 

4 

3 

2 

1 

21  - 

22.     TOTAL  MEDICAL  DISPARITY  SCORE  ^ 
.  rurse  disparity  (page  1) 

23  - 

24.     TOTAL  DISPARITY  SCORE 

25. 

When  it  comes  to  preventing  accidents 

or  illnesses. 

would 

you  say  th^t  you  .worry  a  lot  about  what  is  going  to  happetn 
next  month  or  next  year,  or  do  you  sort  of  take  things  as 
they  come?  ^      .  , 

a^   ^(1)  worry 

b.  (2)    take-  things  as  they  come  ' 

26.    Which  do  you  think  is  more  important  in  determining  what  will 
happen  in  the  future?  ^ 

a.   (1)    ybur  own  actions 

b.  ^  (2)    chance  or  luck 
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27.    WHen  you  think  about  all  the  people  whose  jobs  are  to  help  . - 
'   .    or  protect  ydti  and  your  family^  such  as  welfare  workers,  police^ 
$eachers,  probation  off Icerb,  doctors  or  nurses,  have  you 
.  generally 

"  a.  (2^)^  expected^  them  to  cause  you  trouble  until  they 

'  showed  you  otherwise  i 

b.       •     iX)    expected  them  to  be  helpful  until  they  showed 
you  otherwise  - 

■  28.    When  you  have  talked  witli  people  ,in  these  kimds.  of  joJ>s,  have 
they* usually 

a.  (2)    made,  you  feel  that  your  opinions  and  ideas  weren't 

worth  much  ^         .  .  , 

b.  XI)    made  you  feel  that  your  ideas  and  opinions  were 
■  important       .  ■  . 

•    ,29.    Have  these  people  '  . 

a.  (1)    made  you  feel  it  was  OK  to  ask  for  help  when  you 

really  needed  it  *' 

b.   (2)    made  you  feel  like  you  were  no  good  when  you 

asked  for  help 

30.  Some  mothers  tell  me  that  they  don't  shop  in  the  goQd  depart-,.  ^ 
 ment  stores-because-the-clerks-hava-been-rude-to  them.  -  How 

often  has  this  happened  to  you?  / 

a.  ,    (3)  .frequently 

^    .  b.   (2)  occasionally 

c.  (1)    hardly  evervor  never 

31.  Some  people  say  ttiat  most  people  can  be  truste4.    Others  say 
you  can't  be  too  careful  in  your  dealings  with  people.  How 
do  you  feel  about  it? 

•'■  ■■"<». 

-  ^  a.  (1)    most  people  can  be  trusted 

b.   (2)    you  can't  be  too  careful 

^yi.    Would  you  agree  or  disagree  that  if  you  don't  watch  yourself, 
.     people  will  take  advantage  of  you?         '  , 

a.   (2)    agree  • 

b.  (1)    disagree  . 


.33-  34x-  TOTAL  PERCEIVED  THREAT  (past  experience) 

items  27  through  32 


ERLC 


V     VOLUME  2 

35.  Some  mothers^  say  they  spend  so  much  time  at  home^  doing  Jiouse- 
work  and  looking  after  the  children  that  they  hardly  eref 

know  what  Is  hapjpenlng  In  the  neighborhood.  How  often  hIo  yov.  - 
feel  this  way?  .      -  \. 

......  .         ^  ✓ 

^      a,    ~''       (4)    most  of  the,  time  ^  / 

b.  .    (3)    about. halt  the  time    .  / 

c.  ^  _(2)    not  very  often  \ 

d.  --  CD    hardly  ever  or  never 

36.  ^  About  how  often  do  you^et  away  from  the  house*  (apartment)? 

a*  (1)  several  times  a  day  ^ 

b.    at  least  once  a  day 

.  c.   _(3)  3  -  5  times  a  week 

d.   _(^)  once  or  twice  a  week  -  '\ 

e.  (5)'    less  often 

'  ■  ■    ■  -         .  ^ 

'  37,    About  how  often  do  friends  Ojr  relatives  visit  you? 

a.  (1)  several  times  Va  day  , 

b,  ^  (2)  %t  least  oncie  a  d^y  - 

c,  (3)  3  to  5^  times  a  veek  . 

d.   (4)  once  or  twi,ce..-a- week 

-e..   iess.ofte^.^?^^;^^  .  ^ 

.  ■  '  '  J-  '       ■  ■  '  '  ^  ' 

^  38.    How  many  groups    do  you |  belong  to  which  meet  regularly  such  as' 
union,  veteran's  organisations,  church,  clubs,  etc.?  (Specify) 

a»   (4)  none  f 

b.   (3)  one 

Ci   (2)  two  or  three 

d.   _(1)  more  than  3 

39.  .  About  how  of  ten  do  yoil  attend  their  meetings? 

a.  (1)    most  of  the  time 

b.   (2)    about  half  the  time 

.c.   (3)    less  than  half 

d.  ft)    rarely  or  never  /*" 

40,  If  you  added  up  all  the  meetings  you  attend,  about  ho^/ many  ' 
would  thls/be  each  month? 

^  -.^  Group  "Frequency    .  .  ^ 

a.  -J  (3)    less  than  one 

b.   (2)    1-3  /  ;  \ 

^    c.  (1)    more 'than  3  '  ^ 
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4ir  - Would"  you  say  lonely  person? 

\  •'.  '    •  '    -v   .\    r  '  ^     ■  • 

V  a,   (2)    fairly  lonely  . 

'\  •        '  1).^  (3)    very  lonely 

x:.     ^  "     (1)    not  lonely 


\ 


42  -  -43.,    TOTAL  5C0RE  ON  SOCIAL  ISOLATION  (35  -  41)  - 

44.    Do  you  thinic  that  most  people  know  the  kind  of  person  you  - 
\  ^  really  are,  or  do  you.  feel,  that  most  people  do  not  know  what 
really  goes  on  underneath? 

at,  (1)    people  know  .  . 

b.\  (2)    p^6ple  don' t'^  know 

45..  What  kinds  of  things  do  the  nurses  do  or  say  which  make  you 
feel  like  they  really  care  about  you  and  your  family? 


46...  What  kinds  of  things  do  they  do  or  say  which  make  you  think 
they  are  iust  doing  a  job  and  don^t  really  care  about  you  and 
your  family? 


All  of  us  are  uneasy  about  doing  some  things  even  when  we  know 
they  are  important  because  even  the  thought  of  doing  them  makes 
us  feel  afraid  or  uncomfortable.    1*11  read  what  some  mothers.. have 
told  me  about  their  experiences  in|gefttlng  health  care  for  their 
children  -  things  like  getting  shots. and  checkrups  by  thi«s  doctor 
and  dfentlst  -  and  then  hav6  you  tell  me  how  often  you  feel  uneasy 
or  afraid.    The  choices  are  almost  always  afraid,  frequently, 
sometimes  or  hardly  ever.    Dp  you  feel  afraid 

4  3  2.  1 

Most        Freai  '  Some  Rare 

47.  when  you  don'  t  know  how  to  act  ^  . 
.  in  a  new  place                         ^   . 

48.  when  you  don/t  have  clothes    you  .  , 

think  are>  good  enougli.  ,  -    >s  ■  -   • 

49.  when  you  think  people  will  use 

words  yqii  don't  underdtand.         

50.  when  you  think  you  won't -under-  - 

stand  the  instruct  ions  giVen  you.  ;    .  .     ,  " 

51.  when  you  think  people  might  be    '  : 

^  rude  to  you.  .     "  ■  ■     ■  ■   

52.  when  there  is  no  one  around,  that 

you  know.  _       •  ' 

.    53.    when  you  don't  know  the  right 

words  to  us€i  in  asking  questions.  '  '     


r 
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4.. 

.Most 


3 

Frgq« 


2     ■  \l 
Some  Rare. 


54,  when  you  expect  people  not"  to  pay         '  - 

any  Attention  to  you.    ^''v  •  •   

55.  when  ]^ou  feel  pushed  to -do  some  •  J 
health  action^you  don't,  think  is^ 

.      Important  or  possible.     

.  «  '  *  * 

56;    Everyone  has  these  feelings  of  fear  some  of  the  time. 
.Would  you  say  you  were  afraid  or  uneas3r 


a. 
b. 
c. 
d. 


^(4)t  more  often  than  most  of  your  friends 

"(3)*  about  as'  often 

"(2)  less  often  '  \. 

"(1)  hardly    ever  afraid 


57      58.    TOTAL  THREAT  SCORE  (47-  -  56) 

59.  If  you  offer  your  opinion  on  some  important  health  topic  and 
someone  laughed  at  you  for  it ^  how  irould  this  make  you  feel? 

"        a.   (3)  deeply  hurt  and  distbrbed  "  . 

b.  (2)  somewhat  hurt  and  d^isturbed 

c.   (1)  wouldn't  bother  me  very  much  ; 

60.  When  health  problems,  are  discussed,  do  you  pf t^Mi  prefer  to 
say  nothing  at  all  than  to  say  something  that  will  make  a  bad 
impression?  .  ,  ' 

ai   (1)  not^afraid  of  making  a  bad"  impression 

b.  (2)  prezer  to  say  nothing 

6  •    When  health  problems  are  discussed,  would  you  rather  say 

nothing  gt  all  then  to  say  something  that  would  make  people 
atjtgry  with  .you? 


a. 
b. 


(1)  doesn't  matter  if  people  get  angry 

(2)  would  say  nothing 


62  -  63.    INTERPERSONAL  THREAT  SCORE  (59  ^  61)  - 

64  -165.    TOTAL- THREAlT  SCORE  (33  -  34,  57  -  58\  62  -  63) 

Some ipeople  6ay  that  the  way  people  feel  about  themselves  makes  a 
difference  in  how  they  use  health  services.  For  this  reason,  I'd 
like^jto  ask  you  to  listen  to  some  sentences  that  people  use  in 
talking  about  themselves  and  have  you  tell  me  whether  you  would 
strongly  agree,  agree*^  disagree  or  strongly  disagree  with  each  of 
them  in  thinking  about  yoiurself. 


SA 


A  ' 


SD 


81.  On  the  whole,  I  am  satisfied  with 
myself.  "  ^  ■  . 

82.  At  tiimes  I  think  I  am  no  ^good  at  all. 

83.  •  I  feel  that  I  have  a  number  of  good 

qualities. 

84.  I  am  able  to  do  things  as  well  as  - 
most  other  people. 
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85.  -  1  feei  I  do  not  have  much  to  be  proud 

of.     \  /■  ^ .  ■     /  _ 

86.  *    I  certainly  feel  useless  at  times. 

87.  I  feel  that  I  am  a  person'qf  worth, 

at  least  oa  an  equal  plane  with  others. 


SA 


SD 


88.    I  wish  I  could  have  more  respect  for 

myself,.  ^     '  ^  

B9.    All  irf  all,  I  am  inclined  to  feel 

that  I'm  a  failure.  -  •   

BIO.  I  take  a  positive  attitude    toward  y  \ 

njyself.  'i 

SUB-TOTALS  -  SELF-ESTEEM         '    "  'I 

B  11.    If  itema  3/and  7  agree^^and^  9  disagree,  score  2 

If  1  of  3  differs  from  above,  score  2 

If  2  of  .3  or  all  differ  ^  1 


B  12.    If  item  4  agree  and  5  disagree,  ^ 
Any  difference 

9 

B  13.    If  agree  on  item  1  - 
^  .Disagree  ^ 

..^ 

B  14.    Jtem  8  .disagree 
agree 

B  15.    Items  2  and  6  both  disagree  • 
Any ^ difference 

B  16  -  17.     SELF-ESTEEM  SCORE 

•    •  '  6    '  .  . 

B  18.    What  do  the  nurse  and  .doctors  do  or  say  that  make  you  feel 
good  about  yourself  as. a  mother  or  as  a  person? 

B  19.    What  do  they  do  or  ^ay  that  make  you  think  less  of  yourself 
as  a  person  or  as  a  mother?  \ 


score  2 
1 

2 
1 

2 
1 

2 
1 


B  2Q. 


Suppose^  a  new  couple  hascjust  moved^nto  yQur  neighborhood. 
They  arc  very  young  and  have  twins  3  mbnths  old.    TK^  public 
health  nurse  waht^  to  find  someone  in  the  neighborhood  to  - 
give  this  mother  good  suggestions  about  caring  for  her  babies. 
Compared- to  the  other  mothers  the  nurse *know^  in  your  area, 
do  you  think  the  nurse  would 


a. 
c. 

'da  r 


_(4)  think  of  you  as  among  the  most  ableX^o  help 

(3)  think  of  you  as  rather  able  ' 

[(2)  think  of  you  as  not  very  able 

(1)  probably  not  think  of  you  at  all 
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'       '  A  .*   -  '  ;'   »      #  ^ 

B  21.    If  the  nurses  at  the  clinic  ,  wanted  some  mothers  to' help.. 

make  toys  for  the  clinic  waiting  room,  how  much  of  a  chance 
..do  you  think  you  would  have  of  helng  chosen?^ 

a.   /_(4)  a  very  good  chance 

b.   j_(3)  a  good  chan6e  . 

-      c,   L.^"^)        much  of  a.'thance 

d.         i   (1)  no  "chance  at  all  .  . 

— 

B  22.  ^If  you  were  to  make  sope  suggestions  to  make^the  clinic  run 
better  9  (}o  you  think  the  nurses  would  '  . 

a.  __L_(1)  not  consider  them    at  all 

b.  ;     (2)  give,  them  .very  little  consideration  . 

c.  .    -  i     (3)  give  them  some  consideration^ 

•    d,        !     (4)  give  them  ^  great  deal  of  consideration 

'      '     ■  \ 
B  23.    Supi^ose  the  well-child  clinic  declded4tO'  select  the  best 

mother  of  the  year.    Compared  to  all  che  othe'r  mothers  you 

know  who  take  children  to  the  clinic,  where  do  you  think 

the  nurses  woul^d  rate  you  in  such  a  contest? 

a,  ,        (4),  close  to  the  top 

b.  >  (3)    toward  the  top 

c,  ^  (2)    toward  the  bottom  . 

d.  ^(1)    close  to  the  bottom  , 

B  24  -  25.    PERCEPTIONS  OF  OTHERS'  PERCEPTIONS  OF  THEM  -  TOTAL 
(20  -  23)  ' 

B  26;  'If  you  suddenly  ^bund "^yourself  getting  twice  as  much  monay 
each  month  as  you  now  get,  would  you  make  any  changes  In 
how  you  obtain .health  care  for  yourself  and  your  family? 
(Probe).  -  ; 
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Titles:  NURSING  ACTIVITIES  CHECffl^iST' 
FOR  PATIENTS.  NURSING  ACTIVITIES 
CHECKLiST  FOR  NURSES.  iVofe;  These  two 
Instripients  were  developied  to  be  used  jointly. 
Only  'the  one  .designed  for  patients  is  included 
here.  • 

Author:  White,  Marguerite  B. 

Variables:  The  instruments  w^re  designed  to  de- 
termine the  relative  importance  of  selected  ' 
nursing  Vctivities  to  j)atients  and  to  nurses. 
Selected  nursing  activities  are  operationally' 

^defined*  by  the  50  items   included  on  the 

*checklists,^  \ 

Description: 

'Nature  and  Content:  E^cl)  of  these  instru- 
.ments  is  a  50-item  self-checklist.  The  contents," 
formatj  and  response  categories  are  exactjy  the 
same  with  the  exception  of  changes  in  the  pro- 
nouns iised  on  the  forms,  i.e.,  the  one  designed 
for  patients  uses  the  pronouns  I,  me,  and  my;> 
tjie  One  designed  for  nurses  used  he,  him,  and 
his.     .  ^ 

The  nursing  activities,  though  not  so  iden- 
tified on  the  inst/unlent  per  se,^^  can  be 
categorized  into  four  broad  groups: 

1.  physical  care  in  response  to  physiological 
^  needg  (items  pertaining  to  cleanliness  and 

physical  comfort,  rest  and  sleep,  exercise 
and  position,  elimination,  foods  and  fluids, 
and  environment); 

2.  psychological  :aspects  of  nursing  care  (sup- 
portive emotional  care,  spiritual  care,  and 
diversional  careji;  -    '  - 

3.  implementation  of  medical  care  (observing, 
reporting,  and  carrying  out  doctors'  orders; 

^4.  preparation  for  discharge  (teaching  and 
planning  for  continuity  of  care).^ 
Response  choices,  to  be  indicated  by  placing  a 
check  in  the  appropriate  box  following  each 
item^  are  in  terms  of  the  importance  of  a  specific 
activity  to  the  respondent — extreme  impor- 
tance, very  important,  medium  importance, 
slight  importance,  no  importance,  does  not  ap- 

ply/         '         .         r   ^ 

Examples  of  the*  activities  are:  "Provide  a 
clean,  comfortable  bed";  "Give  prescribed  meiii-' 
cations  on  time";  "Plan  some  diversion* on  recre-, 
.  ation  for  [the  patient]";  "Talk  with  the  family, 
about  the  patient's  illness  and  the  care  nqeded 
at  home." 

Administration  and  Scoring:  These  are  self- 
administered  questionnaires  and  no  specific 
provisibns-or  3kiUs  are  necessary  foi;  their  com-  ' 
pletion.  Introductory;  paragraphs,  which  pro- 
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vide  a  frame  of  reference^  and  directions  preciede 
'  tlie  acfual.iihecklist  items  on  each  form'. . 

There  was  no  estimate  of  the  time  required  to 
complete  the  instrument. 

Each  point  on  the  scale  is  assigned  a  nuineri- 
cal  vaJue  ranging  from  4  (extreme  importance) 
to  0  (no  importance  or  does  not  apply).  Other 
scoring  procedures  will  depend  uj)on  the  needs 
and  purposes  of  the  user. 

Development: 

Rationale:  Hospitalized  aidults  and  profes- 
sional nurses  charged  with  their  care  may  differ 
as  to.  the  importance  of  selected  nursing  ac- 
tivities. A  patient's  perceptions  concerning 
what  is  important  for  his  welfare  influences  his 
attitude  toward  the  nursing  care  received  and 
the  value  derived  from  it.  So,  too,  a  nurse's  ac- 
tions are  governed  by  her  perceptions  of  a  pa- 
tient's nee  Js  based  upon  her  nursing  knowledjge 
anil  experience .  A  successful  nursing  care  plan 
should,  in  so  far  as  possible,  develop  goals  which 
are  a  synthesis  of  th0  patient's  personal  health 
care  desires  and  the  nurse's'  professional  exper- 
tise. 

Source  of  Items:  Items  were  based  upon  a  re- 
«view  of  literature,  statements  of  nursing  leaders  • 
and  professional  organizations,  nursing 
textbooks^  nursing  fimction  studies,  research 
reports,  interviews  with  patients,  interviews 
with ''nursing  personnel,  and  the  author's  pro- 
fessional experience.  , 

Procedure  for  Development:  From  the  above 
sources,  four  broad  c£\tegories  of  nursing  ac- 
tivities were  developed.  Under  each  category,  a 
list*of  simple,  concise  statements  coveriijg  a 
wide  range  of  activities  was  pf  eparied.  The  list  of 
74  ifems  was  submitted  to  graduate  nurses  (doc- 
toral candidates,  nursing  sch6ol  faculty, 'nurs- 
ing practitioners)  and  former  patients  for 
editing  and  suggestions  for  additional  activities. 
As  a  result  the  list  of  items  was  expanded  to  95. 

Selection  of  items  for  the  revise^d  list  was^- 
based, Upon  two  criteria:  the  completed  instru- 

4  ment  should  contain  a  sufficient  number  of. 
items  to  represent  eacji  category  adequately, 
and  the  instrument  should  be  short  e^nough  to 
minimize  fatigue  and  maintain  Jthe  interest  of 

r  the  respondents.  Fifty-six  of  the  9&>  statements 
were  selected  as  being  the  most  significant  and. 
the  most  appropriate.  . 
•  First  drafts  of  the  instruments  were  adminis-^ 
tered  "to  three  hospital  staff  nurses  and  three 
hospitalized  patients  in  orde^  to  teslS*  the  in- 
strument for  clarity  of  instructions  and  items, 
length  of  time  for  completion,  and  overall  reacr 
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tion  to  the  instrument.  Following  recommended 
changes,  revised  instruments  ^ere  submitted  to 
12  graduate  nurses  selected  oi)  th^  basis  of  clini* 
cal  nursing  competency.  Following  their  review, 
the  instructions  for  the  instKfiments  were  re- 
vised, a.  few  items  were^  added:  several '  items 
were  deleted,  and  others  were  clarified.  This  re- 
vision resulted  in  the  final  50  items  of  the  in- 
strument. 

'    Reliability  and  Validity:  No  information  deal- ' 
ing  directly  with  the  reliability  of  the  instru  - 
ments was  provided;   . . 

Content  Validity  was  established  by  the  steps  . 
described  •  under  Procedure  for  Development 
above.      .      .  \_  ' 

Use  in  Researc|i:  The  developm^^t  •and  use  of 
these  instruments  are  described  in  White's  doc**  . 
toral  dissertation^ and  the  resulting  publication 
referenced  below.  These  instruments  were  also 
used  by  Yang  <1974)^ 

Cobiments:  This  type  of  measure  administered 
to/ both  patients  and  nurses  has  potential  as  a 
tool  for  effecting  greater  congruency  of  nursing 
role  .expectations  for  the  public  and  the  nursing 


profession:  The  'reliability  of  the  instrument ' 
heeds  to  be^stablished,  and  an  item  analysis 
might  Indicate  that  some  orthe  items  could  be 
eliminated* 

s      .  . 

References:  • 
White,  M,  B.  Importance  of  selected  nursing  ac* 
Uvities:*  Unpublished  doctoral  dissertation. 
Teachers  College,  Columbia  University^  1970. 
 Importance  of  .^jselected  ni^p^g  ac- 
tivities. Nursing  Research,  1972,  21  (1),.4-14. 
Yang,  Jung  H.  C.  Identification  of  the  areas  ar*d 
degrees  of  ijnportaTifCe  on  fifty  selected  rtursirig^ 
^  ^activities,  as  viewed  by  the  nurse  and  patient: 
Unpublished  master's  thesis.  University  of 
Iowa,  1974, 

Source  of  Information: 

Marguerite  B.  White,  R.N.,  ^(t,D,  <^ 
School  o£> Nursing  '  * 
University  of  Connecticut  , 
Storrs,  Conn.  06268  .  - 

Instrument  (Jopyright:    «     ,  ' 
American  Journal  of  Nursing  Co.* 
10  Columbus  Circle  ' 
New  York,  N.Y.  10019    '  '  . 


White,  mr^ueHtfivB.   "    ^        '  .  ' 
NURSING  ApTIVITIES.  CHECKLIST  FOR  PATIENTS  '  ; 


Th«  •ta£aB«nt«  bslov  d««crlb«  soM  setlvltlfts  &  mcabmr  at  the  mirsing  stuff  al^t 
o*       perform  for  e  patient.    Perl^pe^sooe  of  theee  t^ere  dooe  for  you  end  some  were  not  done • 
You  probtoly  cpnalder  soae  of  them  aore  iBporteat  then  others.    Tou'are  being  esked  to 
rete  eech  stetemnit,  ,  regerdlese  of  iriiether  or  not  It  vje  done,  epcordiag  tt>  Its 
Impbtsence  to  you,  rens^Uig  from  "extreme  importei^e"  ^  **no  linportenee"  or  "does  not  . 
%        apply*"   ?leese  reed  over^the  entire 'list «  -  -  .  ^ 

'J  In  rh-ftiV<wg  ebout  yous« own  .care  during  the  past  few  days^  please  Indicate  the  • 
leportance  of  eachyfc€em  by  placing  a  check  In  tUe  appropriate  box*  If  the  stetenent 
describes  an  acti»ty  vblch  you.  can  take  care  of  wlt!iout  nursing  aaelstance  or  which 
does  not  apply  to  you,  check  the  last  column. 


Nursing  Actlvf.ty  ^  \ 

Extrems 
Tmpor- 
tance 

Very 

£aQ>or* 

duit 

Medium 
Xmpor* 
i  tance 

1  Sll^^t 
•  Iffipor— 
-"tance 

No 

Xfl^or* 
tanc» ' 

Does 

Not. 
Apply/ 

1.  Take  my  temperature  and  pulstt. 

V 

2.  Give  me  (or  assist  me  wlth>  a  dally  bath* 

I 

4 

3.  Assist  with  the  xare  of  my  mouth  and 
teeth. 

e  A.  Provide  me  with  a  dean,  comfortable  ^ed.* 

5.  Help  me  with  grooming,  such  as  care  of 

f  s               V*    tt*%n  J  rf%ip  nA^v4*«i* 

3 

6.  "Be  sure  that  I  .have  necessary  equipment- 
glass/ towel,  soap,  blanket,  etc* 

7*  Provide  privacy  during  ay  bath  and  my 
.  treatmentj|[^J^               _  ' 

8.  Take  speclS^^'care  of  my' skin  so- It  does 
'  not  become  sore. 

r   '  '  ^  

9.  See  that,  my  unit  Is  kept  clean  and  tidy. 

> 

10i>  Allow  me  to  make  decisions*  about  my^  own 
care.                                     *  - 

- 

11*  Help  me.  to  assume  a  comfortable  or 
appropr^ti^  posltldn. 

12.  ^Notice  vhenll  have  pain  and  give  me 
"medication  if  orde/ed; 

 L 

^r"  '  '  T—^ — ■  ^  

13.  Change  my  position  f requectly^.'^" ' 

14 «  Make  me  comfortable  by  rubbing  my  bfck.  ^ 

.15.  Observe  the  effect  of  treatments  * 
ordered  by  the  physician* 

J 
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'  ■     ■  - ,            ■  "  1 

,       Nuralng  Activity 

eUSxtrems 

Impor- 
tance 

Very 

Impor- 
tant 

Medium 
•  Impor- 
tance 

Slight 
Impor- 
tance 

:  No 

'  Impor- 
tance, 

Does 

-  Mot 
Apply 

16.  Con«ld«r  my  p«r8otml  pr«f«mcM  vh«n. 
cmrlttg  for  at. 

17.  Sm  t'jAt  I  h«v«  a  bed  pas  or  urinal 
vhair  I.aaad  it. 

'^IS.  ,Halp  na  naiatain  or  raatora  normal 
allalnation.^  ^\ 

• 

19.  ChflEtk  on  t>ov«l  functioning  and  raport 
problama  tjb  tfafa  doctor. 

i 

!' 

0  j 

20.  Help  ma  in  and  out  of -bad. 

1 

1 

21,'aalp  ma  gat  nacaaa^ry  ascarciaa  vhlla 
I  am  in  tha' hoapital. ' 

1 

1 

.1 

} 

22.  Diacuaa  with  ma'tha  amouiit^  and  typa 
of  activity  I  should  hava'^at  homa. 

i 

1 
1 

.  I 

23.  Encourage  ma 'to*,  tiiljce  more  teaponsibil- 
ity -f  or  my  oim  cara-vfalle  in  the- 
hoapital.  'v  ^'  '  ^  ' 

-    .  1  •  • 

1 

.  •  i  • 

• 

1 

2j^.  Give  preactibed  medicationa^on  time. 

i 

25.  Teach  me  about  the  medications  Z  will 
be.  taking  at  .home; 

26.  Plan  my  care  so  &at  I  will  be  able  41^  • 
to  rest  whil/  in  the  hoapital.      :  v^^s 

1 

I- 

'27.  Provide  a  comfortablif  plaaaant  an-  >  - 
vlronmant  (proper  temperature »  free 
from  o^rs  and  disturbing  noises. 

i 

/■ 

28.  Relieve  my  anxiety  by  explaining 
reasbtts  f or  i^  symptoms. 

.7 

/ 

29.  Hake  me  feel  that  you  are  happy  to  care 
for  me.' . 

30 •Arrange. for  my  priest,  minister  or  rabbi 
.    to  ^vlsit  me.^    -  * 

s 

31.  Make  it- possible  for  me  to  obeerve  my 
religious  practices  in  the  hospital. 

■■  •  / 
— i^- 

32.  Aseiet  ma  with  my  meala*. 

33.  Sea  that  1  have  food  and/or  fluid 
between  meals.  ^ 

/ 
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34.  See  that  ny  food  is  served  (promptly. 

/  • 
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■  ■■ — \       Nursing  Activity 

Extreme 

'  Impor- 
tance 

Very 

Impor- 
tant . 

H^dlua 
>  Impor- 
tance 

1  Slight 
.  Impor- 
tance 

No 
•  Impor- 
tance 

.  Does*^ 

-  Nbt^ 
Apply 

35.  Atk  thtt  diatltlan  to  Mrva  ma  8o£t 
foods  that  I  a9  abls  to  ch«v. 

36.  Httlp  VA  undaratond  hov  to  plan  tha  dlat 
I  will  oaad  at  homa.  '  ^ 

<?  • 

•* 

37.  Ba  sura  I  hava  a  copy  of  my  dl'at. 

■  * 

38.  Talk  with  na  about  topics  unralatad  to 
my  lllnaasy  such  as  navst  hobblas> 
othar  Intarasts. 

■  -  -. 

i' 

r 

39.  Plan  soma  dlvars^on  or  rscraatlon  for 

■                                    .  / 

- 

- 

AO.'Taka  tloa  .to  talk  with  my  family  and 
ansvar  thalr- quastlons* 

41.  Halp  ma  maka  arrangamants  for  my  cara 
at  homa. 

- 

42.  Notlca  changes  In  my  conJltlon  and 
raport  than.  . 

43..  Tall  my  doctor  that  I  am  vorrlad  about 
my  condition. 

#  ■ 

44.  Ba  undarstandlng  whan  I  am  Irrltabla 
and  demanding.  ' 

45.*Taka  tlma  to  llstan  to  ma.. 

46.  Carry  out  tha  doctor's' orders.  ^ 

47.  Explain  about  diagnostic  tests  atfead 
of  time  so  I  will  know  what  to.  expect. 

1 

46.  Give  me  psophlets  to.  riad  and/or^ talk 
with  me  about  my  Illness  In  drdsr  to. 
help  me  understand  how  to-  care  for 
n^self . 

0 

-  ■ 

49.  Arrange,  for  a  public  health  nurse  to 
.  visit  me  at  home. 

50.  Talk  with  mjt.  family  abctxt  my  illness 
and  the  care  I  wllJL  need  at  home.. 

Copyrighted  by  t\U  American  Journal  of  Nur&ing  Company:  reproduced  with  permission 
by  the  Health  Resources  Administration.    Further'  reproduction  prohibited  without 
permission  of  cppyright  holder. 
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Title:  APPPOINTMENT-REQUIRED  CLINIC 
AND  NO-APPOINTMENT-REQUIRED  CLIN^^ 
IC  SEMANTIC  DIFFERENTIAL 

Authors:  Wyatt,  Janet  S.,  and  Rozell,  Billie 

Variable:  Patients'  attitudes'"  toward  clinics: 
"appointment-required"     clinics     and  "no- 
*appointment-required"  clinics  is  ihe  variable 
being  assessed. 

Description: 

Nature  and  Content:  To  rate  client  attitudes 
toward  two  types  of  clinics,  appointment  re- 
'quired  and  no  appointment'  required,  the 
semantic  differetitial  test  was  used.  A  set  of  nine 
positive  evaluative  adjectives  and  their  corre- 
sponding negative  evaluative  adjectives  was 
identified.  The  word  ''good"  is  an  example  of  a 
positive  evaluative  adjectiye;  the  corresponding 
negative  evaluative  adjective  is  "bad.'' 

This  self-administered  instrument  consists  of 
three  parts:  a  set  of  nine  pairs  of  evaluative 
adjectives  to  be  rated  relative  to  how  thos^  ad- 
jectives apply,  respectively,  to  the  words 
"clinic,"  "appointment  required,"  and  "no  ap- 
pointment required."  Each  pair  of^adjectives  is 
rated  on  a  5-point  scale. 

Administration  and  Scoring:  The  instrument 
is  self-administered  and  no  special  provisions 
are  required  for  administration  other  than  the 
investigator  must  make  the  directions  for  com- 
pletion very  clear.  Directions  for  completion 
precede  the- items  on  this  scale. 

Osgood  and  his  associates  (1067)  have  as- 
signed a  numerical  weight  to  each  of  the  nine 
pairs  of  eyaluative  adjectives;  these  numerical 
weights  are  to  be  xised  in  scoring  responses  on 
thia  instrument. 

Development:  ' 

Rationale:  Osgood  and  his  associates  origi-' 
nate^  the  sema:ntic  differential  technique  as  one 
metliod  for  measuring  attitudes. 

Source  of  Items:  The  semantic  differential 
test  as.  designed  by  Osgood  ii^corporates.  adjec- 
tives with' a  "potency"  factor  and  adjectives 
with  an  "evaluative"  factor.  Only  evaluative  ad- 
jectives were  used  in  this  study,  siidce  this  di- 
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mension  displays  "reasonable  face  vsilidity"  as  a 
measure  of  attitude  (Osgood,  1957). 

Procedure  for  Development:  No  information 
was  provided.  - 

Reliability  and  Validity:  No  information  con- 
cerning reliability  was  provided.  The  authors 
stated  that  the  instrument  has  face  validity 
.  (Wyatt,  1974). 

Use  in  Research:  Wyatt  and,  Rozell  (1974)  de- 
veloped and  used  the  instrument  in  a  group  re- 
search project  ct)nducted  as  partial  fulfillment 
of  requirfements  for  a  graduate  degree  at  the 
University  of  Alabama. 

Comments:  Anyone  considering  using  the 
seniantic  differential  technique  should  consult 

'  the  references  cited  below  and  should  keep  in 
mind  that  attitudes  toward  clinics  which  do  or 
do  not  require  appointments  cannot  be  meas- 
ured in  isolation;  Any  potential  user  must  be 
aware  of  other  factors^jwhich  influence  clients' 
attitudes  toward  clinics,  e.g.,  quality  of  care  re-' 

^  ceived,  attitudes  of  the  health  care  personnel 
toward  clients,  etc. 

References: 

Osgood,  Charles,  Suci,  Gteorge,  and>  Tannen- 
baum,  Percy.  The  measurement  of  meaning. 
Urbana,  Illinois:  University  of  Illinois  Press, 
1957."    :  ' 

Snider,  James  G.,  and  Osgood,  Charles.  Seman- 
tic differential  technique. .  Chicagq:  Aldine 

.   Publishing  Co.,  1969.  \ 

Wyatt,  Janet  S.,  and  Rozell,  Billie. A  compqHson 
of  walk-in  and  appointment  visits  in  a  nuking 
clinic  with  respect  to  client  attitudes  ana^re- 

,  turn  rates. .  Unpublished  research  report. 
School  ^f  Nursing, .  University  of  Alatama^, 
'Birmingham,  1974.  '  - 

Source  of  Information: 
Janet  S.  Wyatt,  R.N.,  M.S. 
1511  G  Carswell  Circle 
Boiling  AFB  * 

Washington,  D.C.  20336  '  ^  - 

.Instrument  Copyright:  None. 
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Wyatt>  Janet  S.>  and  Rozell,  B1111e 

APPOINTMENT  REQUIRED  CLINIC  AND  NO  APPOINTMENT ^REQUIRED  CLINIC 
SEMANTIC  DIFFERENTIAL 


Thank  you  for  filling  out  these  pages.    No  names  will  be  . 
put  o^  these  pages  so  no  one  will  know  how  you  mark. 

First  look  at  the  big  Vord  in  capital  letters  at  the  toj>^ 
of  each  page.    These  main  words  are:  CLINIC 

APPOINTMENT  REQUIRED 
NO  APPOINTMENT  REQUIRED 

Next,  look  at  the  two  lists  of  words  below  with  5  blank 
spaces  in  between  each  word.    All  of  these  words  are  opposites  of 
each  other. 

\         .       ■         .  '.  ■ 

Now  think  about  how  you  feel  about  the  main  wprd  at  the  top 
of  the  page.  Then  look  at  the  first  wor'  on  the  left  side  of  the 
page  and  compare  it  to  the  first  word  on  the  right. 

If  the  word  on  the  left  best'  fits  your  feeling  about  the 
main  word  at  ^e  top  of  the  page,  mark  an  X  in  the  space  closest 
to  that  word,  space  a. 

Example;                                                                 -  - 
left  X   ■  ^  /    r^ht 


If  tlie  word  on  the  right  best  fits  your  feeling  for  the  main 
word  mark  an  X,  in  the  space  closest  to  that  word,  space  e. 
Example: 

left    "    »       *v_  X  right 


^    ,  If  the  word  on  the  left  and  the  word  on  the  right  seem  to 
fit  your  feeling  about  the  main  word,  mark  an  X  in  the  middle 
space,  space  c. 
Example: 

left    X         .j^    '  right 


If  the  word  on  the  left  only  somewhat  fits  your  feeling 
for  the  main  word,  mark  a!n    X  in  space  b. 
Example: 

left       '   X    ' ' "      right 

a  b  c  d  e 
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If  the  word  on  the  right  only  somevhat  fits  your  feeling 
for>  the  main  word,  mark  an  X  in  space,  d. 
A         Example:        tx  *  ' 

left  ♦  ^  "  X   right 


Please  be  sure  to  put  a  marU,  X,  in  only  one  of  the  5  spaces 
^between  each  of  the  two  lists  of  words. 

Do  you  have  any  questions? 


717 
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Clinic 


good  /  '   

high 

V         ■•  a 

bright   

a 

nice  

a 

happy  . 

a. 

pleasant  

•  a 

fair   

a 

valuable  

«a 

rich 


b» 


b-_. 


s 
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Appointment  Required 


good 

high 

bright 

nice 

happy 

pleasant 

fair 

valuable 
rich 


b  > 


bad 


•  J  ■  low' 
~  e 


dark 

awful 

sad 

unpleasant 
unfai  r 
worthless 
poor 


good 

bright 
nice 
! happy 
pleasant 
fair 
valuable 
rich 


a  . 
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No  Appointment  Required 
>  c   ^  3~ 
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b  ' 


b 

T 


bad 


low 


dark 


awful 


sad 


e  . 


unpleasant  . 


unfair 


worthless 


poor 
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Client  and  Significant  Otiiers  interaction 


Title:   NEONATAL   PERCEPTION  INVEN- 
TORIED (NPI)  o 
Author:  Broussard,  Elsie  R. . 

Variable:  Thejjrimipara's  perception  c  f  her  in- 
fant is  the  variable  being  measured. 

Description:. 

Nature  and  Cordent:  There  are  two  distinct 
inventories:  (1)  the  Neonatal  Perception  Inven- 
tory I,  administered  during  the  immediate  post- 
partum liospitar  stay  (days  1-4);  and  (2)  the 
NeanataL Perception  Inventory  II,.administered 
at  approximately  1  month  pQ3tpartum  (4-6 
weeks)*  ^ 

Each  inventory  consists  of  two  forms  designed 
to  be  used  together,  i.e.,  the  Average  Baby  and 
Your  Baby  forms*  Each  of  the  forms,consists  of  ° 
six  single-item  scales*  The  items  and  response 
formats  of  the  forms  are  identical. 

Administration  and  Scoring:  The  Neonatal 
Perception  Inventories  are  easily  and  quickly 
administered.  The  wording  varies  slightly  to 
talce  intb  ^iccount  the  age  of  the  infant  at  the 
time  of  administration^  The  mother  of  the  1- 
month-old  is  handed  the  Average  Baby- form 
and  asked  to  check  the  blanks  she  thinks  best 
describe  the  average  baby*  The  investigator 
waits  N-itil  the  mother  has  completed  that  in- 
ventory, rfecrieves  it  from  the  mother,  jiien  gives 
her  the  Your  Baby  iform  stating,  "You  have  had 
a  chance  to  live  with  your  baby  for  about  a 
month  now.  Please  check  the  blank  you  think 
best  describes  your  baby."  (Her  verbal  instruc- 
tions differ  slightly  from  those  used  at  time  I 
when  the  mother  is  asked  to  rate  the  baby  ac- 
cording to  what  she  thinks  he  toill  be  like.)  The 
author  recommends  thiat  the  investigator  re- 
main with  the  mothfer  during  the  entire  admin- 
istration procedure.      \  / 

For  scoring,  values  of  1  to  5  are  assigned  to  - 
each  of  the  scales  for  each  of  the  inventories. 
The  blank  "none"  is  assigned  a  value  of  1  and  "a 
great  deal"  has  a  valUie  of  5.  The  lower  values  on 
the  scale  represent  the  more  desirable  behavior^  ^ 
A  total  score  is  obtained,  for  the  Average  Baby  \ 
form  and  a  total  score  is  obtained  for  the  Your 
Baby  form.  The  total  score  of  the  Your. Baby 
fom  is  then  subtracted  from  that  of  the  AVer- 
age  Baby  form;  the  discrepancy  constitutes  the 
Neonatal  Perception  Inveriitories  score. 


V  Infants  rated  by  their  mpthiers  as  better  than 
aw^rage  (plus  score  on  the  Neonatal  Perception 
Inventory  II)  are  considered  at  low  risk;  those 
infants  not  rated  better  than  average. (minus  or 
0  score)  are  considered  at  high  risk  for  sub- 
sequent development  of  emotional  difficulty. 

The  mother's  perception  of  her  infant  as 
measured  by  the  Neonatal  Perception  Inven- 
tories on  the  first  or  Second  postpartum  day  did' 
not  prove  to  be  related  to  the  subsequent  de- 
velopment bf^the  child  at  age  4Vi  or  at  10  or  11 
years. 

When  both  the  ratings  attainjed  at  the  im- 
mediate postpartum^  .period  (NPI  I)  and  1 
month  of  age  (NPI  11)  are  used  as  a  predictive 
instrument,  their  combined  predictive  ability  is 
greater  th'^n  when  NPI  II  is  used  alone  (Brous- 
sard,  1977).  * 

Development: 

Rationale:  Many  researchers  have  felt  that 
the  time  just  before  and  following  birth  is  sig- 
nificant in  setting  patterns  of  interaction  be- 
tween mother  and  child  which  may  continue 
long  afterward  (Escalona, 'l949;  Sontag,  1941; 
Josselyn,  1948).  ViTien  a  woman  becomes*  a 
mother,  she  has  certain  expectations  as  to  what 
kind  of  mother  she  will  be  and  what  kind  of  child 
she  will  have.  After  delivery,  the  mother-child 
relationship  develops  into  a  cyclical  system.  The 
way  the  mother  relates  to  the  child  will  be  mod- 
ifiied  by  her  perception  of  the  infant's  appear- 
ance and  behavior;  the  infant's  behavior  will,  in 
turn,  be  affected  by  her  handling  and  reactions 
to  the  infant  (Broussard,  1964).  The  implications 
of  this  relationship  led  the  author  to  focus  on 
mothers'  perceptions  of  their  infants  and  the 
subsequent  development  of  the  inventories. 

Source  of  . Items:  The  items  were  based  upon 
the  author's  past  clinical  experience  with  the 
concerns  young  mothers  expressed  about  their 
babies. 

Procedure  for  Development:  No  information 
was  provided. 

RelicCbility  and  Validity :  No  reliability  infor- 
-  mation  was  provided. 

The  inventories  have  shown  construct  and 
criterion  validity.  In  19?3  the  inventories  were 
administered  to  318  primiparae  on  the  first  or 
.  second  postparlkim  day  and  again  when  the  in- 
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fants  were  1  month  old.  All  infants  were  full- 
term,  healthy,  first-born  children.  One  hundred 
twenty  of  the  children  were  evaluated  at  age4V^ 
years  by  two  child  psychiatrists  without  knowl- 
edge of  their  classification  <high  or  low  risk)  on 
the  inventories.  A  significant  (  <0.001)  relation- . 
ship  was  found  between  prediction  (using  the 
inventories)  and  outcome  (psychiatric  evalua- 
.ti6h).(Broussard  and  Hartner,  1970 )♦ 

One  hundred  four  of  the  children  were  evalu- 
ated at  age  10  to  11  years  by  three  psychiatrists. 
Again  the  relationship  was  significant  ( <0.02) 
between  prediction  and  outcome  (Broussard, 
1977). 

In/l973  the  inventories  were  used  to  screen 
281  full-term,  healthy  first-borns.  Evaluations 
at  lyear  and  at  2V4  years  for  69  of  these  children 
indicated  statistically  differences  between" 
low  arid  high  risk  groups  (p  <  O.OB)  on  clinical 
clusters  which  measured  such  items  as  attach- 
menity  confidence,  coping,  arid  frustration  tol- 
erance (Broussardf  1976)* 

Use  iti  Research:  This  instrument,  designed  to 
measure  maternal  perception,  can.  serve  as.  a 
method  for  early  identification  of  potential  de- 
velopmental problems  and  the  basis  for  plan- 
ning programs  aimed  at  early  intervention.  It 
bas  been  used  in  two  large-scale  research  proj- 
ects (Broussard,  1964,  1976,  1977)  (Broussard 
and  Hartner,  1970). 

Comments:  The  procedure  for  administration 
and  scoring  are  simple  and  straightforward.  The 
instrument  is  brief  and,  cbnseqi^entlysij  easy  to 
use,  yet  shows  significant  predictive  validity. 

References:  /  - 

Broussard,  Elsie  R/ A.  shidy  to  determine  the  ^ 
effectiveness  of  television  as  a  medium  for 
counseling  groups  of  primipdrous  women  dur-  • 
ing  the  immediate  postpartum  period.  Unpub- 
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 Considerations  regarding  preventive- 
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sory Council  for  Clinical  Infant  I^rpgrams  of 
the  Mental  Health  Study  Center,  Adelphi, 
Maryland,  Aprir23,  1976.  .  . 

 Neonatal  prediction  and  outcome  at 

10-11  years.  Child  Psy  Matry  andrHumun  De- 
velopment, 1977,  7,  in  pre^ss. 

Brotlssard,'  Elsie,  and  Ha»rtner,  M.  Maternal 

'  perceptions  of  the  neonate  as  related  to  de- 
velopment. Child  Psychiatry  and  Human  De- 
velopment, 1970, 1  (1),- 16-^25. 
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ternal  perception  of  first  born.  In  Jero/ne 
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'York:  Brunner/MazeJ,  Inc.,  1971. 

Escalona,  Sybille.  The  psycholo^gical  situation  of 
mother  and  child  upon  return  from  the  hospi- 
tal. Problems  of  Infancy  and  Qhildhood, 
Transactions  of  the  Third  Conferences  of  the 
Joshua  Macy  Jr.  Foundation,  March  1949, 
New  Yorlv 

Josselyn,  Irene  Hi:  Psychosocial  development  of 
children.  New  York:  Family  Service  Associa- 
tion of  America,  1948. 

Sontag,  L.  W.*The  significance  of  fetal  environ- 
mental differences.  American  Journal  of 
Obstetrics  and  Gynecology,  1941,  U2,  996-1003. 

Source  of  Information: 

Elsie  R.  Broussard,  M.D.,  Ph.D. 

Graduate  School  of  Public  Health,  Room  209 

University  of  Pittsburgh 
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AVERAGE  BABY  ^ 

Alilioiigli  itiift  it  your  firit  bnby,  yoii  jirolMbly  have  loine  idcii  of  what 
imili  linle  habiei  are  like.  Please  rlieck  ihe  blank  you  iliink  best 
Sticuiibcf  ihc  AVERAGE  baby.  . 

^h>u*  mnrh  f  tying  do  yoH  ihhik  Ihe  mieia^v  baity 

diu\      a  giMtJ  bii .     iiiiNkrJie  ainuiiiii      very  linle  nond^ 
houlk  iN»  you  ihiuk  the  nwutgc  baby  hut  in  ieedingf 
u  ^tCM  (U^r '    aTgckMl  hi  I 


agiftnutM 


niodcraic  ainonni      very  hnlc  none 

i/u  v  otmh  if(illing  ttp  or  wuiiling  dQ  you  ihiitk  Vif  avcmgc  baby  doaf 

a  gicai.ckal  \a^oltrnn      niu«k:aic  ainunnt      very  linle  none 

ilou'  uuith  diffinHfy  do  yuit  Ihiiik  ihe  average  baby  has  in  ticrpirigf 

a  ^ycM'  ileal      agSotTRi      nifxl^-aie  aniunni      \ery  liiile  none 

liou  muih  iliffuiihy  it^i  ihe  avn$ige  baby  ha\*c  wilh  bctwet  tiwwmeiUsf 

agicarilcin"     a  i;imnI  bit      uuMlcraie  aniunnt      very  linle  none 

Jiouf  Mu,h  ir'iubh  9ht  yi9t\hiuk  lhe:ai'nttj;c.  baby  hits  in  iciUing  ilown 
lu  II  Jtrcditluble  fMtltnn  of  ct^ljiig  aiid -ilrt^pin^f  • 

a  gieai  clcal      a  giNNt  bit      i\(u«lei;aie*ainoiiiu      very  linlc^  none 


\ Copyrighted  by -Elsie  R*.. Brous sard;  reproduced  with  permission* by • the  Healtli 
.Resources  Administration.  iF^r^ther  reproduction  prohibited  without  permission 
of  copyright  holder. 


YOUR  BABY 

While  it  li  noi  possible 't^now  for  ccriain  what  your  baby  Kill  be  like, 
you  probably  have  'some  ideas  of  whai  your  baby  will  be  like.  Please 
.cbak  the  bipnk  ihai  you  l/iinil;  best  describes  what  your  baby  will  be  like. 

Now  iiiuch'crying  ^o  you  think  your  baUy  viU  dot 


a.  great  deal      a  good  bit      inuUeraie  aniouni      very  hiile  none 

//oitf  i|iufir  h'oti6(c  do  you  think  your  hahy  mil  have  {eedtngf 

a  great  deal      a  goixl  bit    •  moUeraie  amount      very  Jiiilc  none 

liotif  iiiiir/i  spilling  vp  or  votuiling  tlo  you  ihiiik  your  baby  A*iU  dot 

a  great  deal      a  good  bii      moderate  amount      very  liiilc  none 

7/oitf  much  di^Jicully  do  you  ihiuk  your  baby  will  hoiti  sleeping 

a  great  deal      a  gfiod  bit      niodcraic  amount  '   very  linle  none 

//oitf  iiiiirA  dijlicully  do  you  txpcci  your  baby  io  have  wilh  bowel 
moveinetilit  -  . 


'  a  gitsai  deal  '   a  good  fnt      inoileraie-jinioiiiii      very  linle     .  none 

How  luurh  trouble  do  you  Ihihk  that  yotit  baby  will  have  settling  down 
to  a^ptcdietabte  pattern  of  eating  and  sleeping}      <  '  . 

a  great  deal      a  good  bit'     moderaie  amount      very  linle  none' 
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Title:  HOME  OBSERVATION  FOR  MEAS- 
UREMENT OF  THE  ENVIRONMENT  (HOME) 

Author:  CaId>^eII,  Bettye  M. 

'  Variables:  This  instalment  is  designed  to  meas- 
ure certain  jppects  of  the  support  available  in 
the  home,  environ  men  t  of  a  child-crSpecifically,  it 
provides  measures;  of:  (1)  emotional  and  Verbal  • 
responsibility  of  mothers,  (2)  avoidance -of  re- 
striction and  punishment,  (3)  organization  of  \ 
physical  and  temporal  environment,  (4)  provi- 
sion of  appropriate  play  materials,  (5)  maternal 
involvement  with  child,  and  (6)  opportunities  for 
yariety  in  daily  routine.  In  addition,  it  provides 
for  a  tptal  score  which  alleges  to  provide  an  as- 
sessment of  the  total  quality  of  the  environ- 
ment. 

Description: 

Nature  and  Content:  This  instrument  is  com- 
posed of  45  ''Yes"  or  "No"  items  grouped  into  the 
six  categories  named  abpye  under  Variables. 
One  example  from  each  catiegory  is  as  follows: 

1.  Mother  responds  to  child's  vocalizations 
with  a  vocal  or  verbal  response. 

2.  Mother  does  not  scold  or  derogate  child 
.during  visit. 

3.  Child  gets  out  of  house  at  least  four  times  a 
week.  *  \ 

4.  Mother  provides  toys .  or  interesting  ac- 
tivities for  child  during  interviews. 

5«  MothCT  tends  to  keep  child  within  visual 
range  and  to  look  at  him(her)  often. 

6.  Father  provides'  some  caregiving  every 
.  day.  '  ^ 

,  The  information  for  each  item  is  derived  from  _ 
direct  .observation  or  questions  to  the  parent. 
TKe  manual  provides  instructions  for  conduct- 
ing the  home  interview,  making  the  necessary 
observations,  and  scoring  the  individual  items. 

Administration'^  and  Scoring:  Preliminary 
.  study  of  the  instruction  manual  for  the  inven- 
tory is  required.  The  interviewer  must  make  ap- 
pointments for  interviews  with  attention  to 
requirements  that  the  child  is  awake  and  can  / 
be  observed  in  his(her)  normal  routine  for  that 
time  of  day.  ^ 

Following  a  warmup.  period,  the  interview  in- 
volves some  observations  of  the  home  environ- 
ment and  mother-child  interactions. 

Each  of  the  45  items  is  checked  either  Yes"  or  - 
"No";  a  score  of  1  is  Assigned  for  "Yes^"  and^a 
score  of  0  is  assigned  for  **No."  Subscores  are 
obtained  by  summing  the  item  scores  in  the  six  I 
categories.  The  total  score  is  the  sum  of  the  sub- 
scores;  the  maximum  total  score  is  45.  i  The 


higher  the  score,  the  befter.the  home  environ- 
,ment  for  child  learning  and  behavior  develop- 
-^'ment.  However,  the  manual  cautions  the 
interviewer  agairst  thinking  in  terms  of  ihe  re- 
spondent's ''passing"  or  ''failing"  items  or  the 
test  asra  whole. 

A  table  is  also  provided  whereby  ,  raw  sUb- 
scores  and  the  total  score  can  be  transformed 
into  stanines  based  upon  a  standardization 
sample  of  124  home  visits. 

Development: 

Rationale:  CaWwell  (1968)  states: 

The  primary  objective  that  guided  the  development  of 
this  Inventory  was  the^deaive  to  assemble  a  set  of  items 
to  assess  those  somewhat  intangible  qualities  of 
person-person  and  person-object  interaction  which  col- 
lectively comprise  the  infant's  learning  environment.  In 
the  past  the  assumption  has  be6n  made  that  the  generic 
term  'social  class'  adequately  encompassed. these  qurn- 
tltative  and  qualitative  characteristics.  The  develop* 
ment  of  this  Inventory  represents  a  conviction  th^t  such 
-  a  gross  structural  designation  as  social  class  is  insensi- 
tive* to  the  cumulative  transactions  that  occur  daily  be- 
tween the  infant  and  his  environment  and  that  an 
attempt  to  describe  and  measure  these  transactions 
will  not  only  provide  a  more  accurate  description  of 
the  learning  environment  but  will  in  addition  help  to 
pinpoint  areas  in  which  intervention  is  needed. 

Source  of  Items:  Selection  of  items  was  guided 
by  empirical  evidence  of  the  importance  of  cer- 
tain types  of  experience  for  nourishing  the  be- 
riavioral  development  of  the  child.  Included 
were  such,  things  as  the  importance  of  the  op- 
portunity to  form  a  basic  attachment  to  .a 
mother  or  mother  substitute;  an  emotional  cH-^ 
mate  characterized  by  mutual  pleasure,  sensi- 
tive—need-gratification,  and  minirriization  of 
restriction  and  punishment;  a  pfiysical  environ- 
ment that  is  both  stimulating  and  responsive, 
offering  a  variety  of  modulated  sensory  experi- 
ence; freedom  to  eXJilore  and  master  the  envi- 
ronment; a  daily  schedule  that  is  orderly  and 
predictable;  and  an  opportunity  to  assimilate 
and  interpret  experience  within  a  consistent 
cultural  milieu.  Not  represented  in  the  inven- 
tory are  indices  of  health  and  nutritional  status^ 
Adequacy  of  support  in  these  crucial  areas  is 
perhaps  less  reliably  assessed  by  Home  observa- 
tion than  by  other  procedures  (Caldwell,  1968). 

Procedure  for  Development:  Thie  bri^nal  in- 
tention was  that'-  all  items  should  be  based  on 
direct  observation  of  the  interaction  between 
the  caretaker  (usually  the  mother)  and  the  • 
child.  A  large  pool  of  items  was  gfenerated,  all  of 
which  required  actual  observation  of  mother- 
child  behavior.  However,  a  conceptual  examina- 
tion   of   the   items    suggested    that  many 
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important  areas  of  infant  experience  wei^e  un- 
fortunately excluded  with  t^is  restriction  on  the 
type  cf  items.  Accordingly,  witH  sucfceeding  ver- 
sions of  the  inventory  (the  present  is  the  fpurjth 
revision),  J  terns  requiting  intefview  data'' were 
added,  Such  items  comprise  about  one-third  of  ' 
the  total  number.  In  statistical  analyses  of  pre- 
i)ious  versions  Of  the'inventory,  interview  items 
that  were  psychometrically  superior  to  qjj|erva-^ 
tion  items  were  given  priorit^y*  oyer  observation 
items.  However,  when  shortening  the  inventory " 
for  this  version,  priority  was  always  given  to 
observation  whenever  an  observationally  based 
item  had  statistical  attributes  similar  to  one  de- 
rived from  the  interview.  *  ■■  ^ 
The  present  version  of  the  inventpry  was 
based  on  a  factor  analysis  of  a  previously  stand- 
ardized, 72-item  version.  IteYns  are  grouped 

'within  categories.according  to  factor  loadings, 
and  the  order  of  presentation  of  the  different 
categories  is  based  on  the  relative  importance  of 
each  category  within  the  total  inventory.  Sub- 
headings used  for  grouping  item^s  are  derived 
from  a  study  of  item  content  in  the  ^iff^rerit 
factors  (Caldwell,  1968).    1  • 

stanine  expectancy  table  was  established 
for  the  6-factor  subscores  and  the  total  scores 
based  upon  a  sample  of  1^4  home  visits. 

Reliability  and  Validity:  Using  the  Kuder- 
Richardson  Formula  20,  the  internal  consist- 
ency oif  the  instrument  was  0.89  and  thiat  of  the 

"subscales  tan^eii  from  0.44  to  0.89  (N=176). 

Content'' validity  was  established  through  the 
steps  described'above  under  Source  of  Items  and 
Procedure  for  Development  Validity  is. also  indi- 
cated by  the  fact  that  total  HOME  scores  corre^ 
lated  at  moderately  high  levels  from  0.50  tp  0.70 
with  Binet  scores  obtained  a  year  or  more  later. 

Use  in  Research:  The  home  assessments  were  an 
essential  part  of  the  long-terhi  Syracuse  Early 
Learning  ,  Projects  (Caldwell  and-  Rich- 
mond, 1968).  The  pur^Pse  of  this  project  was  to 
identify'  those  environmental  features  which 
seemed  most  likely  to  influence  development. 
As  Pne  part  of  thja  project,  the  inventory  was 
used  with  286  subjects.  ,  / 
In  1973, 100  children  from  the  original  sample 
of  286  were  located  in  the  Syracuse  area  schools 
and  correlations  were  made  .with  school  grades, 
standardized  test  scores,  and  curricjiilum  levels 
achieved.  In'  Elardo,  TBradley,  and  Caldwell 
(1976)  all  sub'scales  of  the  instrument  and  the 
total  score  correlated  significantly  over  a  2-year 
period  from  the  12th  to  36th  month  with  schopl 


ratings.  In  Van  Doorninck,  Caldwell,  Wright, 
arid  Frankenburg  (1976)  the  total  score  and  four 
of  the  six  subscales  of  the  instrument  correlated 
significantly  with  ^School  ratings  over  a  4-  to 
-9-year  periods  In  both  studies,  "emotional  and 
verbal  responsibility  of  the'mothei:"  and  "provi- 
sion of  appropriate  play  materials"  were  afnohg 
'  the  most  predictive  subscales.  ^ 

Comments:  The  measurement  of  home  environ- 
ment is  becoming  an  important  research  area. 
This  scale  is  ah  iriteijesting  one,  and,  indeed,  \ 
early  validity  data  show  promise.  However,  cau- 
tion should  be  used  in  interpreting  the  "total" 
score.  One  wonders  if  it  makes  sense  to  sum 
scores  derived  from  different  "factors."  '  •  * 
*  One  must  also  be  cautious  in  using  stanine 
'  scores  based  on  a  sample  pf  limited  size  (N=124).  , 

An  T80-item  version  of  HOME,  for  use  ^th 
children  ages  3  6  y^ars,  is  very  similar  to  this 
instrumei^t  described  herfe. 
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^OME' OBSERVATION  FOR  ^MEASUREMENT 'OF- THE  ENVIRONMENT  {hOFE) 


;dt11d's  Umd 


^  Date  of  Inliervlw 


Chlldls  Birthdate 


Kelatlonship  of  Rerson 
interviewed  to  child 


Interviewer 

-  \,  •  .  ■  .  - 

Place  t)f 
IntSrvlew 


Finlly  Composition  .  .    ' 

(Indicate  persons  II ving'lm household ».  including  sex  and  age  of  cnildrenj 


Pepjsons  present  In  home  at,  time  of  Interview^ 

C5nnients_  " 


-  A- 


R  ' 

'  1 

2 

;  3' 

.  4. 

.5 

-  5 

7 

8 

9 

1  ■ 

Kean 

S.D. 

A  t 

u  ^ 

4 

.5-6 

7 

.  -  9 

'  10 

n 

,  7.8 

2.3  .  . 

S.  " 

3 

4 

5 

6- 

7 

•  8 

'5.5" 

'1.5  . 

0  "I 

1-2* 

'  -3 

.  4 

■  5 

6 

4.8 

1.2. 

E  IV 

1  •  ■ 

2 

3-4 

5 

'  6 

■»  J 

.  8-.9 

'6.1 

'  2.5 

^  V 

1 

2. 

T 

3 

^  4 

-.'5 

6 

°  -3.4  ■  ■ 

.1 .7 

VI 

1 

■  .2. 

3 

4 

■  5 

\ 

2.8  » 

•1.3 

Total 

20' 

,20-21 

22^24 

25-28 

29-32 

33-36 

•37-40 

41-43 

44-45  ■ 

30.4  V  \ 

7.7 

Factor 


Raw  Score 


Stanlne 


 '-^r — '  '  JJ .  I  '  ■ — '  ' — 

I  jEmotlonal  and  Verbal  Responslvlty  of  ^tother 
•         .  —  -/^  ^  

1    ■     ■  \ — — — j 

II  [Avoidance  of  Restrlctfion  and  ^nlshment 

a 

^  - 

III  Organization  of  Envlronmnty^ 

ly  .Provision,  of  Appropriate  Play  Materials 

L. 

0  ' 

V  Maternal  Involvement  with  tl)e  Child 

 -r^ 

VI  OpMVtunltles  for  Var^l'ety  in  Dally  Routine 

■  Total  '  ■  ■ 

VOLUME  2 


YES  NO 


T      FMflTTfiNAf  AND  VPRBAL  RPSPONSIVTTY  OF  MOTHER 

t       linl^hagt'^^cnnrif-arinniK Tu  unrallvac'        rhIIH         IPA^^  tM^rP  durlnO 
!•     HOXnCi-  SponwdneuUS  ly  VUCa  1 1  £69  to       i  lu  a v  i eaa i»  wvi  i \»k  uui  i 

visit  (Exclude  scolding). 

Z,  Ttotfter  responds  to  child's  vocalizations  with  a  vocal  or  vejrdal 
response.  .                                            .  •           ( • 

3.  Horner  tells  child  the  name  of  some  object  during, visit  or  says 
name  OT  person  or  oojecc  in  a-  usacning  suyie* 

4.  Mother's  speech  Is  distinct,^  clear,  and*  audible  to  interviewer. 

■  \, 

5.  Mother  initiates  verbal  interchanges  with  observer  —  asks 
i    Questions «  makes  spontaneous  comments. 

6.   Mother  expresses  ideas  freely  and  easily  and  uses  statements- of 
appropriate  length  for  conversation  (e»g»,  gives  more  than 
;    brfef  answers).  ' 

»   Mother  permits  cm  la. occasional  ly  to  engage  in  me^sy   types  or 
play.-                    -  . 

-8.   Mother  spontaneously. praises  child's  qualities  or  bishavior 
twice  during  visit. 

.S.   When  speaking  of  or  to  cnlld,  mother^s  voice  conveys  positive 
feeling. 

10.  Mother  caresses  or  Hisses  child  at  least  once  auring  visit. 

11.  i4other  shows  some  positive  emotional  responses  to  praise  of 
cni la  OTTereo  oy  visitor. 

11.    AVOIDANCE -OF  RESTRICTION  AflD  PUNISHMENT 

12.   Mother  does  not  snout  at  cniia  auring  visiu. 

13.   Mother  does  not  express  overt  annoyance  witn  or  Hostility  . 
toward  child. 

.14;   Mother  neither  slaps  nor  spanics  cniia  curing  visit. 

'*15.  Mother  repofts  that  no  more  than  one  Instance  of  physical 
^punishment  occurred  during- the  oast  week.  - 

lo>  Mother  does  not  scold  nor  derogate  cm  to  curing. visit. 

17.  Mother  does  not  interfere  with  cm  id's  actions  or  restrict 
chlld'i  movements  more  than  three  times  during  visit, 

*ld.  At  leas^  ten  books  are  present  and  visible.                    ■  ■] 

♦19.   Family  has.  a  pet.  I 

•  .            ■     *       -     .  SUBSCORE 

*  May  require  an  interview  probe  unless  can  be  observed. 

Will  require  Interview  probe  unless  mbtber  mentions  spontaneously. 
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YES 


NO 


111.  OftflAhlZATlON  OF  PHYSICAL 
ENVIRONMENT 


D  TEMPORAL 


,**20.   When  mother  Is  away,  care  Is  provided  by  oire  of  three  regular 
substi  tutes . 


**21.   Soineqne  takes  child  into  grocery  store  at  least  once  a  week. 


»2? 


wwiiicwuc    waive  J  i  iiww   ^^ivwcij    j         c  icoji,   wns»c   q  rfcc 

Chlld'^gets  out  of  house  at  least  four  times  a  week. 
Child  is  taken  reguiariy  to  doctor's  office  or  clinic  for 
check-ups  and  preventive  health  care.  /  


*24.   Child  has  a  special  .place  In  which  to  keep  his  toys  and 
"treasures.'^ 


_25,   Child's  play  environment  appears  safe  and  free  of.  hazards. 


/ 


SUBSCORE 


IV.   PROVISION  OF  apprOPRIATS  PLAV  MA'cRIAL^ 


Child  has  one  or  more  muscle  activity/  toys  or  pieces  of 
equipment. 


*^7.   Child  has  push  or  Dull"toyT      .    ^  -  . 

*28.   Child  has  stroller  oi;  Waiker,  kiddie' car,  scooter,  or 
tricycle. 


'TT.   Mother  provlces  toys  or  interesting,/ activities  for  child 
-  ^durlno  the  interview.  '  '   ,  / 


*30^, Provides  'learning  equipment  appropriate  to  age  .—  mooiie, 
'tab]e-an^-cha4rsT-h.1  oh  chair,  o lay/ pen. 


*31.   Provides  learning  equiomant  appropriate  to  age  —  cudaly 

toy  or  role-playing  toy.   ^   ■  y  

'*32.   Provides  eye-hand  .cooralnation  toys  —  items  to  go  in*  and  out 
of  receotaclet  fit  together  toys;  beads. 


Provides  eye-hand-  coordination  toys  that  permit  combinations  — 


*33. 


stacking  or  nesting  toys,  blocks  or  building  toys. 
Provides  toys  for  literature  and  music (Dooics,  records,  toy 
musical  instruments)..'  •  ' ' 


SUBSCORE 


35. 


V.   WTERNAL  INVOLVg!-i£flT  k'lTH  CHlLg~ 
Mother  tends  to  keep  cnila  within  visual-  range  and  to  look 
at  him  often.' 


Mother  "talks"  to  chllc^  while(  doing  her  work.  

Mother  consciously  encourages  developmental  advance. 


"^357 


■Mother  Invests  "maturing"  toys  with  value  via  ner  attention. 


**39«   Mother  structures  child's  play  periods*  __ 
*40,    Mother  provides  tovs  that  challenge  cm  id  tovdevelop  new  skills 


SUBSCORE 


OPPOfttuNiriei  POft  vAftlEtV  in  CAlLY 

 STIfflilATION/ 

Father  provides  some  caregil^ing  ev^ry  day. 


-^41  > 


Mother  reads  stories  to  child  at  least  three  times  weekly. 
Child  eats  at  least  one  meat  per /day  wit-h-mother  and  father. 


--**43; 


Family  visits  or  receives  visits^ from  relatives  approxioiately 


once  a  month 


**45«   Child  has- three  or  more  books\  of  his  own. 


SUBSCORE 


Copyrighted  by  Bettye  M.' Caldwell;'  reproduced  with  permission  by  the  Health 
Resources  Administration.    Further  reproduction  prohibited  without  permission 
of  copyright  holder.  j/  ■ 
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Title:  TAXONOMY  OF  HOLDING  PATTERNS 

\  Author:  Grimes,  Judith  Ann  ^  -  ' 

Variable:  The  positions  ;^nd  body  parts  which  a 
caregiver  uses  to  support  and/or  hold  a  child  are 
th<?  subject  of  this  taxor(omy. 

Description: 

Nature  and  Content:  This  instrument  consists 
of  two  parts.  One  part  is  a  .table  labeled 
"Taxonomy  of  Holding  Patterns."  Actoss  the  top 
of  the  table  are  headings  which  identify  posi- 
tions of  the  infant,  i.e.,  horizontal  recumbent, 
flexed,  vertical,  horizontal  prone,  ,and  vertical 
reclining;  down  the  right  side  of  the  table  are 
names  which  identify  the  physical  part  of  the 
caretaker  providing  the  principal  means  of  sup- 
port for  the  infant,  i.e.,  knees,  lap,  torso  front, 
torso  side,  arm,  and  shoulder.  Using  the  word 
"Position"  followed  by  a  numeral,  a.  matrix  has 
been  developed  which  identifies  the  position  of 
the  infant  and  the  supporting  part  of  the 
caretaker,  e.g..  Position  1  identifies  the  infant  as 
being  in  a  horizontal  recumbent  position  on  the 
lap  of  the  caretaker;  Position  6.1  identifies  the 
infant  as  being  in  a  flexed  position  on  the  knees 
of  the  caretaker.  The  second  part  of  the  instrur 
ment  is  a  series  of  numbered  pictures  which  cor- 
\  respond  to  and  illustrate  the  positions 
\  numbered  on  the  table  of  the  first  part. 
\  Administration  and  Scoring:  The  taxonomy  in 
\  its  present  form  was  not  designed  to  be  adminis- 
tered  and  scored. 

\Develo0ment: 

\  jtationale:  The  taxonomy  was  developed  to 
provide  a  "type  of  shorthand"  which  could  be 

\"     ■     •"  ■  * 

.    \  '       ■  .  ■ 

•  \  .       '    *    .  • '  -  ■ 

\ 

•  "  \  -  '  • 


used  while  making  observations  and  thus  allow 
more  descriptive  note-taking  on  other  observed 
behaviors  (Grimes,  1974). 

Source  of  Items:  In  the^^rocess.  of  collecting 
data  for  a  master's  thesis.  Grimes  (1974)  ob- 
served 10  caretaker-infant  units  and  made  ex- 
tensive notes. 

Procedure  for  Development:  The  author 
categorized  the  data  which  resulted  from  her 
observations. 

Reliability  and  Validity:  No  information,  on 
reliability  and  validity  are  yet  available  for  this 
instrument. 

Use  in  Research:  The  taxonomy  has  not  been 
used  in  any  research. 

Comments:  This  tjaxonomy  is  one  attempt  to 
categorize  a  series  of  detailed  behavioral  obser- 
vations. Aiiy  investigator  interested  In  t^,retaker- 
chijd  interaction  might  find  it  useful.  The  t?ix6n- 
omy  appears  to  have  potential  for  development 
into  an  instrument  that  lends  itself  to  quanti- 
fication. 

References: 

Grimes,  Judith  A.  Contact  comfort  of  caretakers 
in  a  hospital  setting.  Master's  thesis,  .Univer- 
sity of  Arizona,  1974. 

Source  of  Information: 
Judith  Ann  Grimes,  R.N.,  M.S. 
College  of  Nursing 
University  of  Arizolia 
Tucson,  Ariz\85717 

Ihstrume^nt  Copynght:  None. 


GHines.  Judith  Ann 
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Caretaker 


Infant^ 


Horizontal 
Recumbent 


Flexed 


Vertical 


Horizontal 
Prone 


Vertical 
Reclining 


KneeQ 

Lap  ' 

Torso 
front 

Torso 
side 

Arm 

Shoulder 


fositioh^.l       '  , 
Position  1     Position  8       Position  6.2    Position  7 


Position  ^2a    Position  9      Positions      Position  10     Position  11 


Position  3 


Position  2b 


Position  4 


Position  numbers  are  related  to  numbered  pictures  in  Figure  3. 
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Recumbent  lap 

1#  ^The  infant  was  placed  on  his 
' stomach  across  the  caretaker • 

^    '  thighs.    One  of  her  hands 
supported  the  chin  and  one 
hand  rested  on  the  back. 


Horizontal  torso 

2. V  The  infant  was  held 
a  horizontal vto  the 
torso  of  the  caretaker 

a.  with  torsp  contact/ 

that  is,  cradled 
in  the  arms,  as  in 
the  nursing  pusir 
tion. 

b.  withoiit  torso 

contact/  leaning 
against  the  arm 
and  away  from  the 
^  torso. 


■n 
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Hor i zohtal  underarm 


3.    The  infant's  body  was  held 
horizontally  under  an  arm 
like  a  foiotball  for  shampoo. 


Oprlght  shoulder 


4.    The  infant  was  held 
/  upright  oveSr  the 
shoulder  or  upright 
against  the  chest. 


Upright  €brso  * 

5.    The  hands  of  the  caretaker 
were  under  the. arms  of 
the  ihf ant • 


.J.-. 
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Sedentary  lap 

6#    The  infant  was  seated  on 
the  lap 

6.1  away  from  the  care- 
taker's torso. with 
(6#la)  knee  lean  and 
(6.1b)  without  knee 
lean. 

6.2' with  torso  contact. 


Supine  or  Prone  lap 

7.    The  infant  was  placed  lying 
on  the  caretaker's  lap  on 
his  back  or  stomach? 
slanted  downward  or  on  a. 
straight  plane* 
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Semi-sedentary  lap 

8.    The  infant. was  held  in  a  8 
semi-sitting  positioh  by 
the  hands  of  the  caretaker 
on  her  lap.  , 


Flexed  abdomen 

~  '  •  9 

9..  The  infant  was  placed 

Against  the  caretaker's' 

abdomen  with  the  head 

hanging  forward  and  the 

cauretaker's  arm  across 

the  infant's  chest* 
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Prone  abdomen 

10.  The  infant' was  placed  in  ' 
horizontai|  position  on  the 
stomach  over  the  care- 
taker's left  arm  which  was 
•  against  her  body .  Later  the 
caretaker  placed  her  right 
arm  over  the  infant. 


Upright  reclining  torso 

11.  The  infant  was  lying'  on  the 
abdomen  and  chest  of  the  ^ 
caretaker  as  she  leaned 
back  in  a  chair. 
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Title:  TACTILE  CONTACT  BEHAVIOR- 
FIELD  RECORDING  FORMAT 

i  Author:  Heims,  Marsha  L. 

Variable:  The  variable  is  the  tactile  contact  be- 
havior of  an  adult  with  a  child  in  the  parenting 
process,  i.e.,  the  touching  of  a  child  by  an  adult 
who  is  or  seems  to  be  in  charge  of  the  child. 

Description:  ,  ' 

Nature  and  (^ontei^i^Tjh(B^, Field  Recording 
Pom^at  is  a  rapidfre'cdirdihg^eld  technique  and 
a  code  sheet  on  which  the  observer  records  the 
ad ult-to-cjiild  contact  behaviors  as  they  occur  in 
'  selected  natural  settings  during  a  preset  period 
:  -  of  time,  ^ 

The  behavior  is  recorded  using  an  accompany- 
ing code  which  identifies  the  adult  and  child 
body  parts  involved,  the  momentum  of  the  con- 
tact, the  frequency  of  tlje  contact,  *and,  in  some 
instances,  the  position  of  the  adult  part. 

The  entire  format  and  coding  system  have 
befen  designed  for  rapid  re9prding, 
*  Administration  and^  .Scoring:  An  observer 
uses  the  format  she8t  and  the  Standard  Code 
Sheet  to  record  the  tactile  contact  behaviors  of 
an  adult  and  child.  At  the  end  of  the  predeter- 
mined observatidn  time  period,  the  results  may 
;  be  summarized  in  tables.and  graphs,  and  also  on 
^the  "Plotting  Sheet  for  Tactile  iBehavior."  This 
sheet  has  two  dimensions— one  ranging  from 
"low"  to  "high"  to  indicate  the  mbmentumtOf  the 
contact  and  the  other  from  "Ignores  the  child" 
to  "Hostile"  to  Indicate  the  "type  of  touch" 
(Reims,  1974). 

Development: 

Rationale:  No  information  regarding  the  un- 
derlying theoretical  framework  was  provided. . 

Source  of  Items:  There  are  no  items,  as  such, 
in  the  format.  However,  the  code  for  recording 

■  /•  .  ■    •  ■ 


the  observations  was  adopted-from  Birdwhistle 
and  the  behavioral  episode  is  a  concept  used 
Barker  and  Wright  (Heims.  1974). 

Procedure  for  Development: » No  information 
was  provided. 

Reliability  and,  Validity:  No  information  wa^ 
.prodded. 

Use  in  Research:  Heims  (1974)  developed  and 
used  the  Field  Recording  Format  for  her  mas- 
ter's thesis— **Child  Touching  Behavior  of 
Adults."  In  the  stiidy,  the  author  observed  and 
recorded  the  tactile  contact  behkvior  of  10 
adults  with  children  for  periods  of  5  minutes 
each  in  two  different*  settings. 

Comments:  The  Field  Recording  Format  with  itis 
accompanying  code  for  recording  is  one  attempt 
to  describe  systematically  the  child-touching 
behavior  of  adultsJ  It  does  not  purport  to  do 
more. 

In  describing  the  Form'at,  the  author  provided 
the  following  information: 

Many  of  the  touches  occur  very,  fast;  rapid  recording 
experience  is  very  necessary  so  that  recording  can  be 
accomplished  without  looking  at  the  paper.  Subjects 
frequently^  move  out  .of  visual^  range  before  the  time 
period  is  finished  so  that  a  new  observation  period  would,  , 
nave  to,  be  begun  with  another  subject  (Hieims,  1974).  . 

References: 

Heims,  Marsha  L.  Child  touching  behavior  of 
adiiZts.  ^Unpublished  master's  thesis.  Univer- 
sity of  Arizona,  1974. 

Source  of  Information: 
Mrs.  Marsha  L.  Heims,  R.N.^  M.S. 
970  Bay  Street,  Apartment  1 
San  Francisco,  Calif.  94109  • 

Instrument  Copyright:  Marsha  L.  Heims,.  R.N., 
M.S.  ■  -  ^ 
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TACTILE  CONTACT  BEHAVIOR  -  FIELD  RECORDING  FORMAT 


Abbreviations  and  Symbols  for  Field  Format 


Abbreviation 


Explanation 


H 

fa  . 

h 

hi 

bu 

per.-*. 

le 

fo  ^ 

11 

fl 

ne 

sh 

tr 

la 

ar 

R 

L 

1-1-1 


a 
B 


head.  Including  ears  and  hair 
face,  only 

hand,  and  all  fingers 
hips ,  side « only 
buttocks 

perineal  area,  front 
legs 

foot,  or  feet  ^ 

lips 

fls| 

nefik  y 
sl}ouiders 
/trunk 
lap 
arms 

right  side 
-left  side  . 

behavior  repeated  without  Interruption 
of  another  behavior.    Slashes  Indicate 
the  nunber  of  repeats  In  succession, 

both 

flat  hand 
grasp 

Indicating  separation  of  adult  and  chll4 
body  part,  arrow  Is  to  child.  \ 
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Body  Parts  of  Adults  with  Examples  of  Momentum 


Body  part 


Mbmentum 


I.  Right  hand  t:puches-flat 

II.  Right  hand  touches-grasp 

'  I 
I 

III.  Left  hand  flat 

IV.  Left  hand  grasp 

V.  Face  touches 

VI.  \       Head  touches 

VII.  Lip  touches 


VIII.      Trunk  touches 


IX.  ^     Pelvic  touches 


X.  Buttocks 


XI.        Left  arm 


1-llght  touch 
2«^derate  touch 
3--faard  slap 

1- hand  hold 

2-  snug  hold 
S'-very  tight  grasp 

see  I. 

see  II. 

1-  light  brush 

2-  ittoderate/'bru8h 

3-  flrm  touch 

1- head  brush 

2-  head^bump 

3- knocking  heads 

1-  lip  touch,  light 

2-  smack 

3-  loud  smack 

1-  sitting  besidle  . 
2«-sitting  cjbsely  beside 
3-sitting  tightly 

/l-standing  contact 

2-  lap  contact 

3-  flrm -lap  contact 

1-standing  contact     '  , \ 
2^sittittg  on,  lightly     "  ^ 
"3'-8itting  on,  hard  \ 

1-  light  brush 

2-  arm  around  or  light  push 

3-  tight  hug  or  hard  push^ 


XII.,      Right  arm 


see  XI. 
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Body  pa1?C  •  Mcnnenttan 

1-light  brush  - 

Xlil.     Left  leg  2-modefate  push 

3-8hove 

XIV.  Right  leg  see  XIII. 

\        '  .-  .  * 

^      1-light  touch 

XV.  Left  foot  Z-moderate  push 

^  3-kick 

XVI.  Right  fopt  see  XV.  ■> 
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Episode 
nunber 


Setting 

1-  cUnlc 

2-  park 


Sex  \ 
iHnale 
2-f enale 

Ad.  Ch. 


Time 

1- AM 

2-  PM 


Adult 

Rlght-l     body  part 


Left-2 


i?ode  # 


Flat-1 
Gra8p72 


Child  • 

Mbmenttm  body  part 
number  ^    code'  I 
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1 
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PLOTTING  SHEET  FOR  TACTILE  BEHAVIOR 


1.5 


Ignories  child 


■J 


High  M 
5 

4.5 
4 


3.5 
f 


2.5 


1 

Low  M 


3.5 


2.5 


1.5 


4.5 


Hostile 


Vertical  ordinate  -  Mbmentuai  (M) »  1  through  5 

Horizontal  ordinate Type  of  touch,  from  Ignoring  Child 

\to  Hostility 


Copyrighted  by  Marsha  L.  Helma;  reproduced  with  permission  by  the  Health 
Resources  Administration,    Fur£her  reproduction  prohibited  without  permission 
of  copyright  holder.  . 
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Title:  MOTHER-INFANT  SEPARATION  QUES- 
TIONNAIRE , 

Author:  Johnson,  Suzanne  H. 

■     ■  ■ 

Variables:  The  instrument  was  designed  to 
measure^rnaternal-infant  separation  in  terms  of,y 
the  length  of  separation  from  date  Of  JbirtjiHo  A 
onset  of  sielected  ckrergiving  activities.  ^  ^ 

.  ——^^   ^       .  _  . 

Dc^scription:  /  --^ 

stature  and  Content:  This  is  a  21-item  ques- 
tionnaire v^hich  can  be  self-administered  by  the 
^mother.  The  first  seven  items  are  specifically 
^designed  to  measure  length  of  separation.  The 
remaining  items  used  to  record  demographic 
data  'and  information  regarding  a  mother's  per- 
ceptions of  her  infant,  the  history  of  her  preg- 
nancy, etc.  Items  1  through  7  are  answered  by 
checking  a  box  indicating  days  or  weeks  of  sep- 
iaration.  A  typical  item  is  **How  old  was  your 
baby  when  he  first  came  home?". The  possible 
responses  range  between  "less  than  1  week"  to 
"6  or  more  weeks." 

Administration  and  Scoring:  The  items  in  the 
questionnaire  are  self-rated  by  the  mother.  The 
response  alternatives  for  ^ch  item  are  desig- 
nated by  a  series  of  boxes  from  which  the  re; 
spondent  can  choose  the  appropriate  one.  A 
checkmark  is  placed  in  that  box. 

Items  2,  3,  4,  5,  and  7  are  scored  from  1  to  7; 
item  1  is  scored  from  5  to  1;  and  item  6  is  scored 
from  7  to  1. 

.  A  total  score  forj^separation"  is  computed  by 
adding  the  ratings  for  the  first  seven  items  and 
tiiibtracting  a  value  of  7  to  permit  a  0  score.  The 
possible  range  of  total  scores  is  from  0  to  40.  The 
higher  the  score,  the  greater  the  separation. 
There  is  no  information  on  how  items  8  to  21. 
were  scored  or  analyzed. 

Development: 

Rationale:  The  increased ;  transportation  of 
premature  infants  to  specialized  care  centers 
results  in  increased  separation  between  the  in- 
fant and  the  parent.  It  is  thought  that  this 
mother-infant  separation  during  the  critical 
newborn  period  may  affect  normal  mother- 
infant  attachment. 

Source  of  Items:  The  items  were  developed 
subjectively  by  the  author  and  were  based  upon 
her  professional  nursing  experience. 
.  Procedure  for  Development:  The  author  iden-  -  / 
tified  components  of  separation  and  then  de- 
veloped the  questionnaire  items.  For.  instance,  . 
Vnext  visual  contact"  and  **next  touch  contact," 
Were  two  of  the  variables  corisideredi  to  be;  com- 
ponents Sf  sepai*ation. 


Nine  mothers  whose  premature  infants  had 
beeti  admitted  to  the  intensive  care  nursery  of 
the  Stanford  University  Hospital  during  the 
previous  13^  months  pretested  the  instrument 
for  clarity  of  the  questions. 

Reliability  and  Validity:  A  pilot  study  was 
used  to  determine  the  test-retest  reliabilith  of 
the  questionnaire.  Each  mother  participated  in 
two  administrations  df  the  questionnaire  which 
were  separated  by  an  interval  of  4  weeks.  The 
correlation  between  administrations  was  great- 
er than  0.85  for  all  items  except  number  8  and 
number  9.  This  result  was  significant  at  the  0.02 
level. 

Content  validity  was  determined  by  having  10 
health  care  experts  rate  each  item  in  the  ques- 
tionnaire with  respect  to  its  relevance.  The  ex- 
perts used  a  rating  of  1  to  4  with  4  indicative  of  a 
great  degree  of  relevance.  The  mean  ratings  for 
the  items  measuring  separation  (1  through  7) 
were  between  3.4  and  3.9..The  author  considered 
the  degree  of  agreement  between  raters  to  be 
high.'        .  ^ 

Discriminatory  validity  of  the  instrument  is 
indicated  by  data  from  a  study  which  compared 
scores  of  44  mothers  with  transported  prema- 
ture infants  (mean  score  23.4)- with/scores  of  15 
mothers  wjth  nontransported  premature  in- 
fants (mean  score  14.3).  The  t-test  showed  a  sig- 
nificant difference  (p=  <0.01)  in  ;the  scores  of 
thes^  two  groups!  ,  / 

Use  in  Research:  Development  of  this -instru- 
ment is  reported  in  a  paper  by  Johnson  cited 
below. 

Comments:  Questionnaire  forms  are  available  in 
English  and  Spanish.  It  should  he  noted  that  (1) 
only  the  first  seven  items  address  the  extent  of 
separation,  (2)  answers  between  items  cannot  be 
compared  because  each  item  fs  different  in  con- 
tent, and  (3)  th^  .time  intervals  provided  for  re- 
sponses are  not  divided  consistently.  Further 
psychometric  attention  should  include  (1) 
refinement  of  the  individual  items  in  order  to 
focus  more  sharply  on  the  instrument's  major 
-concept,  and  (2)  development  of  a  scoring  system  ' 
which  would  provide  for  a  meaningful  total  or 
combined  «core. 

References: 

Johnson,  Suzanne  Hall.  Data  gathering  tool  on 
interactional  deprivation  of  mother  and  pre- 
mature infant.  In  Majorie  Batey  (Ed.O,  Com- 
municating .  Nursing  Research  (Vol.  9). 
Boulder,  Colorado:  Western  Interstate  Com- 
mission for  Higher  Education,  in  press. 
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Johnson,  Suzanne  H. 

MOTHER  INFANT  SEPARATION  QUESTIONNAIRE 


th«  follovlng  quvstiOM  «sic  about  yoiir  €xp«rlehcea  after  the  premature  birth 
of  your  baby.  Pleast  ehocee  the  anawer  which  moat  cloaely 

desczBibee  your  expei'lehce  and  mark  an  "X"  in  the. box  next  to  that  anawer. 

1.  loBetliately  after  the  premature  birth  of  your  baby,  what  waa  the  cloaeat 
contact  you  had  with  him  or  her? 

„      r  M  □  □        .  □ 

»ne        Saw  nr  touched  wj    Held  my        Tbok  care 

c         fe*lqr  baby       of.  ^  baby  ,   

2.  After  the  day  of  birthV,  how  old  was  your  baby  when  you  next  aaw  him  or  her? 

□  □  .^  Q        :  -  □  '         □  □  □ 

I  day         2  d«ya         3  day  a         ^"b  daya        1  week        2  weeks      3  or  sore  weeks 

3.  After  the  day  of  birth,  how!  old  was  your  baby  when  you  next  touched  his  or  her? 

□  Q  -  □  -       □         □   '  • 

1  day         2  days         3  days         4-6  days        I  week        2  weeks      3  or  oore 

.       ™  weeks 

After  the  day  of  birth,  how  old  was  your  baby  when  you  next  held  him  or  her? 

□  a      □      □      □      □  ' 

'  1  day        2-4  day  a      3*od4ys        I  week         2  weeks        3  weeks        4  weeks  or  - 

o"  more 
3«    Row  old  was  your  baby  ^Hen  yoii  first . sot  to  care  for  him  by  feeding, 
diapering,  or  bathing  him  or  her? 

aP  □  □  □  □  □ 

y         3*^d4ys      1  week         2  weekis      .  3  weeks        4  weeks     .  5  or  sore  ' 

6.  On  the  average ,  how  many  times  a  'week  did  you  riait  your  baby  while  he  was 
in  the  hospital?    -  \ 

Q  "  ,□     °P     „p      n  □ 

Leas  than    1-2  times     3*4  times     5-tfTimes    7-8  Wmes      9-10  times    U  or  more 
once.        a  week         a  week         a.  week        a  we^k^  '        a  week       time  a  a  we?k 

7.  How  cXd  was  your  baby  when  he  first  came,  hose? 

■  □ .     □    -  □  -     □ :     □      □'     n   ■  ' 

Less  than     1  week         2  weeks        3  weeks      4  weeks         3  weeks      6  or  more 
1  week    '  ■  .  .  weeks 

8.  How  old  was  your  baby  when  you  first  felt  you  wore  really  comfortable  ^ 
holding  "arfd  caring  for  him  or  her?     '  ,  „ 

□ .  .    □  ■ :     □    ■   □       □       □■    •  □ 

Leas  than     1  week         2  weeka        3  veeks       4  weeks         3  weeks       6  or  more 
I  Week  .  .       .  •    .  '  weeks 

9«:.  Kow^oZd  was  your  baby  when  you  firat  recognixed  some  traits  or  behaviors  he 
*  d^astrated.  that  were  unique  to  him  and  not.  like  other  babies  or  traits  - 
in  your  family? 

.  .  □       ''  U      "  □  -     □        □        □  □ 

L*mm  than     1  w«ak .        2  w«*ka        3  maIcs      A  weeks         b  weeks      6  or  ooro  ' 
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^0.   VhJit  was  tht  birth  weight  of  ;your  infAiit  who  wa«  born  prco«tur«iy? 

□ 

BOtr 


□  P  □ 

undtr       1  lb.  to       aibfto       3  lb  to 

1  lb*       1  lb.  15  .o«.  Z  lb  15  pz   3  lb  15  oz 


□ 

k  irto 


5  lb  to 


0?«r 


U  lb  15  Qs   5  lb   8  OS  5  lbs.  8;  os. 


11.  How  many  wetks  •arly  waa  your  baby  born? 


-ao^^tks 
•«rly 


.  v«aka 


3  or  > 
wttks 


\ 

50  6 
vaaks'^ 


7  or  8 
v«eko 


□ 

9  or  10 
wteks 


nort  tnnh 
10  w«eks 


12*   Vb«xv.you  wvra  with  your  baby  in  the  first  aix  weeka  after  birth,  how  snach  did 
he  relax^or  ahow  confort  when  you  touched  or  held  him? 


tensed 


□ 

no 

relajcation 


□        □        □  Q 

little         soffle  moderate  full 

relaxation   relaxation   relaxation  relaxation^ 


13*    At  the,  tiioe  of  the  baby's  Slrth,  what 'was  your  age? 

ifiears     l8-5  S5 
years 


years 
or  less 


-25 
^  •  years 


26^ 
years 


33 
years 


3S7 
ye«rs 


or 

re  years 


1<».    At  the  time  of  the  baby's  biirth,  what  was  your  marital  sUtus? 


□ 

Siagle 


Married 


•a 

Divorced 


□ 

Vidow«^d 


15,   What  is  your  family's  yearly  income? 


0  67000 
a  year 


□  - 

6,000  to 
9,999 


10,000  to 
1^.999 


1573dO  to  SoTSbO-to  'SSiOOO  ana 
19,939,:>=^'f,^99  Above 


16.    What  is  your  cultural  or  ethnic  background? 


□ 

Caucasian 


□ 

Negro 


□ 

Mexican 


Oriental 


Indian 


Other 


17«    At  the  time  of  your  premature  iiifanlfs  birth,  how  many  other  children  did 
you  have? 


jSe  P  P  9  .  P  5'9fflor«        -  .   ^  .. 

l8«    Before  your  infant  was  born  prematurely,  had  you  had  any  other,  premature  birtns? 

Tcs    .  No  ir'  • 

19*    Before  your  Infant  was  bom  prematurely,  had  you  lost  a  baby  from  a 
previous  pregnancy? 


5es  B 


20.    How^many  miles  was  it  from  your  home  to  thc:.i1edical  Center  where 
.  your  baby  received  special  care? 

•  ■        •     ' .  ■       '    ■  •  v  •• '  • 

a- 


o-^ 
.  veake 


i=?o  i02O  i^V)         3^1)  'toQ: 


ro 

weeks 


•20 
weftks 


weeks' 


weeks  " 


"Tonoo 

weeks 


101  or  c-are 
weeks 
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21*    U«9  your  baby  transported  to  tho  hospital  uhsra  he 
receivadi  the  special  care?  ^ 

□  0 

^  No  Yes  .  0 


V 


7 


.  V 


'6- 
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BEHAVIOR  RATING 


•'784  • 
*  ■ 

Title:  MATERNAL 
SCALE  ' 

Author^  Smith,  Brenda  Y. 

Variable:  The.  variable  is  "mothering  behavior" 
which  is  defined  as  (1)  the  wish  by  the  mother  to 
succor,  suckle,  and  feed  her  iChild  as  seen 
through  active  participation  and  interaction 
with  the  child  (Benedick,  195^),  and  (2)  the 
number  of  days  it  takes  a  mother  to  "take  hold" 
of  the  mothering  behavior  (Rubin,  1961). 

Description:  ^    1  ' 

Nature  and  Content:  This  is  a  10-itei1i  obser- 
vation scale  which  consists  of  a  lisjt  of  ihothering 
behaviors  opferationalized  as  (1)  looking,  (2)  talk* 
ing,  (3)  patting,  (4)  holding,  (5)  rocking,  (6)  clean-  ' 
ing,  (7)  touching,  (8)  suckling,  (9)  kissing,  and  (10) 
bubbling.  Examples  of  each  behavior  are  pro- 
vided. Each Jtem  is  rated  as  manifested  by  the 
mother  (1)  or  not  manifested  by  the  mother  (0). 

^Administration  and  §  coring  :Tiie  instrument 
was  designed  to  be  used  for  a- series  of  observa- 
tions of  each  mother-infant  pair  for  3  consecu; 
tive  days  and  should  include  at  least  two  feeding 
periods  per  day.  The  author/ recommends  that 
the  first  observation  be  made  during  the  first 
feeding  time  after  birth. 

•In  the  space  provided^  the  observer  indicates 
whether  or  not  that  behavior  was  observed  dur- 
ing that  period  of  observation. 

A  total  score  for  each  observation  period  is 
computed  and  a  mean  score  is  computed  for  each 
mot!her. 

RatioTiaie:  Thi^  author  states  that  the  instru- 
ment was  not  based  upon  any  specific  underly- 
ing theory  of  Kioths-rihg. 

Source  of  Items:  The  items  were  derivec|j^rom 
the  literature  and  the  professional  experience  of 
the  autlior,       \  ^  * 

Procedure  for  Development:  A  pilot  study  was 
conducted  in  which  the  instrument  was  used 
with  10  mother-infant  pairs  for  the  first  3  post-, 
partum/days,  and  two  observations  per  pair 
were  conducted  e^^h  day.  • 

Reliability  ar^d  Validity:  No  interrater  relia-^ 
bility  data  were  provided. 

Content  validity  was  established  through  the 
derivation  of.  the  items.  Additional  evidence  of 
validity  is  provided  by  the  following  from  Smith  . 
(1975): 

•  Mothers  in  an  experimental  group  were  given  support-  . 
ive  care  to  prepare  them  for  pregnancy,  labor  and  de- 
livery, and  the  baby  itbelf.  These  mothers,  when 


compared  to  a  control  group,  showed  significantly 
more  mothcfting  behaviors  within  the  .  first  3  days 
following  birth  than  did  the  mothers  in  the  control 
group.  • 

Use  in  Research:  Smith  (1975)  rep(?rted  that  the 
tool  had  been  used  with  more  than  200  postpar- 
tum patients,  both*  primigravida  and  multi- 
gravida  during  the  period  1972-1975,  and  data 
were  in  the  process  of  being  analyzed. 

The  instrument  was  also  used  in  ^  study 
which  involved  patients  with  a  diagnosis  of 
hypervalinemia  (Benfield  and  Russell,  1975). 

Comments:  Smith's  analysis  of  data  should  pro- 
vide more  information  regarding  the  instru- . 
ment  per  se.  Since  i£  does  consist  of  10  directly 
observable  ^behaviors,   interrater  reliability 
should  be  high,  Althdygh  the  author  defined  thc^^^^^ 
variable  as  "the  wish  by  the  mother  to  .       the . 
instrument  measures  the  presence  or  absence  of 
certain  behaviors.  ° 

Any  potential  user  should  be  cognizant  of  the 
fact  that  the  score  on  the  instrument,  as  it  is 
now  constituted;  means  that  the  indicated  be- 
havior is  or  is  not  present,,  not  necessarily  the 
quality  of  the  behavior.  Additional  evidence  re- 
garding construct  validity  is  needed  before  the 
total  scdre  can  have  real  meaning. 

References: 

Benedik,  T.  Psychobiological  aspects  of  mother- 
ing. American  Journal  of  Orthopsychiatry ^ 
195i5,  ie,  273-278, 

"Benfield,  Rufh,  and  Russell,  F«y,  Hyper-^ 
valinemia:  A  family's  reaction,  a  nursing  chal- 
lenge. Nursing  Forum,  1975;  i-4  (2),  iSO-^U. 

Benfield,  Ruth,  Bendersky,  Armantine,  an"* 
Thompson,  Aiine.  Early  identification  of  chil-- 
dren  with  learning  disabilities:  The  preschool 
child.  Learning  DisabilitieSf  January  1977. 

"Rubin,  Reva,  Puerperal  chSLtiges^ursing  Out- 
ioofc,  Decembera961,  ^  (12),  753r755.. 

Smitii,  Brt*T>da  Y.  A  study  of  the  relationship 
between  supportive  care  given  to  mMhers  in  the 
antei^artdl  period  4ind  progress  irmhe  ''taking 

.  hold''  phase  in  the  posipartai  perr;^  Unpub- 
lished manuscript.  University  of  Tfeinessee, 
1975.         ■   \  ' 

Source  of  IrJormation: 
Brenda  Y.  Smith,  R.N.,  M.N: 
Maternal  Child  Health  Nursing  ' 
Cbllege  of>Nursing 
•  University  of  Tennessee 
MempTiis,  Tenn.  138163 

instrument  Copyright:  None. 
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SmU-th  ,  -Brenda  Y.  

.  MATERNAL  BEHAVIOR  RATING  SCALE  •  ' 


 r  \  

MAIEigjAL  BEHAVIOR 

POSTPART 

UM  dIy  I  . 

POSTPAiiTU 

M  DAY  II 

1  POSTPARTU 

M  DAY  III 

~       \  —  

ITEM 

OBSERVA- 
TION I 

OBSERVA- 
TION  II 

OBSERVA- 
TION I 

1 

OBSERVA- 
TION II 

lOBSERVA- 
TIQN  I 

OBSERVA- 
TION II 

Lookljig 

 — - 

— - — 'ii — 

\  ■ 

.  Patting, 

-     Holding \  , 

Rocking  \ 

■   .  i 

Cleaning  \  . 

■  j 

'i     Touching  \ 

Suckling  \ 

f  . 

Kissing  \ 

Bubbling 

TOTAL  SCORE   ^  \ 

,       ■  \ 
■ 

1 

1 

/ 

UTILiZATION  OF  l!oOL: 


1.  Each  day  for  3  consecutive  days  a  score  Is |  taken.  MOTHER: 
/(flrdt  visit  :\  first  feeding  time  after  bljrth)  at 

least  2  feeding  periods  per  day.       .  ,        j  / 

\    ,  '  ^  :^   '  DATES: 

2.  ;  A  score  1^  put  down  Ifjr  each  behavior  as:    ,one  (1) 

equals  obtaining  the^ behavior ;  zero  (Q)  equals 
not  obtaining  t!  3  behavior. 
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'  '  '\  '    ■       j  .  "  ■    •  n  . 

V0LUB1E2' 

The  selected  behaviors  wit^h  definitions  are  as  follows,^ 

.    •       /  '  •      '  /  ■  .  •  ■      ■  ' 

Looking;   mother  focuses  eyes  on  infant's  fa^e 

Talking:   mother  makes  verbal-s^tements  to/infant 

Patting;   mother/strokes  and  caresses  Infant  with  her  fingers 

and  hands      ,  -  .  / 
Holding;   mother  positions  infant  close^ to  her  body  with  ai^m  around 

infant's  body  (cradle  )ioldf         ,  . 
Rocking;   mother  sways  infants  backward  and  forward  in, her  arms  * 
Cleaning;   mo thef- wipes  infant's  face  or  charges  his(her)  diapers 
Touching:   mother  embraces  and  touches  infaj,   softly,,  eslieci ally 

on  the  face  ^  • 

:  Suckling;   mother  breast-feeds  or  bottle-feeds  the  infant  " 
Kissing;     mbthen  touces  or  presses  her  lips  on  infant's  face, 

,         arms,  hands,  or  body 
Bubbling;    mother  helps  infant  expel!  air  from  stomach  by 
rubbing  back  in  any  position  .  •  V 


.i  J 


'  I. 


>  / 

■    ,  / 


■  \ 


tr.-: 
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Significant  Others:  Cognitive  Variables 


Title:  SEIZURE  SURVEY 

Author:  Clarke,  Bernardine  A1 

Variable:  The  variable  under  st^dy  is  a  person's 
general  knowledge  of  epilepsy  and  epileptic  sei- 
zures in  children/  ,  • 

Description: 

.  Nature  and  Content:  The  test  is  designed  for 
parents  or  caregivers  of  children  ^^ho  have  had 
seizures.  This  instrument  has  two  sections:  a 
survey  of  knowledge  and  'anl  interview  section. 

'  The  first  section  is  a  52-item,  true-false  test  of 
stati^ments  oji  the  nature  of  the  illness,  its  igj^yS" 
leal  management,  medical  maaag^ement,  and 
psycjrosocial'  mana^  Each  statement  is 

.responded  to  by  circling  tlieuwordp  "true"  or, 

.  '*false/'  c^r  'T'  (doVt  knowT  Three  sample 
statements  are:  >'     .  <    '  S: 

r      Some  children  with  seizures  aUa  have  mental  retarda- 

^  ......  \  .  *         .  .  *    .  ■ 

tion,        ■  .\  f 

The  briain  wave  tfest  (E EG)  may  help  yoi^  doctor  know 
fnofe  about  the  nature  and  ligation  of^a  problem  in  a 
■  hr^ir;.  .     ^^„^^^^     ■  "       ■  fc 

Duri^^  a  sejzt^re^  loosen  your  child's  clothes,  .mm  him 
on  his  sx'de,  and  observe  him  until  the'seizure  is  over. 

The  second  si^ction  of  the  test  consists  of  two' 
open-e^ed  questions  relating  to  probl^2ns  the 
pa^erits4nay  have  experienced  reiating  to  their 
^child's  seizi^res  either  iat  h^6me'  or  at  s}ahool. 
These  •  problems  are  determined  by  a  short 
interview  foUowir^  completion  of  the  teyat, 

AdminUtration\a7id  Scoring:  The  survey  of 
,knci/wledge  can  be  administered  in  any  quiet 
areia  and  requires  little  or  no  special  environ-  . 
ment  or  prei.  Oration.  Th^i  intei::yiew  does  require 
space  and  privacy "satha^  distractions  are  kepV 
'la,t  a ;  hiiriimuiiff.  Questions/ can  .  be;  read,  to 
respondents  who  dcTnot  read  or  write.  .  * 

Each  question  answered  correctly  is  given  one 
point  for  a  total  of  52  possible  points.  Ajiswers  in 
the  column  labeled  "don't  know'*  (respond^ts 


circle  a  question  mark)  are  considered  incorrect 
and  do  not  receive  a  point. 

Development:  ' 

iJatio7ta/€:. The  author  stated  that  the  instru- 
ment was  not  derived  from  ;i  specific  theory.  * 
:  Source  of  Items:  Items  were  developed  from 
(^urre tit  literature  on  the  nature  of  the  illness, 
its  physical  management,  its  medical  manage- 
ment, its  psychosocial  management^  and  from 
statements  made  to  clinic  personnel  by  the  par- 
ents during;  previous  clinic  visits, 

Prcpedure  for  Development:  No  iriformation 
was  provided. 

.  Reliability  and  Validity:  No  information  con- 
cerning reliability  was  provided. 

Content  validity  was  established  through  the 
review  of,  literaturvi  and  by  review  of  the  in- 
strument I  content  l-y  clinic  personnel  (Clarke, 
1976).  1 

Comments:  Most  of  the  items  are  straightfor- 
ward, easy  to  understand^  *and  cover  many 
aspects  of  useful,  knowledge  about  seizures. 
However it  would  be' helpful  to.  have  the  items 
refined,  ihe  reliability  determined,  and  other 
types  of  jvalidity  established^  It  would  also  be 
helpfuHo  have  norms  established  so  that  levels 

Irv^  /\wr  kick  A  f%f\%^  1 A    VkO    o  v«         A  A/1     A  r\'9%¥\ «vtii  -wx 

knowledge,  satisfactory  knowledge,  unsatisfac- 
tory knowledge.  ■  ^ 

References:  % 
Clarke,  Bernardine.  Personal  communication, 
1976. 

Source  of  Information: 

Mrs.  Bernardine  A.  Clarke^  R.N. 

ScnopJ.  of  Nursing 

Medical  College  of  Virginia 

Virginia  Cdmmohwealth  University  '  . 

Richmond,  Va.  23298 

;  Instrument  Copyright:  None. 
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«  'k  volume  2        '  : 

Clarke,  Bernardlne  A.  |  "S^ 

SEIZURE  SURVtY  1      /  ^ 


I         Relationship  to  Child- 

\  '  '  Highest  Grade  In  School  

Age  of  informant   

Please  answer  the  following  questions  by  circling  T  If  you  feel  the 
statement  Is  Tirue,  F.lf  you  feel  the  statement  Is  False ,  or  ?  If  you  do  not 
know.  '  . 


Example: 


T  g 

;  ?     The  year  Is  1974. 

T 

.F 

? 

1. 

The  brain  works  to  regulate  and  control  everything  we  do. 

T 

F 

? 
? 

^. 
3. 

A  seizure  occurs  when^bra;Ln  cells  become  overactive. 
Seizures  cause  mental  retardation. 

T 

F 

? 

T. 

Seizures  are  caused  by  sometljdng  the  parents  did. 

T 

F 

? 

5. 

Some  children  with  seizures  ae9.so  have  mental  retardation. 

T 

F 

? 

6. 

Seizures  are  a  punishment  for  wrong  doltlg. 

T 

F 

? 

7. 

Seizures  are  associated  with  Insatilty. 

T 

.  F 

? 

8. 

Tests  are  done ^ In  order  to  find  the  cause  of  seizures. 

T 

t 

? 

9. 

The  brain  wave  test  (EEG)  may  help  your  doctor  know  more  about 
the  nature,  and  ^ocatlon  of  the  problem  In  the  brain.  ^ 

T 

F 

,? 

10. 

t 

The^braln-wave--test-sometlmes  cures  seizures. 

T 

F 

? 

11. 

The  brain  wave  test  tells  what  the^chlld's  intelligence  is. 

T 

F' 

? 

12. 

All  test^  may  be  normal  in  a  piii^rson  with  seizures. 

=  ■.-   .         '   ^  \                    -  ^ 

T 

F 

? 

13. 

During  a  sejLzure,  loosen  your  child's  clothes,  turn^hlm  on  his 
^slde,  and  observe  him  unt:|[l  the  seizure  is  oyer.             ^  y 

Hold  your  child  do^^^i  tightly  during  a  seizure.  . 

'■         .            <       ■           ■    >  _p 

1 

14. 

T 

F 

? 

15. 

Put  a  soft  object  in  your  child's  mouth  during ^a  seizure  to 
prevent  tongue' biting.       .  ^ 

T 

F 

16. 

•                               '  :,    •        ■ ',  Q 

After  a  seizure '^allow  your  child  to  sleep  if  he  wants  to. 
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T    F    ?    18.    Aftfsr  a  8;elzure  It  Is  best  to  keep  your  chlid  awake. 

T    F    ?    19.    If  a  seizure  lasts  ten  minutes  or  more  you  should \take  your 
child  to  the  nearest  hospital.  ^ 


T    F    ?    20.    A  person  who  has  Just  had  a  seizure  does  kn6w  what  happened 
during  the  seizure .  .  ^     i  :^ 

T   F    ?    21.    Restrlcted^actlvlty  and  Idleness  tend  to  make  seizures  come 
more  frequ^tly.  ^      j  \^ 

IF    ?    22.    Constipation  may  Increase  the  frequency  of  seizures.  \ 

T    F    ?    23.^1ieidlclhe8  help  control  seizures  when  thiey  are  taken  regularly. 

I  /'    ■-  •  ■    "    '        .  '•.     '    ■  \  ■  ■ 

T    F    ?    24>    Dilantin  Is  a  drug  used  to  control  seizures. 

T    F    ?    25.    A  sklh  rash  can  be  a  sign  of  drug  allergy. 

T    F    ?    26.    Medicine  taken  for  seizures  should  never  be  changed  or  scooped 
without  asking  your  doctor.  r  '\  . 

T    F    ?    27.    Medlcatlo^  can  control  but  does  not  cure  seizures. 

T.  F    ?    28.    Irregular  use  of  medication  can  cause  an  Increase  In  seizures.  X 

T    F    ?  '  29.    Children  who  take  dllantln  need  to  take  extra  care  of  their  ; 
teeth  and  gums.  .  ' 


T    F    ?  ^  30.    All  children  with  seizures  hav^^  to  take  medicine  the  rest  of  ; 
their  lives.  .  .. 

-  ,        '  '  ■  •  \ 

T    F    ?    31.    If  possl1>le  your  child  should  be  taujght  to  be  responsible  for, 
taking  his  own  medicine  as  he  growa  older. 

T    F    ?    32.    Punishment  may  bring  on  ^a  seizure. 

•  ■      ^  '        -      ■  .*         .  '  '  '   .  ^  .  "  -  ■  i 

T    F  '  ?    33.    Children  with  seizures  can  be  treated  like  other  children  at  i 
home  or  In  school.      ^  -   '         .  ^ 

'       /■  ^'  .     ■     '    ■  \'      '  ■  .       ■  \ 

"T    F    ?    34.    Children  tease  about  seizures  because  they  an^  their  parents 

do' not  understand.^  •        ,  1 

T  «F    ?    35.    If  ydur  child  misbehaves  he  should  be  treated  like  any  other 
child  in  the  family.  . 


T    F    ?    36      CMldren  should  be  told  about  their  condition  as  soon  as  they 
f^n  understand. 

. T    F    ?    37.    A  child* s  teacher  should  be  told  about  his  seizures I 

T    F    V    38.    A  child  with  selzurea  bhould  not  be  allowed  to  spend  thie  night 
y  with  a  friend. 
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T   F    ?    39.    A  child  with  seizures  should  be  allowed  to  go  swimming  with 
"  supervision. 

T    F    ?    40.    Most  dhildren  with  s^eizures  can  attend  public  schools. 

T    F    ?    41.  'a  person  with  seizures  should  have  regular  medical  visits  with 
his  doctor. 

T    F    ?    42.    Most  children  with  seizures  can  participate  in  sports  and 
school  activities. 

T    F    ?    43.    If  your  child  is  teased  by  his  friends  you  should  not  allow 
him  to  associate  with  them. — 

T    F    ?    44.    Difficult  behavior  in  your  child  is  usually  not  due  to  the 
r  seizures  themselves.  */ 

T    F    ?    45.    A  teenager  should  riot  be  allowed  t^  attend  football  games  or 
dances  since  he  may  have  a  seizur^c 

T    F    ?    46.    Driving  is  dangerous  for  a  person^wlth  seizures  and^8hould 
not  be  allowed.  , 

T    F    ?    47.    In  Virginia  a  person  with  seizures ^.can  drive  if  he  has  been 
free  of  seizures  for  at  least  a  year^- 

T    F    ?    48.    A  person  with  seizures  should  obtain  a  medical  report  when  he 
applies  foXjia  driver *s  license.  . 

T*  F    ?    49.    Many  people  whose  seizures  are  well  controlled  with  medicine 
t:  :ry  and  lead  normal  lives>. 

T    F^  ?    50.    Vocational  rehabilitation  services  in  Virginia  help  people  with 
seizures  obtain  training  for  jobs. 

■  ■  .  '\  .  ■ 

T    F    ?    51.    Ifost  persons  with  seizures  should  avoid  seeking. jobs  that  require 
work  in  high  dangerous  places. 

t    F    ?    52.    Seizures »  convulsions  and  epilepsy  all  mean  the  same  thing. 

Problems  relating  to  seizures: 
At  Home: 


At^pchool: 
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Significant  Othiers: 

Title:  NEEDS  OF  RELATIVES  OF  CRITI- 
CALLY ILL  PATIENTS    :  . 

Author:  Molter,  Nancy  C. 

Variables:  Four  variables  are  covered  by  this 
instrument:  (1)  the  needs  of  relatives  of  criti- 
cally ill  patients  who  are  in  an  intensive  care 
unit  (ICU),  (2)  how  important  the  relatives  r^'^r- 
ceived  each  need  to  be,  (3)  whether  or  not  i,;!^  .L 
need  was  met,  (4)  and  if  the  need  was  met,  by 
whom.  Critically  ill  patients  are  those  patients 
who  h?xve  spent  at  least  3  days  in  an  intensive 
care  unit  and  have  been  on  a  general  ward  for  48 
hours  or  less.  Relatives  are  persons  18  years  of 
age  or  older  who  are  related  to  the  patient  and 
who  vis^ied  the  patient  while  the  patient  was  in 
the  intensive  care  unit  (Molter,  1976). 

Description: 

Nature  and  Content:  This  structured  inter- 
view guide  consists  of  45  declarative  statements 
each  of  which  relates;  to  a  specificineed  a  criti- 
cally ill  patient's  relative  may  have  perceived 
during  the  time  the  patient  was  assigned  to  an 
intensive  care  unit.  Examples  are:  "I  needed  to 
feel  acce^/ted  by  hospital  personnel."  ''I  needed 
to  know  why  things  were  being  done  for  my  rela- 
tive." "I  ^needed  to  know  what  type  of  staff 
members  could  givie  me  what  type  of  informa- 
tion." "I  peeded  to  ^alk  to  the  saifrie  nurse  each 
day  about  my  relative's  condition."  There  is  an 
answer  sheet  for  usg  with  the  instrument. 

The  answer  sheet  has  space  foi;  recording:  (1) 
the  respondent's  perception  of  each  of  the  45 
"need"  statements  using  a  Likert-type  scale 
(l=not  important,  2=slightly  important,  3=im- 
portant,  4^very  important),  (2^  a  checkmark 
under  a  column  headed  "yes**  or  a  column 
headed  "no'*  to  indicate  whether  or  not  the  need 
was  met,  and  (3)  a  column  headed  BW  to  indi- 
cate, jf  the  need  had  been  met,  by  whom  (A=doc- 
tor,  B=hurse,  C=chaplain,  I)=other  relative, 
V  Befriend,  F=other  visflor,  G=other).  There  is 
also  space  for  recording  an  answer  to  vin  open- 
ended  question  regarding  needs  not  covered  by 
the  45  items  and  five  other  items  of  demographic 
data  abbut  the  respondent.  » 

Administration  and  Scoring:  As  noted  above, 
the  instrument  was  developed  to  be  used  as  an 
.interview  guide.  The  investigator  explains  the 
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purpose  of  the  interview  to  the  subject,  gives 
the  subject  a  5"  x  8"  card  on  which  the  possible 
responses  are  stated,  then  reads  each  statement 
to  the  subject  and  records  each  response  of  the 
subject  on  the  answer  sheet. 
-  The  interview  should  be  conducted  in  a  quiet 
plape,  away  from  the  patient's  bedside.  If  the 
.  interviewer  is  a  nurse,  the  author  recommends 
that  that  fact  not  be  revealed  lest  it  bias  the 
subject's  responses. 

Scoring  informatioii  for  each  subject,  per  se, 
was  not  provided;  however,  the  author  reports 
the  scoring  procedure  she  used  in  her  study 
cited  below. 

It  requires  from  20  to  60  minutes  to  complete 
the  interview. 

Development: 

Rationale:  The  instrument  was  based  upon 
crisis  theory  and  Maslow's  Hierarchy  of  Needs 
theory  (Molter,  1976). 

Source  of  Items:  The  items  were  based  upon  a 
review  of  literature,  the  professional  experience 
of  the  author  and  that  of  her  graduate  student 
nurse  peers. 

Procedure  for  Development:  The  author  polled 
23  graduat  student  nurses,  asking  each  to  list, 
five  importi  ut  needs  of  relatives  of  critically  ill 
patients  that  they  had  observed  or  experienced. 
Based  upon^the  results  of  that  poll  and  the  au- 
thor's experience,  the- interview  schedule  was 

\ develop^  The  final  schedule  was  reviewed  by 
two  nti'^i'Ses  who  specialized  in  intensive  care 
nursing  apA  a  nurse  who  had  had  a  relative  as  a 
patient  in  an  intensive  care  unit. 

Reliability  and  Validity:  No  information  con- 
cerning reliability  was  provided.    "       • . 

Content  validity  was  established  by  use  of 
professional  nurses  to  compile  the  list  of  need 
r-    statements.  It  was  further  established  by  hav- 
ing the  questionnaire  .reviewed  as  described 
above  (Prdkedure  for  Development). 

Use  in  Researcli:  The  development  and  use  of 
the  instrument  is  described  by  Molter  (1976)  i(ri 
her  master's  thesis  "The  Identification  of  Neecfs 
of  and  Their  Importance  to  Relatives  of  Criti- 
cally 111  Patients."  Her  sample  consisted  of  m 
subjects  (30  females  and  10  males). 

0 

Comments:  Th«  statements  are  clear,  the  in- 
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strument  is^comprehensive,  and  the  concept  is 
in;iportant  to  nursing.  The  instrument  could  be 
adapted  for  relatives  of  other  categories  of  pa- 
tients and  could  be  designed  for  self-admin- 
istration. The  reliability  and  validity  of  "the 
instrument  should  be  established  for  any  study 
population  and  any  setting  where  its  use  is 
contemplated. 

An  item  analysis  or  use  of  factor  analysis 
techniques  might  ihow  that  the  instrument 
could  be  shortened  without  altering  its  useful- 
ness. 


B2; 
.  1 

References: 

Mooter,  Nancy  C.  The  identification  of  heeds  of 
and  their  importance  to  relatives  of  critically 
ill  patients.  Unpublished  master's  thesis, 
Emory  University,  1976. 
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Nancy  Curtis  Molter,  R.N.,  M.N. 
8815  Bridington  Drive 
San  Antonio,  Tex.  78239 

Instrument  Copyright:  None. 
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Molter,  Nancy  C 

NEEDS  OF  RELATIVES ^OF. CRITICALLY  ILL  PATIENTS 

e 

*  ■  * 

;> 

% 

Explanation  of  Purpose  of  Interview! 

/  ■    ■  •  . 

Through  this  Interview  I  hope  to  find  out  the  types  of  needs 
you  had  and  how  Important  the  needs  were  to  you  while  your  relative 
was  In  the  Intensive  care  unit.    I  also  want  to  find  out  If  your 
needs  were  met  and^  If  aOt  by  whom.    Information  concerning  your 
age^  education^  occupation »  and  sex  will  help  me  categorize  my 
findings.  • 

Instructions  \ 

I  will  read'  to  you  a  statement  and  then  ask  you  to  tell  mc  If 
It' was  (1>  not  Important  at^  all  to  you^  (2)  slightly  Important  to 
^you,  (3)  Important  to  you,  or  (4)  very  important  to  you.    The  card 
I  have  given  to  you  will  help  you  choose  your  answer  each  time. 
(A  5  X  8  card  Is  given  to  the  subject  that  contains  the  responses 
that  they  'iti.^rf    hoose  from.)    I  wlll^then  ask  you  If  the  need  was 
met  and,  if  jr:^  by  whom? 
Statements:  .  . 

1.  I  needed  to  feel  accepted  by  hospital  personnel. 

2.  I  needed  to  have  my  questiuns  answered  honestly. 

3.  I  needed  to'  be  able  to  visit  whenever  I  wanted. 

•  4.    I  needed  to  have  a  place  to  be  alone  while  in  the  hospitals 
5..   I  needed  to  be  told  about  the  other  people  in  the  hospital  that 
could  help  me.  *  ^ 
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6.  I  neede^to  have  a  specific  person  to  call  at  the  hospital 
when  I  coulihi- 1  be  there. 

7.  Because  there  yere  visiting  hours,  I  needed  to  have  them  start 
on  time. 

8.  I  needed  to  have  a  t^ephone  nearby  where  I  was  waiting.. 

9.  I  needed  to  have  s6meone\help  me  with  my  financial  problems. 

10.  I  needed  to  have  visiting  Hc^urs  changed  because  of  special 

"?       •  •  • 

conditions. 

\^  •  • 

11.  I  needed  to  have  good  food  easily^  available  to  me  while  in  the 
hospital. 

12.  -I  needed  to  feel  that  hospital  personnel  cared  ?ibout  relative. 
■       ■  ^     ■  N  • 

13.  I  needed  to  have  the  waiting  room  near  my  relative. 

14.  I  needed  to  be  alone; 

-  .    15.    I  needed  to  know  exactly  what  was  b6tng  dohe  for  my  relative. 
16*    I  needed  to  be  told  about,  how  iny  relative  was  going  to  be 

treated  medically. 
17 «    I  needed  to  be  told  about  the  chaplain  services. 

18.  I  needed  to  feel  that  there  was  hope* 

19.  I  needed  to  know  why  things  were  being  done  for  my  relative. 

20.  .1  needed  to  he  told  about  transfer  plans  when  they  were  being 

made.  '  \ 

21.  I  needed  to  have  someone  explain  to  me  about  the  sounds  and 
equipment  in  the  Intensive  care  unit  before  I  went  in  for  the 
first  time.  '  j 
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22.  I  needed  someone  to  talk  to  about  the  possibility  that  my  relative 
might  die;  . 

23.  i  needed  to  talk  to  someone -about  my  negative  feelings  such  as 
guilt  or  anger. 

24.  I  needed  direction  from  the  staff  as  to  what  was  expected  of  me 
while  I  was  at  my  relative's  bedside. 

25.  I  needed  to  know  about  the  vari<^s  types  of  staff  taking  care 
of  my  relative. 

26.  1  needed  to. see  my  relative  frequently. 

27.  I  needed  to  have  specific  facts  concerning  my  relative's  progress. 

28.  I  needed  to  be  able  to  do  some  of  the  physical  care  of  my  relative. 

29.  I  need^i  to  have  friends  nearby  for  support. 

30.  1  needed  to  talk  to  the  doctor  at  least  once  a  day. 

31.  I  needed  to  have  the  pastor  visit  me. \^ 

32.  1  needed  to  have  a  bathroom  near  th€  waiting  room. 

33.  I  needed  to  be  reassured  that  it  was  all  right  to  leave  the 

• "  '■       .  .        «  ■ 

*  ,         hospital  for  awhile. 

34.  I  needed  to  have  expl&oations  given  in  terms  I  could  understmd. 

35.  1  needed  reassurance  that  the  best  care  possible  was  being  given 
\         to  my  relative. 

36^\^  I  needed  to  know  what  type  of  staff  members  could  give,  me  what 
type  of  information. 

37.  I  needed  to  have  comfortable  furniture  in  the  waiting  room. 

•  .  '  ^-    .  . 

38.  I  needed  to  have  someone    a  concerned  for  my  health. 
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39 «t    I  needed  to  know  my  relative's  chances  for  becoming 

40.    I  needed  to  know  that  I  would  be  called  afc  home  if  there  were 

any  changes  In  my  relative's  condition,  good  or  bad. 
.41.    I  needed  to  talk  to  the  same  nurse  each  day  about  my  relative's 

condition. 

42.    I  needed  someone  to  encourage  me  to  cry. 

43  .\   I  needed  to  be  told  about  sdmeone  who  could  help  me  with  my 

\  .  ■ 

family  problems.     "  ^ 
44*    I  needed  to  receive  Information  abput  my  relative's  condition 

at^ least  once  a  day. 
45.    I  needed  to  have  another  person  with  me  when  I  visited  my 

relative  at  the  bedside. 
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Cod«t    1-  Sot  Inportaht.  By  Whomi    A-  Doctor  •  E-  Friend 

.  2-  Slightly  Important  (  BW  )     B-  i^urse  P-  Other 

Xm  Inportant  /  C-  Chaplain  Visitor" 

4-  Very  Inportant  D-  Other  relative  C-  Other 
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Is  there  any  other  concern  or  need  that  you  had  that  wasn't  mentioned  in  the 
previous  statements? 


Sex  1    Relationship  to.  Patient,   Edacation__  Occupation 
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'  Title:  SPOUSE'S  PERCEPTION  SCALE 

Authuir^  Silva,  Mary  E.  ^ 

Yiuiable:  The  variaWs  is  a  spouse's  perceptions 
of  a  husband's  or  wife's  hospitalization  and  im- 
.  pending  surgery. 
-  ft 

Description:  '  y 

Nature  and  Content:  ^This  self-administered 
rating  scale  contains  46  declarative  statements 
designed  to  elicit  a  spouse's  perceptions  of  a 
mate's  hospitalization  and  impending  surgery. 
Responses  are  on  a  Likert-type  scale  with 
choices  of:  strongly  agree,  agree,  undecided, 
disagree,  and  strongly  disagree. 

Administration  and  Scoring:  The  instrument 
was  designed  to  be  self-administered,  and  no 
special  provisions  are  necessary.  However,  it 
should  be  administered  a  reasonable  length  of 
time  before  th6  spouse  goes  to  surgery,  e.g.,  the 
author  a<^ministered  it  the  afternoon  or  evening  ^ 
before  the  spouse  was  scheduled  for  surgery. 
The  directions  for  completion  of  the  scale  are  on 
the  instrument,  and  the  answer  choices  are-ex-. 
plained  preceding  the  items  of  the  scale  itself. 
Respondents  are  informed  that  there  are  no 
right  or  wrong  answers  and  are  urged  "to  check 
the  stjCtements  but  not  to  spend  .too  much  time 
on  any  one." 

For  scoring,  response  choices  were  assigned 
weights  as  follows;  strongly  agree=5  points. 
agree=4  points,  undecided=3  points,  disagree=2 
points,  and  strongly  disagree=l  point.  A  total/ 
score  is  computed  for  each  re  nderit,  and 'pos- 
sible total  scores  range  from  230.  A  score  of 
230  indicates  strongly  favorable  perceptions  to- 
ward impending  surgery;  a  score  of  91  to  46  rep- 
resents strongly  unfavorable  perceptions. 
Scores  ranging  between  184  and  229  are  inter- 
preted as  indicative  of  ''favorable"  attitudes  to- 
ward surgery,  those  between  138  and  183  as 
'^indecided,"  and  those  between  137  and  92  as- 
"unfavorable." 

Development: 

Rationale:  The  iiistrument  was  not  based  oh 
any  specific  underlying  theory. 

Source  oflterrvs:  The  insltument,  irtstructipns, 
and  items  are  an  adaptation  of  Palmer's '^jpa- 
tients'  Perception  ScaJe  (1964).  '  ^  ' 

Procedure  for   Development:   In   adaiiting ' 
Palmer's  Patients'  iPerception  Scale  for  use  with 
spouses,  the  pronouns  were  changed  from  ''I" 
(designating  the  patient)  to  "my  spouse"  (desig-  ^ 
nating  the  husband  or  wife  scheduled  for 
surgery).      .  ' 


The  Spouse's  perception  Scale  was  pilot- 
tested  with  44  married  students  enrolled  in  four 
different  classes  of  a  large  southeastern  univer- 
sity's evening  and  weekend  division.  The  pilot 
group  included  19  womeii  and  25  men. 

Reliability  and  Validity:  Reliability  figures 
for  the  pilot  test"  were  obtained^ by  use  of  the 
split-half  method  (odd'  versus  even  numbered 
items).  The  Pea**son  r  showed  a  significant  cor- 
relation between  the  subtests,  i.e.,  r  (42)=0.816,. 
p  <  0.005:  ITfe  coefficient  of  reliability  obtained 
using  the  Spearman-Brown  Prophecy  Foripula 
was  0.899  for  a  test  twice  as  long  as  either  sub- 
test.    -  •  ' 

Reliability,  of  the  Spouse's  Perception  Scale 
was  also  calculated,  on  the  author's  36  ^tudy 
sampled  spouses — ^24  pretested  spouses  and  12 
posttested  control  spouses  (14  females  and  22 
males).  The  correlation  coefficient  (BMn02D) 
showed  a  significant  correlationx  between  the 
subtests,  i.e.,  r  (34J=0.807,  p  <b.005.  'Hie  coeffi- 
cient of  reliability  obtained  by  the  Spearman- 
Brown  Prophecy  Formula  was  0.893  for  a  test 
twice  as  long  as  either  subtest. 
.  Silva's  study  demonstrated  the  construct  va- 
lidity of  the  Spouse's  Perception  Scale.  She 
found  that  spousfes  who  were  given  orientation 
information  about  uieir  mate's  surgery  showed 
a  significantly  more  favorable  attitude  toward 
hospitalization  and  major  general  sur^rery.than 
did  those  spouses  who  received  no  orientation 
informatiSri. 

Content  validity  had  been  established 
through  Palmer's  method  of  developing  vhe^in- 
strument  and  her  uise  of  it  in  a  research  *study. 
Silva  also  pretested  the  instrument  for  content, 
clarity,  and  directions. 

Use  in  Research:  Palmer  (1964)  developed' and 
-nised  the. Patient's  Perception  Scale  in  her  re- 
search study  referenced  below.  Silva  .  (1976) 
adapted  the  scale  to  make  it  appropriate  for  use 
with  spouses  and  used  it,  along  with  the  State- 
Trait  Anxiety  Inventory  (STAI),  for  her  disser- 
tation project,  referenced  below. 

Comments;.  The  good  reliabilities  of  the  Palmer 
scale  are  matched  bj^  those  of  Silva's  adaptation. 
Attention  has  been  pai^  to  validity,  and  furtheV 
use  of  the  scale  should  strengthen  both  the  va- 
lidity and  the  reliability  of  the  instrument.  . 
"  The  author  recommended  that  during  admin- 
istration the  following  be  stressed:  (l)«pouses 
read  the  instrument  directions  carefully,  (2) 
spouses  not  dwell^on  or^r^pepd- an  inordinate  • 
amount  of  time  op  any  one  itein,  and  (3)  spouses 
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interpret  items  in  terms  of  their  own  experi- 


ence. 


The  potentfal  user  should  examine  each  item 
•oil  the  instrument  to  insure  its  being  equally 
applicab?;^  to  all  potential  subjects.  Additional 
attentioh  should  be  adcfressed  to  the  response 
alternatives,  the  scoring  system,  and  the  in- 
teii)retation  of  the  scores,  i.e.,  can  one  have  an 
-^'undecided"  attitude  toward  surgery? 

Foi  interpreting  the  scores,  each  of  the 
categories  "strongly  favorable,"  "unfavorable," 
"undecided,"  and  "favorable"  is  represented  by 
a  range  of  vaiues;*the  category  "strongly  favor- 
able" has  only  a  sikgle  value,  i.e.,  230. 

References?  "  , 

Palmer,  Irene.  Perceptions  of  patients  to  immi- 
nent general  surgery:  A  comparative  analysis 
of  the  expressed  perceptions  of  patients  be- 
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age  to  cholecy^ectomy,  gastrectomy,  and  her- 
niorrhaphy. Unpublished  doctoral  disserta- 
tion. New  York  University,  1964.  . 

The  development  of  a  measuring  device: 


Measuring  patients'  perceptions  toward  im- 
pending surgery,  t^i^trsing  Research,  1965,  lU 
(2),  100-105.  ,       '  . 

Silva,  Mary  E.  The  effect  of  orientation  informa- 
tion spouse's  anxiety  and  attitude  toward 
hospitalization ,  and  rriajdr  general  surgery. 
Unpublished  r:^iToral  dissertation,  Univeirsity 
of  Maryland,.  ii)76. 
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SPOUSE'S  PERCEPTKiN  SCALE 


i 


Thtt  tticloted  p«g«s  coneklc  soac^scac«8ikncs  about  how  jpouses  feel 
0-  about  a  husbaad*s  or  viTe's  lapending  surgery.    There' are  no  right  or 
vnmg  anavers  to  these  stateaeats.    Let  your  ova  personal  feelings  . 
deternine  your  answers*    Please  check -each  statement  In  terns  of  whether 
you  strongly  auree^  agree,  are  imdeclded.  disagree,  or  strongly  d\  >agree« 
Check  ALL  staceacbce  but  do  not  spend  too  much  time  on  .any  one. 

Checklhg  a  statement  strongly  agree  aeaas  that  you  definitely  and 
,  emphatically  5grea  with  it.  .  ^   

.    /  ' 

''  if  yoU  caflnicely  disagree  and  have  no  doubt  about  youx  disagree- 
ment, chec^  atrongly  disagree.  #  " 

Xf  you  are  not  really  sure  abottt  hov  you  feel  about  a  statement, 
check  undeeiaed.  ^     .  .  ^ 

If  |you  agree  %rith  the  statement  generally,  bat  ire  not  complei:ely 
emphatic  about  it «  check  agree* 

'    '    ■••-•,-■*         ,  ■  ■ 

- you  disagree  id.ch  the  statement,  but  are  not  really  emphatic 
in  your  disagreement  with  it,  check  disagree*  ^ 


e  ^ 
o  o 

w  < 


.  4) 
O 

■  a 
.a 


to  ui 


1*  Soon  I  my  spouse  is  ,  going  to  be  able  jco  do 
,    .all  the  things  he  (she)  used  tG^fdc 


X  call  take  this  surgery  in  my  stride. 


3«        sj)ouse  will  be  up  and  doing  things  for 
hiBs#lf  (herself)  in  a  few  \iays^:. 


4,    Surgery  is  a  qulck  way  to  get  yell^ 


'5*    Surgery  is  onich  safer  today  than  it«  was  'in 
time. 


4- 


6*    The  staff  help  make  people  comfortable  when 
they  Have  ."pain,  ^ 
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/  * 

/ 

••  / 
/  • 

• 

00. 

e:  « 
0  0 
u  u 

U  6C 
M  < 

Agree 

Undecided  J 

s 

CO 
« 

CB 

CO  w 
c  ec 
0  0 

U  CD 
4J  — < 

CO  0 

/ 

7.    Th«  chousht  o&  my  spouse  having  an 
Incision  docs  not  upset  me.. 

i 

I- 

8.    The  iomedlitc  family  kcovs  hov  to  maxuge 
vhile  07  spouse  is  in  the  hospital. 

% 

9.    Hospitals  are  the  best  place  t^be  when 
you  are  sidk. 

''. 

10.  With  (k^d's  help  this  operaciwa  is  i  going 
to  restore  cy  spouse's  health.  i 

1 

*• 

U.  X  knov  wnac  is  going  to  happen  to  W 
spouse.  \ 

/ 

<• 

12.  Money  ^is  or  little  importance  at  a  rime 

iii^;|his.  _ 

• 

x3.  Tne  p|am  aicer  cne  operacian  ij»  now  jj^ouig 
,    cc  sa^mt  to  much. 

v?^'   

14.  TheVj[&ie<ii«ce  family  is  able  to  take  care 
of  itself  vlftile '  zj  apousQ  is  in  the 
hospital.  ^ 

\ 

.  X9*  Even  cnougn  37  spouse  is  oeuig  opetsbcu 
*  '     upon,  there  ar;t  some  things  he  (she)  is 
able  to  do  f os  himsftlf  (herself) . 

• 

/ 
/ 

16.  If  you  have  lots' of  faith  in.  God,  being 
operated  on  &eed  not  vcrry  you: 

/ 

^^^^ . 

17,  Medical   science . takes  the  chance  out  of 
^          fm  oparatioa  today. 

0 

18. '^Surgery  i»  necessary  to  my  spouse's  future 
health  and  well-being. 

1 

is.  My  «pouse  la  do^g  eriry thing  the  way  the 

doctors  andmirsea  want;  , 

^•    20..  How  is  tha  beat  posalbllt  time  for  this 
^    , .   '  surgery.  * 

'  21.  The  .p«o(ils  clos2St  to  me  imderscand  how 
I  feel  -about  my  spouse's  surgery. 

r 

22.  What  my  spouse  might  say  .coming  out  of 
the  anosthcsia  does  not  concern  mc« 

1 

1  ^ 

"7 
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f-i 

0  4) 
O  « 
U  U 
U  QC 

(n  < 

Agree  1 

Undecided 

Disagree 

Strongly 
Disagree 

23.    My  spoust  is  receiving  ^he  best  possible 
care. 

24.    This  operation  is  going  to  remove  my  spouse's 
source  of  discomfort. 

25.    It  is  a  relief,  to  me  that  the  entire  situa- 
tion-is out  of  my  hands. 

26.    The  people  who  are  taking  care  of ^  spouse 
are  a  great  source  of  strength  to  me. 

« 27.    Incisions  are  not  very  noticeable  these  days. 

28.    At  times  like  this  I  am  glad  to  depend  on 
other  people. 

c                                                                  ■  ■ 

29.    The  experience  or  my  spouse'*s  surgery  is 
like  an  adventure  to  me. 

*  \   .  ,  .  

'\ 

■  \ 

30.    I  have  confidence  in  the  skill  of  the 
hospital  staff. 

c 

-   31.    The  people  who  are  caring  for  ay  spouse 
^                           give  me  courage. 

32.    There  is  no  need  to  vorry  about  one's 
\                                 spouse  being  operated  upon. 

33.    Pain  can  be  oyer come  in  a  situation  like 
this.  " 

>.                 34.    Modern  drugs  make  people  comfortable. 

35.    Soon  my  spouse  can  take  up  where  he  (she) 
left  off. 

Jo.    nOSt  0£  my  (^uescions  aoouw  cne  operaw^on 
have  been  answered. 

37.    I  am  being  as  little  trouble  as  possible 
for  the  people  taking  care  of  my  spouse. 

.     38.    A  scar  from  surgery  does  not  matter. 

m  —  ' 
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1-4 
00 

G  V 

o  0) 
u  u 
u  ec 
xn  < 

Agree  j 

Undecided 

o 

Vi 

.  CO 

a 

CO  u 

o  c 

VJ  C 

39.    Tbia  operation  creates  ao  problem  for  che  , 
IsBMdlace  family. 

V 

• 

AO,    With  faith  In  God  everything  turns  out 
we^l. 

41,    X  can  take  what  goes  on  ^if ore  aad  after 
the  operation. 

42.    We  get  voaderful  care  in  our  hospitals 
today. 

43,    Xt  1^  e  relief  X  have  no  more  decisions 
to  make. 

44.    The  people  who  are  taking  care"  of  ray 
spouse  know  how., I  feel  about  his  (her) 

#*neTs  r  ion 

45.    With  prayers  all  turns  cut  well. 

46.    Hy  spouse  can  laad  his  Cher)  usual  life 
After  the  operation. 

Copyrighted  by  Mary  E.  Silva;  reproduced  with  permission  by  the  Healtlj 
Resources  Administration.    Further  reproduction  prohibited  without, 
permission  of  copyright  holder. 
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Titlei'WIFE'SPERCT  V  )N  W  LOSS  AFTER 
HER  HUSBAND'S  r  :aiedIAL.  INFARC- 
TION QUESTIONNAIIiE 

Author:  Smiih,  Lfnda  S 

Variable:  A  wife*s  3;e.^^erctry'e  wrceptian  of  loss 
in  the  ^t'eas  of  (1)  feancial  .wcurity,  (2)  emo- 
tional closeness  her  tiur-hand,  (3)  her 
husbgnd^s  physical  sA^^iignh  open  commun- 
ication with  he?  husyarifn  .  ^am'  (5^  sexual  rela- 
tions with  her  husbamrfofeTOr^^  nis  myocardial 
infarct  is  tihe'vaHablf  jntdfir!tli.a(ly. 

Description: 

Nature  and  Conte.  Th^x  is  a  se^k*- admin- 
istered instrument  -w^r  items  ie^^igned 
to  "discover  how  wives  ;r<"itieits  who  ave  had 
heart  attacks  feel  aTt'riiTe=-'P'  >r?^  to  the  sT^uat.on." 
Six  items  elicit  A&mesfvrny^i.  data  ai)iovu  the 
wife,  liusbarfd,  anc"^mi  remaiiaii  ^  Jiems 

follow  a  variety  of  fiwrrmat  . ^  iiome  ir"<^  t^  myulti- 
?^le  choice,  some  a^^*^'*  "  -nat*  t2ueG+  arts,  and 
as^me  are  fating- s  ^at  -y^*^  items  to  r^jis  r:  -the 
'isspondent  indica^^^i  (egr-^e  of  arTe^?i3«nt 
i^disagn*eement.  Ed?*p<!4M'ii»ti  'hr  ^les  are:  ii*  "fnagly 
'  sagree,  slightly 
^ngly  agree. 

dmiriistration  trmrt^  ^. , 
«*  vAioii  is  necessary  fo 
^^^v^^Wtt^ent  other  ihbir 
rO^tmately  35  irHri*  . 
complete  tl.  .  .^s^ 
^OET  interpreta:  f>n  n  -f-^ 
^fMfctw^n  jnn  of  loss  aftaif*r  h^^'  tn.  sband's  heart  at- 
t»tt  is  subdividerj  sniT  f v  i  e  areas.  The  ^oss  of 
fiiEancial  security  v^^ured  by  ei^ht  ques- 
timiS'CS,  6,  7,  8a,  81  .09,  II).  Five  questions 
measure  physical  str<>n)S±fa  ?"ss  (12,  13,  14,  15, 
16).  Loss  of  sexual  re.  atiMns  measured  by  six 
it^ms  <17,'18,  19,  20,  2i .  Five  items  measure 
loss  of  emotional  closea»*^  '3,  24,  25,  26,  27). 
Open  communication  isTat^atBured  by  four  items 
(28,  29,  30,  31).  One  quepsroip  Hentifies  the  ai«i 
of  loss  which  has  affect  rd^tte;-  .nost  (32),  and  tae 
final  question  elicits  her  pmrtaeption  of  medicKi 
personnel's  role  in  her  sfcu«i*tional  crisis  (33t. 
The  ihstrument  is  not,scor?d.. 

Develdpment:  - 

Rationale:  The  author*^  d  that  the  instra^ 
ment  was  based  upon  Hflppe^  -  (1974)  "Paradigm 
for  the  Study  of  StressMLfite  Events,  Copiisy. 
and  Health  Ch^inge  in.JSBiJe  Age." 

Source  of  Items:  Theiaram  vere  based  upon  a;, 
review  of  literature  aw  ilte  author's  profes^ 
sional  experience  as  a  Imwmh  nurse  practitioner 


,  i>  saecia.  irsp- 
■t:U:-^sLuiiEtor  TT  ihe 
re  .pOTxaent  meeds 
A  privacy  auring 
onnaire. 

:  .nses,  the  vife's 


who  teamed  with  a  carriioiogist  to  provide  pre- 
ventive, restorative,  aimd  maintenance  care  to 
clients  who  moved  froro  the  cardiac  intensive 
care  unit  to  the'profrresuHve  care  unit,  home,  and- 
then  to  the  cardioloj^riJ't's  office  for  folio wup^and 
evaluation.  "  . 

Procedure  for  Denh.  ,)ment:  The  instrument 
was  ,  initially  revit  '^ed  by  three  nurse,  re- 
searchers who  heir  ..^aarQed  doctorates  and  a 
fLurth-:'ear  medica'  >^iudent  all  of  whom  were 
irrteres  ed  in  the  m:  augment  of  loss  and  g^ef. 
Their  antique  resuiltvvj  in  minor  changes  of 
wording  and  categcwr^fi^tion  of  responses.  New 
r^^onse  alternati  ^  x'^ere  added  to  several 
anesrio'ns. 

F-i>llowing  mat  r  r^s-ion,  the  instrument  was 
I  d^.^wed  by  two  rdiovascular  nurse  prac- 
*  '^t  ^j^eis^who  sneijKistfeei  the  addition  of  a  set  of 
re-sronse  aiteiiia*^-  ri  to  one  question.  The 
JIT  ip  felt  that^JBie  w.  trament  had  both  content 
attMiiface  validity. 

Tiaally,  the  instr^iw^ent  was  pretested  b^'  one 
i^'uibDect,  due  no  .artient  census.  The  pretest 
di<f  not  result  inaar.  rsmages  in  the  instrument 

^eliabihity         Val*^y:  No  information  On 
test-r*test.  spiit-hailft  or  odd-even  reliability 

the  ins  -rumen*  available. 

As  one  ^fcrrt  t  i  .  5«nrie  reliability,  each  item 
•aas  written  t-  *-> '  vey  <me  concept  only;  and  in- 
ductions were  r  :itxea  which  are  brief,  concise, 
and  simple.  To  estabfc«h  the  rehability  of  the 
naeasurement  of  the  cati^ories  of  loss,  severmi 
omilar  questions  wtSfe  varied  wording  wenK 
.«ftked  in  each  category. 

Content  validity  'Aas  addressed  by  having: 
each  item  In  the  instrument  reviewed  by  two 
cardiovascular  nurse?  clinicians  who  were  ex- 
perts in  coronary  care  and  three  nurse  re- 
Karchers. 

Ijse  in  Research:  The  instrument  was  developed 
mid  usead  by  Smith  (1975)  in  a  research  project 
required  for  a  Master  of  Science  degree  in  nurs- 
ng  at  Duke  University.  Her  study  sample  in- 
cluded 17  wives  whose  husbands  had  sustained 
zheir  first  ^myocardial  infarct  and  had  been  ad- 
mitted to /one  of  five  hospitals  in  the  central 
Piedmont  area  of  North  Carolina. 

Comments:  This  instrument  is  still  in  the  early 
stages  of  development;  however,  it  does  appear 
CO  have  potential  for  accomplishing  the  purpose 
ibr  which  it  was  deyeloped.  In  its  present  stage 
of  development,  thie  items  are  a  mixed  collection 
of  questions  and  statements  for  which  a  score  . 
for  a  variable  cannot  be  obtained,  e.g.,  item  6 
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of  North 


and  item  9  both  deal  with  finances  imt,  as  eon-        .ujrau    dissertatnon,  University 
stituted,  are  not;S«a/reable  together.  Tlte  waird-         Cairfirra,  1974. 

ing  aS  the  itemrSom^  be  revised  so  t»hi£  all       StnA.  linda  S.  The  wife  s  perception  of  16bs 
follow  the  same  formtf  - .  i.e^ail  qncBtlonffior  aill         ajrt^ner  huabancFs  heart  attack.  Unpubhshed 
decktrative  state meitbs;  then,  tMe  re^eoise         r*iSMEch  project.  Duke  University,  ^975. 
ch^  should  be  revi^  to  matcfethe  mev  6t?nt      ^^^^  mfirmaiion: 

Lind«.Sdioonover-3mith.  R.N.,  M.S. 
Box  2;^oute  6 
Chapel  Bill,  N.C.  2'^  14 


foomd.  ASditional  r^'  -nlity  anrt  valirtfctj  evi- 
deuce  ^ould  be  obta*^^^ 

BdEjiwreg: 

H<*ae.  Carol  C.  Cor      resource,  ntre^sn,  and 
he$aSi  change  in  maddle  age.  U^ipublished  doc- 
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1^  '  VOLUME  2  ' 

Smith,  Linda  S.  '      '  .    ,  ' 

WIFE'S  PERCEPTION  OF  LOSS  AFTER  HER  HUSBAND'S  MYOCARDIAL  INFARCTION 
QUESTIONNAIRE  ..... 

Directions;  '  . 

Place  an  X  mark  in  the  box  which  indi'cates  how  you  feel  about,  the.  , 
question.    In  questions  where  no  boxes  are  used,  please  write  your  answer 
on  the  lines  provided  beloy  the  question. 

I..  0 

1.    How  old  are  you?  (years)   

How  many  children  do  you  have?   

How  many  of  these  live  in  your  home?   ^  _ 


2»    Hov  long,  have  you  and  your  husband  been  married?  *  (years) 


3.    Describe  your  education  below  by  checking  any  which  are  true  for  you. 

•Did.  not  complete  elementary  grades  (  *) 

Completed  high  school  (    ) ' 

Completed  college  (  •  ) 

Other  "  (    )    Please  explain   


4.    How  old  is  your  husband?  (years) 


5.  My  husband *s  status  as  the  provider  has  changed. 

Strongly  disagree  (  ) 

Slightly  disagree  K  ) 

Slightly  agree  (  )  " 

Strongly  agree  ( '  )  ' 

Cf 

6.  I  foresee  heavy  economy  burdens  in  the  future. 

V              Strongly  disag,cee  (  ) 

Slightly  disagree  (  ) 

Slightly  agree      *  (  ) 

Strongly  agree  (  ) 

7.  I\feel  a  loss  of  economic  security  since  my  husband's  heairt:  attack. 

Strongly  disagree  (  ) 

Slightly  disagree  '  (    )  '  ^ 

Slightly  agree  ^  (  '  ) 

Strongly  agree  .    ^  (  ) 

8A.  Before  your  hiisbancf's  heart  attack,  were  you  working?     (Check  any  which 

are  true  for  you) .  ,      .  - 

.Housewife  C  ) 

.  Work,  full-time  (  ) 

•  Work,,  part-time  .  C  ) 

Not  working  for  pay       ,  (    )  ^  - 
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•  c 

8B.'  Are  you  doing  anything  extra  to  supplement  the  income  nbw? 

^        Yes  .  *  (    )        .     .     '  ' 

-      No        ■•  .         .       .  .   (    )  ^ 

If  you  sai^^s,  please  explain  '_t  ^  

9.  ^  In  tKe.  future,  do  you  anticipate  dolmg  anything  extra  to  supplement 
the  income?        .  -  .  ^  ' 

Yes  \  ) 

^  No  (  ^ 

10-    If  you  ianswered  yes  to  #9,  mark  any  of  the  following:  activities  that 

you  may  do  in  the  future  to  supplement  the  income. 

Worrk  morel  hours  (  ) 

Spend  savings  ^  '                    ^  ^  \  ^ 

o       New  job  t             (  ^ 

. ,       Borrow  money  (  ) 

11.  How  do  you  feel  about  your  husband's  temporary  loss  of  work? 
(Check  one  or  "more) 

Anxious  .       (    )  ■ 

Angry       •  ^    .    \                J  \ 

Depressed      .  (  / 

^tfc.    Threatened       ^  (  ) 

*\    None  of  the  above  (  ) 

12.  After  the  heart  attack,  do  you  think  your  husband's  physical  strength 

Strongef       .        "  (  ) 

Weaker  (    )  , 

Same  (  ^ )  *  ^ 

13.  Do  you  think' he  could  tolerate  presently  the  same  amount  of  physical 
activity  he  was  performing  prior  to  the  heart  attack? 

Yes  "  (  ). 

No     '  ,..(). 

,14.    Most  wives  have  mixed  feelings  about  their  husband's  temporary  chans: 
in  strengths    Do  you  feel  (Check  1  or  more) 

Angry  \  \ 

Depressed  *                    ,  (  v 

Threatened  .  ^           '          (  )^ 

Anxious  (  ) 

Relieved  (  )  " 

None "of  the  above  (  ) 
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If  you  do  --Bfiu  ?«nir  husband's  strength  is  weaker,  do  you. feel  a 
:^ense  of  2^ss  szout  his  lost  atrength? 


Y«8 

So 


£f  yotz 


i  yes*,  check  one.  ijelowt 


c  ssse  of  loss 
■'Zree.',*,  sense  of  loss 
"iwery  :gTeat  sense  of  losis 


(  ) 
(  ) 


(  ) 
(  ) 

(  ) 


> 

16.    ix-  tfee  f^fcu^re,  I  want  him  to  be  as  strong  as  mr  was  beffi^t^  the  attack. 


=r}  -jgrh,  yes 


(  ) 

(  ) 

(  ) 

(  ) 


17. 


18. 


19. 


?l^as^  a'  3M&r  the  next  six  questions    if  you  asm  jmax  htteband  were 
tMgagz^g  Jx  sexual  relations  before  his  heart  aC^fte  . 

Ir.  th.  fut  ure,  I  think  this- heart  attack  will  cl>-'ngs  ou=r  sexua*!  life 
togfrtner.  . 


Strrtatgly  disagree 
Sli-gittly  disagree 
Slir^irtly  agree 
Str-.agly  agree* 


(  ) 

(  ) 

(  ) 

(  ) 


:  feel  uniiappy  about  the  lack  of  physical  seacual  relations  with 
my  husbamd  presently. 


Stroi^ly  disagree 
SUgiitly  disagree. 
Slightly  agree  , 
Strongly. agree  - 


( 

( 
( 


I  feel  n  sense  of  loss  due  tp  our  lack  of  seoBial  relations. 


Don't  care 
No 

Yes,  a  little 
Yes,  very  much 


( 

( 

(  . 
(  ) 


ERIC 


^  .  .  PSYCHOSOCIAL  INSTRDMENT^ 

20.  In  the  future,  do  you  thiafc  you  will  feel  as  tree  to  expsras  yoarr 
seatuai  drl-ros  to  your  huatond  as  you  did  befcrre  his  heart  attad:? 

^    Yes  '  .    '       '    ■  (    )      '  -  . 

No  '   (    )  . 

21.  IXL  the  fTftTTP^i  do  you  tteaaic  your  connnunicadon  to  your  husband  of 
your  sexnai  drives  will  bfc      *  _ 

Decn^ii  i1  )  .  . 

Same  «55«  before  ^  ) 

IncrEi^«d  ^  )  H 

22.  Do  -yfi^w  tham:  you  will  be  a±rs«i  when  you  resume  your  normal  scx^iife 
with  ▼^nar  fajBsband? 

\Y«»  >  '  (  ) 

(  ) 

23.  Du=rig«  7  husband's  hQ|pj.t£-i2ation,  I  feel  I  have  temporarily 
las.  a  \  -luable  friend  and  j:oxEpanion. 

Ye  ,  (  -=) 

24.  I  lon^iferr  mbre  und^erstanc    -g  arid  support  from  my  husband. 

Stx^issi%Ly  disagree  (  ) 

Slft^ly  disagree  (  ) 

Siaigtitly  agree  (  )  . 

Situmgly  agree  (  ) 

25.  -  Isring  this  period  of  hcsap^italization,  hav3  you  felt  ^  ^ 

More  emotionally  close  to  your  husband  .(  ) 

No  change  \  \ 

More  emotionally  distant  from  your  husUand  k  ^ 

X                 ■  "  .  . 

26><Is  this  hospitalization  a  stress  on  your  marriage  presently? 

Yes  •  (    )  ^ 

No  -  (    )  ' 
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27,    Dp  you^feel  you  love  yoar  husband  more  or  less  xmw  than  before  the  arrack?' 


Mare 
Less 

Na  change 


(  ) 
(  ) 

(    )    TSg'pia-tTi  any  answer  you 


■  / 


29. 


selected : 


I  feel  afraid  to  share  m/  real  feelings  with  my  ^Essrfjand  because  it:  would 
be  a  strain  on  him,  '  ■  • 


Nearer- 
Seldom 
Often 


(  ) 
(  ) 
(  ) 


I  would  like  to  express  all  my  feelings  to  my  hasiaand  about  his 
hospitalization. 


Never 

Seldom 

Often 


(  ) 
(  ) 
(  ) 


30. 


Do  you  feel  inhibited  in  what  you  say  to  your  husband  now  due 
his  recent  heart  attack. 


\ 


Never 
Seldom ' 
Often 


31.    Who  are  you  receiving  understanding  and  support  from  now? 


32. 


Family 
"Friends' 
Ministers 
Husband 
Do.ctdrs^ 
Nurses 
No  one 


Some  Wives  feel  a  sense  of  loss  in  some  area^  of  their  marital 
rel^it^onship.    Which  area  has  affected  you  the  most? 

Losis  of  financial  iseourity 
Loss  of  husband's  physical  strength 
Loss  of  physical  sexuai  relations  ^ 
Loss  of  open,  free  communications 
Loss  of  fe^eling  of  emotional  closeness 
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Qhat  do  VQu  f«l  r^ra  need  mo«t  that  we  could  help  you  with? 

C 

N  - 

7 


PHYSIOLOGICAL  INSTICUMEDTS 


Cardiovascular  System 


Jinstrument:  Blood  Pressure  Transducers  and 
•  -Sphygmomanometer'  * 

r  Variable:  The  variable  to  be  measured  is  pres- 
'  sure  in  the  cardiovascular  system.  Pressure  is» 
defined  as  force  per  unit  area.  The  units  of  pres- 

.  sure  are  usually  expressecT'in  terms  oS  niiUime- 
ters  of  mercury  (mm.  Hg.)  or  centimeters  o| 
water  (cm.  H^O).  .  *  .  ^  '  ^ 

'Parameters:  The  instrument  is  used  with,  some 
kind  of  recording  system  such  as  a  polygraph"^r 
an  oscilloscope.  (The  polygraph  is  described  . 
elsewhere  in  this  compilation.)  The  range  of 
/pressure  that  can  be  measured  depends  upon  the  j 
Idna^  of. transducer  used.  With  the  appropriate/ 
transducer  either  h^gb  or  low  pressures  can  be 
^measured,  which  range  from  ^w.  values  near  0 
;  mm.  Hg.  to  high  Jpressures  such  as  those  found 
■during  peak  systolic  pressure  during  the  cardiac 
cycle^  /  ^     .  *  y  •  '''^ 

The  research  question  will  determine  whether 
indirect  or  direct  measurement  is  needed..  For 
example,  if  continuous  measurement  of  arterial" 
pressure  is  required  while  a  pressor  drug  is 
'being  infused  intrkveneously^  the  direct  method 
is  more  appropriate.  Conversely,  if  intermittent 
measurements  are  needed,  then  the  sphyg- 
momanometer is  the  more  appropriate  choice. 
For  example,  intermittent  measurement  of 
blood  pressure  may  be  required  during  stress^ 
testing.  '    \  • .  ^ 

ResearcK  AppHcation:  These  instruments^n  be 
used  to  measure  direct  pressures  in  many-situa--  " 
"tions  and  therefore  have  a  wide  range  of  appli- 
cations. For  instance,  pulmonary  arfceiial  and 
capillary  wedge  pressure  can  be^measured  with 
nev  iypes  Qf  nursing  interventions.  Another 
.applicatioh  is  monitoring  of  patients  with  cor 
pulmonale.  Following  neurosurgery,  catheters 
may  be  inserted  to  measure  cerebral  spinal  fluid 
(CSF)  pressure.  The  researcher  may  want  to 
mohitdr  those  activities  that  ^Iter  CSF  pres- 


sure 


Indirect    intermittent    re.'iording  ^y  the 


^hygmoijianometer  is  a  better  way  of  measur- 
ing blood  pressure  when"  invasive  techniques 
are  npt>adicated.  ^ 


Description:  The  blood  pressure  trarisdijjer  con- 
verts mechanical  energy  (pressure)  to  elect^cal 
energy/  The  electrical  sigital  can  then  be 
amplified  and  recorded  by  such  an  instrument 
as  a  polygraph.  . 

*A  catheter  or  large  needle  is  attached  to  the 
transducer.  The  catheter  is  then  filled  with  . 
hepannized  saline  a:\d  inserted  into  a  blooci  vesr 
•sel.    N,.  -  ^ 

V  Care  must  bp  taken  in  handling  these  instru- 
,  ments  as  they  are  delicate_and  easily  damslged. 
A  certain  amounf  of  skill  is^required  to  properly^;, 
select  iand  use  the  instyumerft.  Ttiese  instru- 

*  mentsa^  are  available  comrfre^cially  and  lard"- 
standard  items  in  a  physio}p^'  laboratory?  • 

Comments: -The  transducers  must  be  calibrated  ' 
before  each  use.  TheyJaretficcurat(§\tQ^pproxi- 
mately  J.  percent  error.  In  con''rast,\lie  sphyg- 
momanometer is  less  accurate,  but  because  it 
involves  a  noninva^ve  technique,  it  is  the  in- 
'strument  ;af 'choice  in  many* situations. 

> 

Instrument:  Electroca/diograph 

Variable:  The  pTienomenon  being  measured  is 
the  electrical  activitjj^of  the  heart. 

Parameters:  Like  other  excitable  tissues,  ^eart 
muscle  cells  have  the  capability  of  generating 
electrical  responses  to-stinjuH.  These  responses 
are  called  action  pofi^mtials:  Action  potentials 
generated  in  the  sino-atrial  (SA)  node  are  con- 
'  diicted  ^o  all  parts  of  the  heart.  V7hen  the  large 
massed  of  muscle  cells  in  the  atria  and  ventri- 
cles generate  action^otentials  in  a  more  or  less 
coordinated  fashion,  the  electrical  activity,  can 
be  recorded  from  surface  electrodes  on  the  arms, 
legs,  or  chest  wall.  ,       '  ' 

*  The  actua^ variable  being  measured  i^the 
electrical  potential  (voltage)  difference^between 
two  el^ctrodes.  Potential  difference  is  ineasured 
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iri  vorts  or. millivolts  by  a  galyonometer  or  volt- 
'irfeter. 

Research  Application:  The  electrocardiograph  is 
primarily  a  clinical  tool  used  for  the  assessment 
of  electrical  activity  of  the  heart.  It  records  tTie 
pattern  and  rhythm  of  .the  electrical  action  of 
the  heart:  An  investigator  skilled  in  "reading" 
ECG  rocordings  may  assess  the  rhythmicity  of 
the  heart,  th^ffects  of  electrolyte  disturbances 
oh  the  pattern  and  waveforms  produced,  the 

.  presence  of*  dan^age'  to  the  myocardium,  and 
whether  there  is  hypertrophy,  of  the  myocar- 

'  dium.  The  instrument  is  used  for  clinical  diag- 
nosis and  for  monitoring  purposes. 

In  healthy-individuals,  the  electrocardiogram 
remain^  reasonably  constant,  even  though  the 
heart  rate  changes  w^th  the  demands  of  the 

'  body.  Under  pathological  conditions,  several 
changes  may  occur  in  the  ECG.  These  include: 
(l)  '^pbred  paths  of  excitation  on  the  heart,  '(2) 
changed  origins  of  waves  (ectopic  beats),  (3)  al- 
-tered.  relationships  of  features,  (4)  changed 
magnitudes  of  one  or  more  features,  or  (5)  differ- 
ing durations  of  waves  or  intervals,  \^ 

Description:  The  instrument  amplifies  and  dis- 
plays the  electrical  potentials  generated  by  the  ^ 
heart  with- Respect  to  time.  The  graphic  record  of  " 
the, potentials  produced  by  an  electrocardio^ 
graph  is  called  an'electrocardiogram  and  is  ab- 
breviated ECG  or  EKG  (from 'the  German 
electrokardiogram). 

A  basic  electrocardiograph  consists  of  several 
electrodes  that  are  attached  to  the  skin,  a  dif- 
.  ferejitial  amplifier,  and  a  mteans  of  displaying 
and/or  recording  the  electrocardiogram.  The  . 

'  .  electrodes  detect  the  electrical  potentials  on  the 
surface  of  the  skin  due  to  the  action  op tentials  of 
the  heart,  and  the  differential  amplifier 
amplifies  the  difference  in  potential  detected  by 
these  electrodes.  ^'      '  " 

The  amplitude  s,  polarities,  an^  timing  of  the 
various  features  of  the  ECG  are  dependent  to  a 
large  extent  upon  th^  location  of  the  electrodes 
on  the  body.  The  standard  location  for^^clinical  . 
electrode  placement  are  on  the.  left  and  right 
.  arms  .near  the  wrists,  the  left  leg  near  the  ankle, 
and  several  locations  on  the  chest,  called  the 
precordial  positions.  In  addition,  a  reference 

•  .  electrode  ris  uauaUy  placed  on  the  right  leg  near 
the  ankle.  Each  set  of^ectrode  locations  from 
which  the  ECG  is  measured  is  called  a  ''lead."  , 
There  are  twelve  leads,  or  standard  lea:d  con-^ 
figurations,   used   in   clinical  electrocardiog- 
'  raphy,  arid  each  has  a  ujoique  characteristic 


waveform.  The  three  most  basic  configurations 
are  the  '*limb  leads,"  and  are  as  follows: 

1,  Lead  I:  The  difference  of  ^e^electrieal  po- 
tential at  the  left  arm  (LA)  minus  the  potential 
at  the  right  arm  (RA).  ^ 

2.  Lead  II:  The  difference  of  the  electrical  po- 
tenti^at  the  left  leg(LL)  minus  the  potential  at 
the  right  arm  (RA). 

'  3'Lead  III:''The  difference  of  the  electrical 
potential  at  the  left  leg  (LL)  minus  the- potential" 
at  the  left  arm  (LA). 

In  most  clinical  electrocardiographs,  the  po- 
tentials produced  by  the  12  leads,  or  lead  config- 
urations, are  mef|Lsured  one  at  a  time  and.ares^ 
selected  by  means  of  a  selector  switch  on»,the 
instrument.  . 

An  electrocardiograph  that  has  been^esigned 
for  monitoring  pxirprfses  usually  has  few^r  leads 
and  utilizes  a  cathode  ray  tube  (CRT)  for  a  vis- 
ual display  of  the  ECG.  Often,  a  strip^  chart  re- 
corder is  also  used  in  conjunction  ydfch  the  CRT. 

The  electrocardiograph's  major  us^  is  to 
monitor' the  amplitude  and  rate'of  a.  pjatient's  " 
ECG.  Most  instruments  have  an  attach;nent  , 
that  will  alert  personnel  with  an  audible  alarm 
if  the  heart  rate  becomes  erratic  or  slower  or 
'faster  than  the^  preset  Unfits,  o 

In 'addition  to  the  basic  components  described 
above,  a  modern  electroAirdiograph  must  have 
several  additional  features  for  protection  of  the 
'  patient  and  the  instrument.  Patient  safety  is 
iTiost  important,  of  course,  because  external 
electrical  instruments  can  induce  lethal  cur- 
-  rents  into  the  patient's  body.  Just  its  electrical 
currents  produced  by  the  nervbus  system  cause 
the  hqfart  muscle  to  contract  and  pump  bloody 
'  currents  from  external  sources  that  are  allowed 
to  pass  through  the  heart  can  cause  a  disruption  : 
of  the  normal  heart  operation,  possibly  result- 
ing in  fibrillation 'or  complete  heart  ..failure.  To 
reduce,  this  threat,  circuitry  is  addei  to  reduce  ^ 
the  possibility  of  curreVit  flow  through  the  pa- 
tient. '  '  ' 
"  Circuitry  must  also  be  added  to  protect  the 
instrument  if  it  is  to  be  used  during-surgery  in 
conjuncticm  with  high  frequency  electrosurgical 
devices,'  and  to  protSeet  it  from-  the  extremely 
high  voltages  produced  by  defibrillators..- 

t^mments:  The  electrocardiograph  is  probably 
e-most  widely  used  of  all  biopiedical^lectronic- 
,  instruments.  It  provides  a  dyii^miei^prditTttiori  of 
how  well  the  central  human  organ  iSj^erforming 
in  almost  every  aspect.  When  itHs^comBlhed  with 
pulse,  blood  flow,  and  pressure-information,  th.e 
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clinician  has  an  almost  complete  picture  of  a 
^patient's  c,ardiodynamic.s. 

.  Iifsftrumeht:  Phonocardiograph 

Variable:  Sounds  of.  the  heart  and  large  blood 
vessels  'are  ^he  variables  measured  by  this  in- 
strument. 

Parameters:  The  instrument  is  capable  of 
■■-  graphically  representing  heart  sounds  recorded 

from  the  surface  of  the  body,  tt  is  a  specialized 
"  instrument  ordinarily  ysed  to  supplement  an 

electrocardiogram.  Phonocardiography  is  re- 
:  lated  to  .  what  the  investigator  would  hear  in  an 

ordinary  stethoscope,  but  it  has  the  advantage 
""  ofr  providing  a  permanent  visual  record  of 

-  evertts!  It  also  makes  possible  the  accurate  tim- 

-  ing  of  sounds  and  events  that  are  too  rapid  or 
too  subtlie  to  be  discerned  by  human  senses.  Al- 

•  though  the  instrument  is  most  useful  iji  detect- 
ing heart  murmurs,  it  has  limitations  in 
jl^tecting  the  soft^  high-pitched 'murmur  of  aor- 
tic insufficiency*  ,  ^  . 

Research  Application:  THe  phonocardiograph  is 
widely  used  as  a  teaching/learning  device  for 
training  and  disciplining  the  senses  of  ^ight, 
touch,  -and  hearing.  Also,  because  the  instru- 
ment provides  a  permanent  .readout  of  heart 
-sounds,  thiei  information  can  be  used  for  making 
comparisons  over  time. 
The  instrumentjs  particularly  useful  in  disr 
'  playing'  murmurs'  of  the  -  heart.  The  acoustic 
.events  of  the  heart  are  made  up  of  both  tones 
and    noise    and   can    be    dividedi  intOo  two 
^.categories:  heart- sounds  and  heart  murmurs. 
'  "JH^  a.transient  character,  are  \ 

..  shprt juration,  and,  in  general,  are  induced  by. a" 
'■sUdden^displacement  of  bipod  or  the  opening  and 
.  clo)^rig  of  va.lves.  Heart  murmdrs  have  a  noisy 
character,  last  a  longer rperiod  of  time,  and  are 
>  caused  by  the  turbulence  9! the  blood  flow  in  the 
•  heart  and  large  vessels.  /   ^     *  '  '[^- , 

:  >  ■  He      sounds,  knd  heart  murmurs  are -Usually 
■  characterized  by  three  properties:  frequency, 
^  amplitude,  and  quality.  These  properties  can  be 
•analyzed  visually  if  .the  heart/sounds  and  mur- 
'murs  ^re  converted  into  electrical  impulses  and 
recorded  on  paper  via  a  phonocardiograph.  or 
.^acoustically  If  .the  sounds  are  perceived  by' the 
;i  human  auditory  system.  -  ^ 

-  '^Description:  The  sounds  that  originate  in  the 
;  heart  aiTfd  ^1^^     blood  yiessels  may  be  detected, 
l:  <:onveTt^d  into  electrical  signals,  and  recorded 


using  a  special  instrument — the  phonocardio- 
graph. The  record  so  obtained  is  called  a 
phonocardiogram  (PCG).  for  the  purpose  of  ref- 
"^erencing  the  heart  sounds  and  murmurs  to  the 
cardiac  c^cle,  the  phonocardiograph  is  usually 
capable  of  simultaneously  recording  one  other 
cardiac  event,  the  electrocardiogram  (ECG). 

In  addition  to  the  reference  recording,  the 
basic  phonocardiograph  is  composed  of  a  mi- 
crophone, amplifier,  filtering  circuitry,  and  some 
means  of  .  'displaying  and  recording  the 
waveforms.  The  function  of  the  microphone  is  to 
convert  variations  in  the  pressure  of  sound 
waves  into' electrical  energy;  so^it  is  important 
that  the  microphone  maintain  good  contact  with 
the  skin.  This  contact  cairv^be  achieved*  by 
equipping  the  r  microphone  with  an  adhesive 
strap  or  harness  and  may  inclu<ie^a  suction  cup 
from  which' air  can  ht  exhausted  by  a  handbulb. 
It  is  also  important  that  the  microphone  b^  as 
insensitive  as  possible  to  enyironmental  noises. 
This  can  be  accomplished  by  making  the  mi- 
crophone directional,  acoustically  insulating  it 
from  tHe  environment,  and/or;  using,  the 
phonocardipgraph  IfTa  sound-proofed  room. 

The  amplifier  consists  of  electronic  compo- 
nerAts  that  increase  thie^arpplitude  of  an  electri- 
cal signal  presentedl)y  the  microphone,  it  must 
provide  a  uniform  amplification  over  the  entire 
freqjjency  range.  Usually,  the  Vmount  of 
amplification^  or 'gain  is  adjustable. 

The  vibrations  initiated  by  the  heart  are  usu- 
ally a  composite  of  high  and  low  frequencies; 
each  6f  these  frequencies  usually  varies  greatly 
'  in  amplitude.  The  higHer  freque^ncies  are  as  im- 
portant as  the  lower  frequencies^for  diagnostic 
.  information  about  the  heart,  but,  as  a^fule,  the 
lower  frequency  waVes  are  produced  and  propa- 
gated to  the  surface  of  the  body  in  greater 
ampUtude  than  are  the  higher  frequency  waves. 
Consequently,  if  the  heart  sounds  and  murmurs 
were  Only  amplified  a'ncf  displayed,  the  rela- 
tiveljj  small  higli-frequency  waves  that,  were 
superimposed  qjx  the.  large  amplitude  low- 
frequency  waves  wo)ald  be  unread^able,  -  V. 
^  Because  of'this,  phonocardiographs  usually 
employ  a  number  of.high  pass  filters  with  differ- 
ent cutoff  frequencies.  The  particular  filter 
selected  depends  on  which  frequencies  one^ de-^ 
sires  to  pass.  In.  this  way,  the  higl^^mplitude 
>lower  frequencies  can  l^e  attenuated,  and  the 
gain  of  the  amplifiers  can  be  adjusted, to  .allow  , 
measurement  and  interpretation  .of  the  higher 
frequencies.     :  '  v 

Tlje  final  component  of  the  phonocardiograph 
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is  the  recorder.  This  is  usuaiiy  a  multichannel 
high-speed  recorder  or  an  oscilloscope  with  a 
camera  attachment  for  permanent  records.  One 
channel  is  used  to  record  the  reference  EGG  and 
the  other  channel  is  used  to  record  the^PCG. 
Comments:  Phonocardiograms  are  not  a  substi- 
tute for  thiB  ear  or  the  hand.  However, 
phonocardiography  is  a  useful  device  for  train- 
ing and  disciplining  the  senses  of  sight,  touch, 
and  hearing^  for  it  allows  one  to  analyze  graphic 
representations  in  terms  of  what  is  seen,  felt, 
and  heard,  and  to  correlate  that  data.  ^ 

Instrument:  Vectorcardiograph 

Variable: :  The  summed  electrical  activity  of 
myocardial  cells  is  the  variable  being  measured. 

Thes/t  electncarpoteiitials-  gene^  by  the 
heart  cause  patterns  of  electrical  pofentTals  at 
the'3urface  of  the  body.  As  the  electrical  pQten- 
tial)3  propagate  through' the  he^rt,  the  surface 
electrical  poteiitials  change.  If  suit^bl^  elec- 
trodes, amiplifiers,  and  an  appropriate  display 
device  are  utilized,  these  surface  potentials  can 
'  be  detected'-and  obs^erved  externally. 

Parameters:  A  vectorcardiograph  (VCG)  is  simi- 
lar to  afi  electrocardiograph  (ECG/EKG)  in  func- 
'tiofi.  Both  utilize  similar  circuitry,  electrodes, 
•  amplifiers,  And  display  devices  to  present  vis- 
ually the  surface  potentials  related  to  heart  ac- 
tions. The.  major  difference  between  the  two 
devices-4s  how  these  surface  potentials  are  pre- 
sented. 

An  electrocardiograph  disj^lays  the  surface 
potentials  as  an  amplitude  variation  in  the  ver- 
tical direction  and  time  as  an  amplitude^  varia- 
tion in  the  horizontal  direction  on  the  display 
device/in  other  words,  as  time  increases,  the 
paper  in  a  strip  chart  recorder  or  the  electron 
beam,  of.  a  cathode  r^y  tube  (CRT)  oscilloscope 
moves  lihearly  in  a  horizontal  direction,  while 
yariations^^  in  the  siirface  potentials  being  de- . 
tected  by  the  electrodes  move  the  stylus  or  elec- 
tron beam  up  or  down.  The^resulting  waveforrri 
is  the  EGG  pattern  familiar  to  clinicians. 

The  vectorcardiograph  (VCG)  displays  the 
surface  potentials  detected  by  one  set  of  elec- 
trodes aa  an  amplitude  variation  in  the  vertical 
direction  as  does  an  electrocardiograph,  but  the 
.horizontal  position  pf  the  resulting  waveform  is 
determined  by  the  amplitude  of  the  surface  po- 
tential between  a  second  pair  of  electrodes.  The 
display  presented  by  a  vectorcardiograph  is 
usually  two  or  three  closed  loot)s  that  originate 
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from  the  same  point  on  the  display. 

There  are  a  number  of  different  electrode 
configurations  commonly  used  that  result  in.dif- 
ferenf  VCG    and    ECG    waveforms.  Each 
waveform  providers  information  about  different  a 
aspects  of  the  heart.  ^ 

The  ECG  is  more  useful  for  monitoring  pur- 
poses and  for  determining  the  time  relation- 
ships of  different  events  related  to  heart 
function  such  as  the  heart  rate.  However,,  the 
VCG  provides  a  better  method  of  determining 
the  amplitudes  and  shapes  of  the  various  events 
of  the  heart  cycle.  Because  the  vectorcardio- 
graph is  more  expensive  and  more  difficult  to  use 
than  the  electrocardiograph,  its  use  is  of  neces- 
sity currently  limited  primarily^  to  large  medical 

centers. 

Research  Application:  Investigators  will  find  the 
vectorcardiograph  capable  of  providing  more 
and  different  information  about  heart  function 
than  that  provided  by  the  electrocardiograph. 
The  VCG  visualizes  three  angles  of  the  heart 
function;  this  provides^much  information  about 
the  operation  of  the  heart,  Certain  abnormal, 
conditions,  such  as  posterior  myocardial  infarc- 
tions, can  be  readi^  .  detected~T)y  this 
instrument.  It  is  also  superior  to  the  ECG  in- 
displaying  small  beat-to^beat  changes  in  the 
rate  of  depolarization  and  repolarization  of  the 
he.art; 

Description:  In  a  vectorcardiograph,  the  surface 
electrical  potentials,  which  represent  electrical 
potentials  present  in  the  heart,  are  detected  by  - 
a  number  of  electrodes,  amplified  and  displayed,/ 
usually  on  a  cathode  ray  tube  (CRT)  oscillo- 

scope.  \  ^ 

'  There  are  three  primary  waveforms  that  pro- 
vide'Ithree  electrical  "views"^f  the  heart.  By 
properly  placing  the  electrodes  of  a  vectorca|-  . 

:  diograph  on.the  subject's  body,  the  surface  elec- 
trical  potentials  can  be  added  together  and  will 
present  a  picture  of  the  loop  representing  the 
hearths  potentials.  The  loop  is  closed  and  three- 
dimensiontfl,  representing  tjtie  changing  electri- 
cal potential  of  the  heart  over  one  complete 
cardiac  cycle.  Some  of  the  more  expensive  vec- 
torcardiogrfitphs  actually  simulate   a  three- 
dimensional  display  of  the  loop  on  a  CRT  oscil-* 
loscope.  Most  instruments,  however,  actually^ 
display  the  pr6jection  of  the  loop  on  three  per- 
pendicular planes;  This  is  actually  fhree  two-, 
dimensional  views  of  the  loop  as  viewed  fron\  tlie 
front,  side,  and  top.  The  front  view  is  the  loop  as 

'  projected  on  a  vertical  plane  parallel  tp.  the 
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front  of  the  subject  and  is  called  the  frontal 
plane  projection.  The  side  view  is  the  projection 
of  the  loop  onto  another  vertical  plane  parallel 
to  the  side  of  the  subject  and  is  called  the  sagit- 
tal plane.-  The  top  view^  is  the  projection  onto  a 
horizontal  plane  antf  is  called  the  horizontal 
plane. 

Comments:  The  vectorcardiograph  (VCQ)  is  a 
highly  specialized,  expensive  instrument  that 
requires  a  skilled  petson  to  interpret  its 
waveforms.  In  addition,  the  important  time  du- 
rations and.  intervals  related  to  the  QRS,  PR, 
and  QT  portions  of  the  cardiac  cycle,  which  con- 
tain a  considerable  amount  of  diagnostic  infor- 
mation, are  difficult  to  determine. 

Instrument:  Ultrasonic  Blood  FIqw  Meter 

Variable:  Blood  flow  is  the  variable  determined 
by  this  instrument.  The  units  of  flow  are  usually, 
measured  in  liters  per  minute  (l./min.),  milli- 
liters per  second  (ml./sec.)  or  milliliters  per 
minute  (ml./min.),  i.e.,  volume/time. 

The  ultrasonic  blood  flow  meter  does  not  actu- 
ally measure  flow^  hut  rather  the  ^velocity  of 
flow.  If  the  cross-sectional  area  of  the  lumen  of 
the  blood  vessel  is  known,  the  actual  flow  can 
then  be  calculated.  Flow  (Q)  is  equal  to  the 
product  of  velocity  (V)  times  cross-sectional  area 
,.(A).Thus,  Q=V-A. 

ParameteVs:  There  are  two  techniques  of  \ising 
=  ultrasound  for  measuring  the  velocity  of  blood 
flow;  The  first  is  invasive  and  requires  placi^ng  a 
flow  probe  from  the  .instrument  around  the 
blood  vessel  within  which  the  investigator 
wishes  to.determine  flow.  TKe  second  technique 
is  noninvasive' and  can  be  used  to  measure  ve- 
Jocity  in  blood  vessels  hear  the  skin  surface.  In 
this  latter  case,  the  flow  probe  is  coupled  to  the 
skin  with  an  aqueous  jelly  to  facilitate  the 
transmission  gf  .  ultrasonic  waves.  Because 
the  cross-sectional  ^rea  cannot  be  determined  in 
this  latter  instance,  only  velocity  of  flow  and  not 
the^ow  itself  is  measured.  At  present,  the  inva- 
sive\echnique-has  only  limited  application  for 
•human  subjects.  '  " 


Research  Applications:  The  invasive  technique 
is  quite  useful  in -animal  models.  For  example,  if 
the  investigator  wishes  to  monitor  cardiac  out- 
put, the  flow  probe  is  placed  around  the  pulmo- 
nary artery,  as  the  entire  cardiac  output  passes 
through  the  pulmonary  artery  each  jsiinute. 
Thus,  cardiac  output  can  be  monitored  continu- 
ously under  a  variety  of  changing  conditions, 
such  as  during  stressful  stimuli,  afte^adminis- 
tration  of  certain*; kinds  of  drugs,  or  with  differ- 
ent kinds  of  assisted  ventilation.  Flow  to  a 
specific  organ  may  also  be  monitored  by  placing 
the  flow  probe  around  the  artery  that  supplies 
that  organ. 

The  noninvasive  technique  may  be  used  with 
human  subjects  for  monitoring  velocity  of  flow 
in  vessels  that  are  partially  closed  by  a  throm- 
bus or  in  the  carotid  arteries  after  carotid  end- 
arterectomy.  The  probe  may  also  be  used  to 
measure  systoli^pressure  in  situations  in  which 
the  arterial  blood  pressure  is  too  low  to  be  moni- 
tored with  a  sphygmomanometer  and  stetho- 
scope. 

Description:  The  main  part  of  the  instrument 
consists  of  an  amplifier  and  a  display  usually 
contained  in  a  metal  box.  The  flow  probes  are 
electrically  coupled  through  cables  to  the  input 
portion  of  the  box.  The  probeitself  consists  of  an 
ultrasonic  transmitter  and  a  receiver.  The 
transmitter  generates  ultrasonic  waves  that 
reflect  off  the  blood  cells  and  return  to  the  re- 
ceiver. For  determining^velocity,  the  ultrasonic 
flow  meter  utilizes-the  Dbppler  effect;  i.e.,  when 
a  sound  wave  strikes  a  moving  object,  its  fre- 
quency will  b^  changed  by  an  amount  propor- 
tional to  the  velocity  .  of  that  object..  Thus, 
frequency  will  be  increased  if  the  blood  cells  are 
moving  toward^  the  transmitter  and  will  be  re: 
duced  if  the-  blood  cells  are  moving  away  frorr\. 
the  transmitter. 

Comments:  For  direct  measurement  of  blood 
flow,  the  investigator  must  possess  or  develop 
some  surgical  skills  in  ordfet  to  position  the  probe 
without  damaging  the  blood  vessels. 
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Instrument:  Absorption  Spectrophotometer 

Variables:  The  absorption  spectrophotometer  is 
used  to  determine  the  concentration  of  solutes 
in  solutions.  It  is  especially  useful  for  determin- 
ing the  concentrations  of  solutes  in  body  fluids 
such  as  plasma,  urine,  and  gastric  juices.  Spec- 
trophotometry can  determine  concentrations  of 
so  many  substances  found/in  body  fluids  that  an,, 
exhaustive  list  is  beyond  the  scope  of  this  narra- 
tive. However,  examples  include:  amino  acids, 
bilirubin,  blood  urea  nitrogen  (BUN),  calcium, 
creatinine,  enzymes,  glucose,  many  drugs,  etc. 

Parameters:  To  determine  thje  concentration  of 
any  substance  in  a  solution^  one  must  be  able  to 
defect  tHe  presence  of  the  substance  in  the  solu- 
tion and  to  ^renera^e  a  signal  that  is  propor- 
tional to  the  concentration  of  the  substance 
being  detected.  To  detect  the  substance,  one 
must  be  able  to  make  it  "visible."  The  substance 
may  be  rendered  "visible"  by  reacting  it  with  a 
chemical  that  will  prgduce  a  colored  solution 
or  that  will  change  the  character  of  the  solu- 
tion. The  absorption  specbophotopaeter  con-  ^ 
verts  the  signal  generated  (a  change  in  '  light 
intensity)  to  an  electrical  signal  that.can  be  am-  , 
plified  and  used  to  operate  a  rec6rding^  device 
or  display  such  as  a  chart  recorder,  ammeter,  ^ 
or  digital  display.,  /  ' 

The  principles  of  operation  are  the  same  for 
all  absorption  spectrophotometers.  Eriergy  in. 
the  form  of  light  (usually  ultraviolet  or  visible) 
is  passed  through  the  sample  being  analyzed. 
Some  of  the  light  is  absorbed  as  it  passes 
through'the  sample.  The  amount  of  light  ab- 
sorbed is  proportionsLl  to  the  concentration  of 
the  solute  in  the  solution.  If  the  solute  does  not  . 
absorb  light  or  cannot  be  made  "visible,"  then  a 
different  method  must  be  usedto  determine  the 
concentration  of  that'  particular  solute. 

.  Research  Application:  The  ^spectrojJhotometer 
can  be  used  in  a"ny  research  application  whfre 
concentration  of  solutes  must^be  determined. 
For  example,  the  investigator  may  wish  to  de- 
termine  creatinine  or  BUN  .conce'htrations  to 
assess  renal  function  or  to  determine  bilirubin 

.  concentrations  to  assess  liver  function* . 

\  Description:  The  basic  model^^pf  an  absorption 


spectrophotometer  is  shown  in  figure  1.  Light  of 
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Figure      Modal  of  an  absorption  spectrophotometer 

a  specific  wavelength  is  generated  by  the  spec- 
trophotometer and  passes  through  the  saniple 
of  fluid  being  analyzed.  Light  is  absorbed  as  the 
beam  passes  through  the  sample.  The  amount  of 
light  that  is  absorbed  depends  on  two  factorsr(l) 
the  concentration  of  the  solute  in  the^  solution, 
and  <2)  the  distance  or  thickness  of  solution, 
through  which  the  light  must  trayel.  The 
greater  the  concentration  and/or  the  greater 
the  thickness  of  the  solution,  the  more  light  will 
be  absorbed.  Most  spectrophotometers  pass  the 
light  beam  through  a  tube  (cuvette)  and  hence, 
through  a  sample  ofcconstant  thickness.  There- 
fore, the  only  variable  that  affects  the  light  ab-i 
sorption  is  thie  solute  concentration. 

The  amount  of^light  absorbed  can  be  ex- 
pressed two  ways:  absorbtince  (A)  or  percent 
•transmittance  (=T):  Absorbance  is  defined  as: 

A=log/o=a-6'C, 

~  (Beer's  Law) 

« w4iere  li  is  the  intensity  of  the  incident  light,  /  iS' 
the  intensity  of  the  transmitted  light,  a  is  a  con- 
stant, 6  is  the  thickness  of  the  sample  (usually 
constant),  and  c  is  the  concentration  of.  the  sol-, 
ute  ift  the  sample.  Percent  transmittance  (%T) 
is  defined  as:  i 


■I'  , 

Also  : 

log/ 

— +A=a-b'Cr 
T 


e  • 


(2) 


(3) 
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Most  chart  recorders  display  €he  results  in 
terms  of  .%r,-^hile  meters  iQost  often  display 
-both  %T  and  absorbance.  The  ccwicentratron  of 
solute  in  the  sample  is  a  direct  function  of  ab- 
sorbance  and  an  exponential  function  of  %T. 
See  the  grraphs  showing  these  relationships  in 
figure  2. 


log  XT 


Conctnirolion  C 


ConcsnlrotiOn 


Figure  2.-^raph  showing  relationship  of  functions 

To  use  the'spectrophotometer  for  the  analysis 
of  solute-concentration,  the  investigator-should 
prepare  or  purchase  a  series  of  solutions  of 
known  concentration  called  "standards."  These 
standards  should  be  read  in  the  spec- 
trophotometer and  the  %T  or  A  recorded.  The 
%T  or  absorbance  obtained  from  these  stand- 
ards should  then  be  plotted  graphically  as 
shown  in  figure  2.  The  samples  containing  the 
unknown  concentration  of  solutes  ("unknowns") 
should  then  be  read  and  the  %T  or  A  recorded. 
Following  that  step, -the  concentration  of  the 
solute  in  the  "unknown"  samples  should  be  de- 
termined by  graphic  analysis  (see  figure  2). 

To  ensure  accuracy,  the  wavelength  of  the  in- 
cident light  must  be  set  by  adjusting  the  angle 
of  the  diffraction  grating  so  that  maximum  ab- 
sorbance (minimum  %T)  is  obtained  for  the  de- 
.  termination  of  the  concentration  of  a  particular 
solute..   —  • 

Comments:  An  instrument  very  similar  to  the 
spectrophotometer  is  the  absorbance'-filter  col- 
orimeter. The  main  difference  betwe^en  the  col- 
orimeter and  spectrophotometer  is  that  in  the 
colorimeter  a  filter  of  colored  glass  replacies  the  ^ 
diffraction  grating.  The  colorimeter  is  usually 
much  less  expensive^than  the  spectrophotome- 
ter, but  it  is  not  nearly  as  versatile  an  instru- 
ment. 

Instrument:  Centrifuge 

Variable:  A  centrifuge  does  not  measure  any- 
thing  in  and  of  itself/ It  is  an  instrument  that  is 
used  to  separate  solids  and  suspended^particles 
from  an  aqueous  mixture.  On6  of  the  main  uses 
of  a  centrifuge  is  to  separate  blood  cells  from 
plasma.  /  / 


Parameters:  There  are  many  kinds  of  cen- 
trifuges. Thiey  range  from*  the  ultraeentrifuge, 
which  is  used  to  separate  different  kinds  of  high 
molecular  weight  compounds  (e.g.,  proteins),  to 
the  bench  centrifuge,  which  is  used  to  separate 
.red  blood  cells  from  pjasma.  The  discussion  that 
follows  concerns  the  use  of  the  common  bench 
centrifuge. 

Research  Application:  A  bench  centrifuge  is  used 
most  often  to  separate  red  blood  cells  from 
plasma.  The  plasma  can  then  be  used  as  a  sam- 

^ple  of  extracellular  fluid  and  can  be  analyzed  for 
the  concentration  of  such  substances  as  electro- 

'  lytes,  glucose,  creatinine,  bilirubin,  proteins, 
and  hormones.  These  analyses  are  often  done 

.  using  a  spectrophotometer.  The  volume  of  the 
blood  sample  can  be  measured;^after  centrifuga- 
tion,  the  ratio  of  the  volume  of  red  blood  cells  to 
total  blood  volume  in  the  sample  (i.e.,  hemato- 
crit)\an  then  be  calculated^  These  kinds  of  de- 
terminations ar<?j  very  useful  in  many  kinds  of 
research.  Knowledge  of  solute  concentrations  in 
plasma  are  absolutely  essential  for  research  fn 
areas  involving  renal  function,  metabolism,  and 

.endocrine  function.  Hematocrit  and  changes  in 
hematocrit,  are  .essential  for  research  on 
pathophysiological  problems  that  involve  blood, 
fluid  balance,  etc.  The  centrifuge  is  the  tool  that 
allows  these  kinds  of  data  to  be  coUecled. 

Description:  Blood  is  placed  into  hepaririized 
tubfes  that  are  placed  in  the  centrifuge.  The 
tubes  should  be  counterbalanced  to  prevent  vi-  • 
bration  and  excessive  wear  on  the  rotpr  bear- 
ings. When  the  centrifuge  is  turned  on,  the  blood, 
is  accelerated  from  11,000  to  13,000  revolution^ 
per  minute  (rpm)  (a  force  of  5  to  .11  tiiij^es  normal 
gravity  (g))  for  a  period  of  5  to  10  minutes.  The 
tubes  are  then  removed  .from  the  centrifuge, 
measurem'ents  of  the  hematocrit  are  made, 
and/or  the  plasma  is  remoVed  for  analysis. 
.  If  the  value  of  only  the  hematocrit  ia  nee'ded, 
the  blood  can  be  placed  in  a  constant  bore 
heparinized  c^pillMT  tube.  The  tube  is  then* 
sealed  with  clay  aAd  centrifuged  in  a  manner 
similar  to  that  described  above.  After  centrifu- 
gation,  ...the  length  of  the  column  of  red  cells  is 
measured.  That  length  is  then  divided  by  the 
lengtl^  of  the  whole  column  of  separated  blood, 
as  the  radius  of  the  tube  is  constant.  The  ratio  of 
lengths  is  directly  proportional  to  the  ratio  of 
volume's.  j  ' 

Comments:  One  word  of  caution  is  appropriate^ 
The .  hematocrit  values  calculated  using  the 
method  described  above  tend  to  be  overesti^ma- 
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tions  because  some  platelets  asxd  white  blood 
cells  are  trapped  in  the  red  hSIttod  cell  layer. 
However,  if  sufficient  dentrifug:ai  force,  as  de- 
scribed'above,  has  been  used,  the  values  are 
higher  than  the  true  values  by  only  1  or  2  per-  ^ 
cent. 

Instrument:  Flame  Photometer 

Variable:  The  flame  photometer  is  used  to  meas- 
ure the  concentrations  of  sodium  (Na+)  and 
potassium  (K+)  in  body  fluids  and  other  solu- 
otions.      .  -  r 

Parameters:  The.  flame  photometer  is  a  type  of 
emission  spectrophotometer.  It  is  used  most 
often. to  determine  the  concientrations  of  Na^ 
and  jK"^  in  serum  (or  plasma),  urine,  and  all 
aqueous  solutions  used  in  research.  The  instru- 
ment requires  a  gas  supply  and  a  pressurized 

-source  of  filtered  air.  The  instrument  can  be 
used  on  a  bench  or  countertop  in  the  laboratory, 
but  not  on  counter^h^lves,  as  the  hot  gases  that 
rise  froiti  the  chimney  could  start  a'  fire.  It. 

Vsbould  also  be  noted  that  th^s  method  for  deter- 

.mining  the  concentration  of  Na"*:  and  is  very 
sensitive:  Small  samples  of  plasma  or  urine  are' 
used  and  usuaUy  mustl^e  greatly  diluteci  to  be 
used  in  the  flyne  photometer,  The  investigator 

should  -avdiitf  smoking  while  determining  K'' 
concentrations,  because  smoke  contains  so 
much  that  even  small  amounts^  will  pene- 
trate the""  flame  apd  introduce  sizable  errors  in 
the  determination. 

Research  Application:  Flame  photometry  is  a 
widely- used  and  reasonably  simple  metho^^for 
measuring  thjB  concejitration  .of  JNa"^  _and^K"^  in 
aqueous  solutions.  It  can  be  used  to  measure" 
changes  in  Na+  and  K"^  concentration  in  plasma 
before,  during,  and  after  intravenans  fluid 
**thei:rfpy  with  postsurgical  and  other  kinds  of  pa: 
tients.  It  IS  often  used  to  measure  the  concen- 
trations of  Na+  aYid  after  dehydration,  in 
acid-base  disorders,  dunmg  the  menstrual  cycle 
in  women  of  childb^«rin^  age,  etc. 

Description:  The  flame  photometer  is  an  emis- 
sion spectrophotometer.  The  sample  to  be 
measured  is  placed  . into  an  intake* tunnel  and:is 
aspirated  and  atomized  by  an  air  flow.  ^The 
atomized  solution  is  then  heatedin  a  gas  flame. 
He'ating  Na+  aind_Kl  causes  the^ions  to  emit 
enei^  in  the  form  of  light,  which  is  detected  by 
a  photodetector.  The  amount  of  light  liberated 
when  the  solution  is  heated  is  directly  propo^ 
tional  to  the-concentration  of  Na+  or  K+  in  tJtfe 


sdlution7(See  figure  3  for  a  block  diagram  of  the 
flame  photometer.)        .    ,     ,  . 

The  instrument  must  be  calibrated,  and  a 
standard  curve  made  in  order  to  determine  the 
concentrations  of  Na"*"  and  K*^  (see  figure  4). 


SampU 


Figure  3.— Block  diagram  of  flame  photometer 


Concentration  of  No/^  ond 


Figure  4.— Standard  curve  for  determining  concentrations 
ofNa^andK^ 

Comments:  The  flame  photometer  is  a  commer- 
cially available  instrument  used  in  clinical  and 
research  laboratories.  Many  are  equipped  with 
automatic  sample  changers.  The  cost  of  the  in- 
strument increases  directly  with  the  amount  of  ^ 
automation  wit^  Which  it  is  equipped: 

Instrument:  pH  Meter 

Variable:  the  variable^  measured  is  the  pH  of 
aqueous  solutions.  The  pH  of  a  solution  is  an 
index  of  the  acidity  or  alkalinity  pf  the  solution- 
A  solution's  pH  can  vary  from  O  to  l4,  with  a 
pH=7'0«defined  as  neutral.  A  pH  of  less  than  7  is 
considered  «acid,  while  a  pH  greater  than  7  is 
considered  alkaline.  A  splution'svpH^is  an  ex- 
ponenti^al  functiorLof  the  'feohcentration  .  of  hy- 
drogen ions -in  that  solution.  Matheinatically, 
pH-ldgio  1/[H+].  '  '    ■'     ^'  . 

Parameters:  A  pH  meter  can  be  used  to  measure 
the  acidity  or  alkalinity  of  an^  aquews  solution. 
Because  body  fluids  are  aqueous  solutions,  a  pH 
meter  can  be,  and  often  is,  »used  to  measure  the 
pH  of  these  fluids,  the  pH  of  body  fluids  varies 
from  one  body  fluid  compartment  to  another  and 
sometimes  varies  within  the  same  compart- 
>  ment.  For  example,  the  pH  of  normal  arterial 
tlood  is  approximat(ely  7.4,  whije  ttie  pH  of  nor- 
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mal  venous  blood  is  about  7.35.  Urine  pH  can 
vary 'from  as  low  as  4.4  to  as  high  as  7.8.  Con- 
versely, gastric  juice  has  a  jpH  that  vaqes  from  1 
to  3,*  whife  ileal  chyme  may  have  a  pH  near  8.0. 

Research  Application:  Examples  of  situations  in 
which  a  pH  meter  can  be  useful  to  a  researcher 
include:  measuring  the  pH  of  gastric  juices  aspi-  . 
rated  via  a  nasogastric  tube,  measuring  urinary 
pH  after  the  treatment^pf  acid-base  disorders, 
measuring  urine  pH  in  sul^ects  on  special  diets, 
etc.  In  the  laboratory,  the  pH  meter  is  used  to 
measure  the  pH  of  buffered  solutions  to  be  used 
for  enzymatic  reactions  such  as  glucose  oxidose 
in  the  determination  of  plasma  glucose,  and  buf- 
fered solutions  ustd  for  electrophoresis  of  pro- 
teins, etc.  The  pH  meter  is.  a  very  important 
research  tool.  ^ 

Description:  A  pH  meter  is  a  device  with  a  glass 
electrode  that  converts  iohid  potentials  into. 

.  electronic  potentials.  Whejn  the  glass. electrode 
is  immersed  in  a  solution  containing  hydrogen 
ions,  an  electrical  potential  is  generated  across 
the  thin;  glass,  semipermeable  membrane  (one 

.whichoallows  only  passage  of  hydrogen  ions).  In 
practice,  the  glass  electrode  is  composed  of  a 
bulb  of  special  glass  fused  to  the  end  of  a  tube  of 
ordinary  glass.  The  inside  of  the  bulb  contains  a 
solution  of  known  pH  that  is  in  contact  with  a 
metal  electrode.  /The  glass  electrode  and 
another  reference  electrode  are  placed  in  the 
solution  to  be  measured.  It  is  the  potential  be- 
tween the  two  electrodes  that'is  measured  and 
expressed  as  pH.   ..  :  ^* 

The  electrodes  Used  for  pH  m'easurement  are 
polaragraphic-type  electrodes.  The  reference 
electrode,  Avhich  is  .  a  calomel  electrode,  has  a 
minimal  electrode  potential  to  provide  a  stable 
'reference.  The  pH  electrode  is  a  glass  electrpd'e 

-  incorporating  a  special  hydrogen-ion-sensitive  , 
gla^s  in  the  measuring  region.  This  special  glass 
allows  hydrogen'  ions  to  flermeate  the  gla«s 
membrane  apd  thus  develop  an  electrode  pqten- 
tiarbetweeri;the  measuring  and  reference  "elec- 
trodes. 

-  As  in  any  cheipical  measurement,  tempera- 
ture is  important  for  accuracy,  and  all  pH  con- 
trol units  provide  a  means  of  compensating.for 
tfemperatiire.  .   V.  '  ■ 

'^he  elect  ricaHmpedance  of  these  electrodes  is 
extremely  higtCand  ittis  for  this  reason  tha£  a 
special  jpieasuring  instrument  must  be"  used 

with  them.     .    *  ' 

There  are  in^struments  available  Avith  a  single 
rahge  of  from  0  to  14,  as  well  as  instruments 


with  expanded  ranges  for  greater  accuracy  ahd 
resolution  if  needed.  j        '   i  . 

As  the  potentials  developed  by  the  hydrogen 
ions  represent  a  basic  measurement,  it  is  gener- 
ally possible  to  interchange  one  manufacturer  s 
electrode  with  another  manufacturer's  control 
unit  as  long  as  the  electrical  connections  care 
compatible.  It  is  important  that  the  researcher 
be  aware  that  there  is  an  extremely  broad  range 
6f  electrode  configurations  available  commer- 
cially. . 

Although  there  kre  some  rugged  and 
maintenance-free  el^trodes  available  for  in- 
dustrial applications, '  the  normal  electrodes 
used  in  a  laboratory  or  medical  environment  are 
very  fragile  and  require  periodic-maintenance. 
Instructions  are  usually  provjded  with  the  elec- 
trodes, which  describe  the  satufatedtsalt  solu- 
tions that  must  be  used  in  each  electrode  to 
provide  the  interconnection  between  the 
measuring  point  ^nd  the  electrical  Circuit. 

Beca^ise  of  the  very  high  electricarimpedance 
of  these  types  of  electrodes,  difficulties  can  b^- 
encountered  if  measurements -must  be  made  in 
strong  eliBctrical  fields.  Such  fields  can  produce 
artifacts  or  erroneous  readings. 

Comments:  Commercially  available  pH  meters 
range  in  price  from,under$100  to  approximately 
$1,000.  Normally,  one  can  expect  to  find  that  the 

'.  stability, -accuracy,  resolution,  and  the  ease  of 
readout  of  the  instrument  are  directly  j)ropor- 
tional  to  the  prjce.  '  ;    ^  ,  \  ^. 

In  some  body  fluids  such  as  gastric. juices, 
there  can  be  very  wide  ranges  in  the  pH,  and  a 
reldtiyely  inexpensive  instrument  may  be  suit- 

t  able.  However,  if  one  is jooking  for  subtle  differ-^ 
ences  iri  bfoo^,  it  may-  be  necessary  to  have  one'' 
of  the  mgre  expensive,' pi'ecifee  iri.struments,  in 
order  to  determine  the  small  changes  in  pH  that 
can  be  very  significant. 

"  .  ■  .. \  ■  '  -    :      ■ '  ■ 

Instrument:  Polygraph 

y  Variables;  The  p'ol^graph  is  a  general  purpose 
"  recorder  that  can  be  used  to  make  permanent 
recordings  of  many  variables,  including  pres- 
.sure,  force,  temperature,  *flo;w,  and  electrical 
events  such  aatfaf  electrocardiogram  (EKG),  the' 
electromyogram  (EMG),  and  the  electroenceph- 
.  alogramXEEG).  '        ^  '  ^.       .  \A 

Parameters:  Polygraphs  can  be  used  to  record 
such  a:  variety  of  different  variables  that  they 
are  an  essential  tool  in  any  research  laboratory 
that  records  biophysical  yanables.  In  general, 
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polygraphs  amplilfy  and  record  weak  biv.?hy  sical 
signals.  These  instruments  are  used  in  conjunc- 
tion with  a  variety  of  detectors,  which  are  either 
.  electrodes:  or  transducers,  (See  the  description 
of  the  blood  pressure  tra  elsewhere  in 

this  compilation,)  Transducer 
"  ical  energy  or  events  into  electrical  signals  that 
can  be  amplified  and  recorded.  THe  transducers 
are  connected  directly  to.  the  preamplifier  input 
citcuits  of  the  polygraph  as  shown  in  figure  5.  As 

'.    m  Rtcording  Ptf»t 
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Figure  S^BIock  diaeram  Of  a  pQlygraph 

many  different  kinds  of  transducers  can  he  used 
^  -\yith  a  polygraph,  the  irivestigatpr^needs  only 
""^^^^^e  multichaiinel  polygraph  in  order  to  record  a 

yarfety^f  different  kirxds  of  biophysical  signals. 


preamplifier  and  further  intensifies  the  signal 
strength  in  order  to  drive  or  move  the  recording 
pens.(oscillographs).  The  pens  record  the  signals 
produced  by  the  transducer  on  paper  for  a  per- 
manent record.  (See  figure  5  for  a  block  diagram 
of  this  instrument.) 

The  poly grjiph  includes  those:  components 
within  the  dashed  lines.  The  detector  (trans- 
ducer or  electrodes)  are  connected  directly  to 
the  preamplifier  portion  of  the  polygraph. 

Polygraphs  have  a  timer  pen  that  makes  a 
riiark  each  second  for  a  time  base,  A  signal 
marker  is  also  available  on  most  polygraphs^to 
mark  or  signal  both  the  time  and  duratiofa  of 
specific  events  or  stimuli.  They  may  have  from  2 
to  12  channels  for  simultaneous  recording. 

Comments:  These  instruments  are  available 
commercially;  cost  depends  an  bothildie  quality 
and  number  of  cihannels  needed.  Although 
polygraphs  appear  to  be  quite  complex  (and 
often  are),  they  are  not  difficult  to  learn  to  use. 
An  investigator  can  learn  to  use  andibalance  a 
polygraph  in  2  to  3  hours.  Because  :polygraphs 
record  so  many  kinds  of  variablesJaimultane-- 
ously,  they  are  ohe  of  the  most  .uOTfcl  instru- 
,mentsused  in  a  physiological  reseaarii  labora- 
tory,       ■  .  0  .  • 


Researi^h  Applicition:  Because  the  polygraph  is 
a  general  purpose^^triiment,  it  has  a  broad 
variety  of  jappfications,  With^tjie  appropriate 

transducCT/the  polygraph  can  be  used^^record  ^  ^      «  u 

SHressu^^^ 

.    _   ,ror.fi^Piil5ir       Vairia|)Ie:-^ody  tempierature  i^  the  variable 

3ure3 


.  'venous,  pulmonary  capillary  wedge,  ventricular 
and  atrial  pressures  during  the  cardiac  cycle,. 

Vlind  cerebral. spinal, fluid  (CSP),  With  an  inte- 
grator circuit,  polygraphs  can  be  used  to  record 
blbod'and  gas  flow.  Used,  with  a  force  trans- 
ducer, it  can  be  used  to  record  muscle  tension. 
.With  electrodes,  the  polygraph,  can  be  O^sed  to 
■  record: electrical  activity  in  the  heart,  brain,  or 
muscles.  Intracranial  (CSF)  pressure  c^n  be 
recorded  during  various  kinds  of  activities  in 
p6stoperativ(B  .-neurosurgical  patients.  It  can 
also  be  used  to  determine  cardiac  output  in  pa- 
tients who  are  being  treated  for  a  variety  of 
illnes^esi  :^ 
Description:  The  polygraph  comesin  a  variety  of 
sizes^V^hapes,  and  price  ranges.  It  usually  con- 
sist&of  an  amplifiisr  section  and  a  chart  recorder 
section,  both  housed  the  same  c^^birieti  The 
amplifier  section  is  subdivided  into  pre^m^er 
and  driver  amplifier  sections*  Tran§ciuS>&^are 
-coupled  to  the  ^Preamplifier,,  The  preamplifiers 
may  be  specialized  for  recording  specific  yari- 
ablesi  e.:g,,  the  ECGi  or  the  electronic  integra- 
tion of  specific,  signals:  The^driven-amplifier 

^receives    the  signals  ^?om  'the 


being  measuret 

Paramete^s^  -Biet^^-eore^^aad  ^  surfa^e^enipfera^ 
tures  can  be  measured  by  this  ii^strument.'XJDre-^ 
temperature  is  accurately  regulated  and  in 
''healthy"  persons  does  not  vary  from  mean  ref- 
erence values  by  .more  than  1°  Fahrenheit.  (F,)  or 
■0,6°  Centigrade  (Ci^^  Suifacepr  skin  temperature 
does  rise  and  fall  because'that  is  a  function  of 
the  operational  v^triabl^s  that  promote  heat 
production  or  heat  loss.  These  operatipnaJbvasrir 
ables  include  such  factbrs  as  metaboliflan^pfiwir 
rohmer^,  age,'£^nd  sex^  : 
-  The,iifstrument  is  useful  innneasurii|»iiiiiiir  or 
internal  temperature  in  orifi^ces  pf  the  L^ii  nwi^K 
as  the  mouth,  ear,  rectum,  or  vagiiia.  fflmTiH  r  or 
skin  temperatures  call  al^o  be  meaauind^ibait  ^ 
spiecial  flat  probe  miiat  be  used,  to  enaBe^at 
the  instrument  will  be  insensitive  to«n*fent 

Research  Application:  The  inside  tempBiatizie  of 

the-  bod^  remains  almost  exactly  coBBte^ 
cept"when-a"'persdn^devel<q)s  a  fetaae^flor  a 
hypothermic  condition.  These  condhSonstfCan 
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Stem  froik«hn<)raadities  in  the  preoptic  area  of 
the  ante^^^ror  hyp<rtfaaliiius;  toxic  substances  ^f- 
fectin^  me  hypothalmus,  .trauma,  bacterial 
organiCTK.  and  a  variety  of  other  factors.  Depend- 

*  ing  on  t-fcuccause,  the  body  temperature  can  as- 
cend, or  ^Ascend  rapidly  within  a  few  hours  or 

■ :  over  a  peniod  of  days.  As  mpulses  affecting  body 
temperature  are  received  by  the  hypothalmus, 
comtrol  or  thermostatic  regulation  processes  be- 
gin. These  processes  have  a  di-rect  relationship 
\o  the  surface  temperature,  which*is  controlled 
by  a  feedback  mechanism  that  Regulates  the 
body'*  rate  of  heat  loss  and  heat  production. 

Description:  Transducers  for  measurement  of 
this  variable  are  constructed  of  materials  that 
have  a  high  negative  temperature  coefficient  of 
resistance  and  are  generally  known  as  ''body 
temperature  probes/'  They  are  available  in 
■  many  configurations  and  are  manufactured  to- 
,yery    tight    tolerances,  'which    allows  each 

-  '^'series''  of  probes  to  be  interchanged,  with  a 
single  control  unit  without  the  need  for  indi- 
vidual calibration  of  each  ^robe. 

Tlfl^**iw»t6r  temperature  probes  are  used  witH 
a  co*fif^>L  unttrthat  has  been  especially  designed 
to  m^crh  the  transducer  and  to  linearize  its  var- 
iatiom*  with  respect  to  temperature.  The  control 
unit  uueasures  arid  converts  the  electrical 
.  .  resistance  otthe  probe  to  a  meter  reading  th^t 
is  caipirated  directly  in  degrees  Fahrenheit  CF) 
or  Centigrade  CO. 

It  is  important  to  ^low  sufficient  time  for 
making    accurate    measurements    with  all 
temperature-measuring  devices.''When  probes 
are'first  placed  into  position,  they  momentarily 
...  lower.th^  temperature  of  the  surrounding  area: 
For  equilibrium,  it  is  necessary  to  allow  time  for 
the  body.  area  to  return  to  >ts  "pre-pro^je'  tem- 
perature and^to  allow^time  for  the  probe  it  self  to 
equilibrate  with  its  surrounding  tetnpiBrature. 
^Sbie- time  required  for  such  recovery  is  approxi- 
:  ma^y  "7  to.lO  seconds.  After  that  time,  the  unit 

-  will^ithfuUy  follow  body  or  skin  terriperature 
changes,  \ 


Another  instrument  that  can  be  used. to  pro- 
vide an  electrical  indication  of  temperature  is 
the  thermocouple.  A  thermocouple  is  made  up  of 
two  dissimilar  met^  which,  when  they  come  in 
contact  with  each  othe*^  sfenerate  a  voltage  that 
is  directly  proportion  to  ^he  temperature  of 
that  junction.  A  nu  '  staJidard  ther- 

mocouple materials  a  lable^Bowever,  the 

voltage  generated  by  evices  at  body,  tem- 

perature is  quite  low,  ^  change  in  voltages 

generated  within  the  :  o  45**  C  range  is  very 
low.  Thus,  these  dev.  anerally  require  con- 
trol units  that  amplify  the  Voltages  in  order  to 
provide  an  instrument  readout  or  a  recording. 
'  Another  aspect  of  the  thermocouple  type  of 
measurement  is  that  it  requires  a  "reference 
junction.''  These  reference  junctions  are  avail- 
able on  a  commercial  basis.  It  is  no  longer  nec- 
essary ;to  use  an  ice-bath  reference,  as  Was 
originally  dojie  when  thermocouples  were  first, 
used. 

Comments:  Thermistor  temperature,  probes,  a 
form  of  semiconductpr  material,  provide  excel- 
^    lent  temperature  measurements  with  an  elec- 
.  trical  readcJUt  at  a  relatively  reasonable  cost. 

They  are  widely  used  in' clinics,  as  well  as  in 
,  research.  .  - 

These  devices  are  used  because  they  provide  a 
r.elatively  large  electrical  change  per  degree  of 
temperature  change  . and  also  work-very  well  at 
body  temperature.  Due  to  the  high  output  of  the 
probes^with  respect  to  temperature  changes,  a 
'  relatively  inexpensive  control  unit,  which  can 
make  accurate  temperature  measurements,  is 
^provided.        '  .  ^      .  . 

Temperature  measurenient  devices  can  be 
used  for  monitoring  temperature  oh  a-  continu- 
.ous  basis.  With  a  slightly  more  sophisticated 
control  unit,  they  can  be  used  to  control  a  sub- 
.  ject's  temperature  by^  cbntroflinif  exterriai. 
sources  of  temperature  controJ,  efgi,  hypother- 
mia. 
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Nervous  System 


Instrument:  Electroencephalograph 

Variable:  The  electrical  activity  of  the  brain  is 
the  varialiie  to  be  measured.  This  can  be  further 
defined  as^^he  bioelectrical  potential  waveforms 
generated  by  central  nervous  system  (CNS)  . 
neuronal  activity/'  Both  the  intensity  and 
patterns  of  this  electrical  activity  are  for  the 
nrios^  part  a*  result  of  overall  excitation  from- 
the  reticular  activating  system  (RAS). 

Parameters:  The  iastrument  is  limited  to 
measuring,  ampliifying,  and  displayinig  thie  elec- 
trical potentials  of  the  brain  with  respect  to 
time.  The  graphic  record  of  the  bioelectric  po- 
tential produced  by  the  instrument  is  cajled  an 
electroencephaldgram*(EEG).  Information  from 
the  EEG  can  be  interpreted  to  determine  levels" 
of  sleep,  levels  of  alertness,  types  of  epilepisy,  the 
presence  of  brain,  tumors,  etc.,  as  well  as  for  the 
measurement  of  disturbances  in  the  EEG  pat- 
tern from  various  external  stimuli.  The  instru- 
ment is  relatively  expensive  and  requires  skill 
in  its  operation  and  interpretation  of  the  re- 
sults, "  .  - 

Research  Application:  A  f crtm  of  the  electroen- 
cephalograph has  been  bii  the  maitet  since  1935 
and  has  been  used-in  research  activity  since 
that  time.  The  instrumentrhas  a  long  history  of 
reliability.  Currently,  the  instrument  is  widely 
used  for  diagnostic  purposes,  as  welF  as  for 
monitoring  purposes  such  as  determining 
anesthetic  level  during  surgery.  Some  re- 
searchers ar:e  using  the  EEG  as  an~^vokedi_ 
re'i^ponse  indicator  when  investigating  such  fac- 
tors as?ceritral  nervous  system  (CNS)  responses 
to  ^auditory;  temperature,  electrical,  mechani- 
cal, and/or  chemical  stimuli.  Investigators  are  : 
also  using  the  EEG  to  obtain  data  regarding 
questions  concerning  biofeedback. 

Description:  EEG  measurement  is  noninvasive 


for  it  is  made  by  placing  small-surface  or  sub- 
dermal  electrodes  i n clinically  isstablished, 
standardized  locations  around  the  subject's 
head.  The  small  electrophysiological  voltajges^ 
that  are  generate^  (10  to  200  microvolts)  are' 
amplified/ by  low-noise,  high-gain  amplifiers, 
which  have  adjustable  frequency  bandwidt'hs 
and  are  recorded  on  a  n^ultichannel  ink  recorder 
(polygraph).  A  standard  ^hart  speed  of  30  mil- 
limeters per  second  is  used  for  the  clinical  EEG. 

Mdst  EEG  instrumentation  has  the  capability 
of  recording  signals  recisived  fxom  various  re- 
gions o|l  the  brain.  The  multichannel  systems 
have  a  switching  panel,  or  box,  that  allows  Ihe 
investigator  to  select  any  pair  of  electrodes  for 
each  channel  of.the  EEG  system.. 

Multichannel  EEG  systems  usually  number^ 
either  8  qi^16  channels.*^  A  connection  box  to, be 
located  near  the  patient  is  often  provided.  .The 
box  may  have  a  drawing^  of  a  head^  that  shows 
the  jacks  located  in  the  standard  lead  locations. 
EEG  sy^ems  are  designed  to  use  multipen  ink 
VecqrdCTB. with  "fan-fold"  papetr  which  lends  it- 
self especially  well  to  both  quick  scanning  of  the 
record  and  storage  ofth^record. 

There  are  three  modes  of  recording  lited  in 
making  a  routine  EE^G,  i.e.,  unipolai,  averaging 
referencfe?^  and  bipolar.  The  cjiaradifiristi^  EEG* 
wav.efonfts  have  been  calaegaorized  into  EEG  fre- 
quency bands  or  rhythms: 

delta  0.5  Hz—  4  Hz^ 

theta.     •     4^    Hz—  8  Hz 
alpha  a  .  H?— iil  Hz  -  , 

beta  13  Hz— 22  Hz  , 

gamiHa       22  Hz— 30  Hz 

Comments:  In  order  to  jeaaep  the  electrode  resist- 
ance low,  theiEEG\ledzEodes  must  be  properly 
applied.  If  resistance  's  M^,  the  electronic^sys- 
tem  becomes^veiy  suscep(tdMe  to  electrical  noise 
such  as  60  Hertz  power  lines,  and  artifacts-may- 
obscure  the  EEG  sigrnals. 
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Reproductive  System 


Instrument:  Fetal  Heart  Monitor 

«       .  *■■*'* 

Variable;  The  measurement  of  the  fetal  heart 
rate  is:the>Ariablei  .  ^ 

Parameters:  The  fetal  monitor  is  designed 
pilmarily  to  measure  the  fetal  hrep;rt  rate  (FHil>,i;>- 
although  some  fetal  monitors  have  the  capabil-.. . 
ity  of  measuring  associated^  maternal  Ribor 
activity  or  uterine  contraction  patterns.  Meas- 
urement of  the  FHR,.by  direct  electrocardio- 
gram  (ECG)  depicts  the  electrical  activity  of  the 
ffetal  heart.  The  direct  method  of  monitoiring.the  - 

:FHR  is  more  precise,  but  it  can  be  initiated  only 
afte^  the~cefvix  is  dilated  to  at  .least  2  or  3  cm. 
and  after  rupture  of  the  fetal  membaranes.  Con- 
siderable skill  is  required  to  attach  tlie  elec- 

^trades  to  the  fetal  scalp.  / 

Indirect  measurement' of  the  F&R  by.ul- 
trasound  device^  is  based  on  the  principle  that 

V:Soiind  waves  return  to  the  transmitting  source 
at  a  slightly  altered  frequency,  if  they  are  re- 
flected back  from  a  moving  object.,;The  indirect 
,method  of  monitoring  FHR  is  noninvasive  and 
requires  less  skill  to  apply;  however,  because 
fetal  agitation  causes  interference,  the  rnater-^ 
nal  ECG'  may  be  recorded  instead  of  the  fetalr 
ECG.  > 

:  Research  Application:  External  chang^^as  ^ell. 
'■as   internal  changes,   will;  alter  thev  FHR 

throughout  pregnancy.  Researchers  are  in- 
:  *teres[ted  in  the  study  of  FHR  in  a  given  jropu la- 
1  tibn  of  noVmalj^estating  subjects,  as  well  as  the 
•  effect  of  controUied  variables  on  the  EHR.  The 
"  effects;  of  drugs,  smoking,  situational  stress,  and 

other  factors  on  PHR,  with  subsequent  aitera- 
'  t  ion  sin  growth  ^a^^  are  only^a  few 

o£  the  <iuestion3  beinjg  raised  by  researchers.  • 
'  Mbnitori^^  F"HR  during  stages  of  delivery 

.  ■  haa  un limited  p Qten tial  for  study.  ,In  clinicjp.1 

obstetrics  one  of  the  ^primary  uses  of  the  fetal 
;  heart  mohitpr  to  _da^^^  idetntification  of 

;the  degripe  6f  feta^^  ^i^h  in- 

ducj^djabor;  ■    '''r  : 

'  Description:  Direct  instrumentation  of  the  fetal  . 
ECG  is  obtained  with  a  fetal  scalp  ^electrode  that 
was  discussed  abo>^i  This  is  a  consistent  . 


method  of  obtaining  FHR.  A  nonfade\  oscillo- 
scope is  provided  to  display  the  fetkl  EGG.  The 
units  are  commercially  available  and, will  autor 
matically  adjust  for  proper  sensitivit3)r.«  The 
FHR  is  displayed  on  the  digital  display  with  a 
range  of  30  to  240  beats  per  minute  (bpm).\ 

Indirect  measurement  of  the  FHR  can  We  ob- 
tained with  a  variety  of  techniques  and\inkru-  , 

'iftents:  V  ' 

1.  Ultras6rffc  measurement  or  somoca^diog- 
raphy  utilises  the  noninvasive  external  applica- 
tion of  tfie  Dopplerceffect;  i.e.^  differences  in  the 
frequency  of  ultrasonic  waves  can  be  converted 
into  auditory  or  visual  outputs. 

2.  The  phonotransducer  amplifies  FHR 
measured  via  phonocardiograph^yrThWrs  an  ex- 
ternal,, noninyasive,  harjnless  method  of  fetal 
monitoring.  The  signals  are  obtained  by  somo-^  ^ 

cardiography.  -         ^  i 

3.  Pressure  transducers  can  bemused  to  meas-' 
ure  FHR -and  uterine  contraction  patterns  ^ 
either  directly  or  in:<firectly.  Indirect  measure- 
ment of  the  strength  of  uterin;j  contractioxis  in- 
volves the  application  of  an-abdominai-pr^ssure 
transducer  to  measure  abdominal  distention. 
Direct  measurement  of  uterine  contractions  is 
accompli islied   by  the  placem'ent   of  an  in- 
trauterine catheto  introfduced  through  the  di- 
lated cervix.  Thecathete^is  then  attached  tQ^an 
external   pressure,   transducer.    Again,  the 
placement  necessary  cfor  direct  measurement/ 
requixes  a  congiderable  amount  of  ^kill  on  the 
researcher's  pa rL 

Comments:  A  majdr  liifhitation  of  electroiiic  fetal 
heai$.  monitpring^  during  delivery  is  the. diffi- 
culty, in  .interpretation  of  the  fetal  heart  rate- 
uterine  contraction  (FHE-UC)  record.  Many 
classificatioris  ^of  FHR-UC  patterns' have  been 
published  but  thei:eJs_as  yet  no  agreement  oh 
the  specific  incidence  of  fetal  acidosis  associated 
with  each  ominous  and  innocuous  pattern  iden- 
tified. It  should  also\  be  noted  that  direct 
J'HR-UC  measurementsvare  not  ^yithottt  dan-  < 
gers  to  the  fetus  and^theN^bther^  an^  indirect  , 
measurement  techniques  are  subject  $o  error  , 
from  a  variety  of  sources. — Li^--^—  ^ 
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Respiratory  System 


^  InstFument:  Blood  Gas  Analyzer  an^  the  Van- 
Slyke  Manometric  Apparatus 

.  Variables:  The  yariables  rneasure4,'&re  the  arte- 
rial pH  alid  either  the*  amounts  of  oxygen  (Oz) 
and ig^bon  dioxide  (CO2)  in  arterial  blood,  or  the 
paTtial  pressures  of  oxygen  (PO2)  and  carbon 
dioxide  .  (PCO2)  in  »tHat  blood.  Arterial  oxygeii, 
carbon  dioxide,  and  pH  are  often  referred  to  as 
-<the  arterial  ''blood  gases."  The  partial  pressure 

\0t'agas  dissolved  in  a  liquid  is  the  contribution 
that  gas  makes  to  the  total  pressure-  of  all  gases 
dissolved  in  the  blood.  The  quantity  of  gas  phys- 
ically dissolved  in  the  blood  and  also  the  quan- 
tity of.  gas  combined  with  hemoglobin  are 
proportional  to  the  partial  pressure  of  th6  gas. 
The  pH  is  an  exponential  function  of  the  hydro- 
gen ion  concentration.  ' 


Pirarnetefsr-^T  variables  ,are\,usually  ex- 
pressed in  terms  of  pressure— millimeters  of 
Tnercury-(mm-Hg;:)  or  Torr  (-l-TH3rr--l-mm.-Hg^^^^^^^ 
The  average  ;iralues  of  PO2  and  PCO2  vary  with 
*  age.  For  a  normal  20-  to  30-year-old  heaKhyTper- 
san,  the  partial  pressure  of  oxygen  in  artferial 
'blood  varies  froiv  95  to  100  .Torr;  the  partial 
pressure  of  arterial  carbon  dioxide  is  approxi- 
mately 40  Torr.  The  urtierial  pH  J^a  normal  adult 
varies  from  7.3T  to  7*43.  :  ^  -  ^ 
/  A  blood  gas  analyzer  measures  the  pH,  JPO2, 
and  PCO2  of  blood  samples.  The  volume-of  blood 
required  for  ianalysis  varies  from  a  few^tenths  of 
a  milMfliter  (ml)  to  2  ml,  dej>ending  on  the  kind  of 
r  analyzier  being  used.  .  ^ 

\  Research  Application:  Blood  gas  analysis  is  used 
.  in  two  separate  but  functioniaUy  interrelated-^ 
ways,  it  is  tispd^to  assess  cardiopiilmonary  func- 
tion aitd  to  determine  acid-base  status.^Knowing 
'  the  PGr  and  PC62  allows  the  investigator  to 
determine  w.);iether  pr  not  the  blood  is  bbing 
adequat^y  oxygehatl^Mi^^w  not  CO2 

is  being  removed  at  a^^at^^  sufficient  to  maintain 
CO2  l^emeostasis/Le., 

of  the  lungs  and  the  gas  exchange  apross  the 
alveoIociapiHa^  membraAe  is  adequate^ JTW 
--^technique-is-also-valuab  le;^innass^ 
;  tory  status  of  patients  wth'^jpulmonary  disease 
r  of  aihy  kind.      '  :     :  .  . 


•   "  When  the  PO2  and  PCO2  are  measured  along 

^  with  pH,  the  researcher  can  calculate  or  (Jeter- 
^  tnine  the  bicarbonate  ion  concentration  of  the* 
arterial  blood,  and  a  subject's  acid-base  status 
.  can  b^  accurately  identified.  The  effectiveness 
of  various  interventions  on  cardiopulmonary 
functipn  and  acid-base  status  can  then  be  ascer- 

:  tained.  For  example,  the  adequacy  of  tracheal 
suctioning,  postural  drainage,  and  assisted  yen^ 
dilation  may  be'  assessed  using  blood  gas 
analysis.  New  procedures  and  therapy  for  im-' 
proving  ventilation  or  treatment  of  acid-base 
Hisorders  and  respiratory  diseases  jnay  be  eval- 
uated in  terms  of  changes  -in  arterial  blood* 
gases.  ^ 

 \  '■  -  -J.-  -  -  ■  ■  ■    _  0  . 

Description:  Ther^  are  two  methods^raerally_; 
-used for  dej;erminin^~thearr^^    of  O2 and  CO2 
in  blood.  These  are:  (1)  the  separation  method 
using  the  Van  Slyke  manometrib  apparatus,  in 

 -which-the  gasefi  are  separated  from  the  blood 

and  then  the  pressures  of  these  gases  are  de- 
termined in  a  known  volume;  and  (2)  the  acid- 
base  method,  in  which  partiar  pressures  are 
measured  via  PO2  and  PCO2  electrodes.  The  sec- 
ond .method  is  more  commonly  used  than  the 
first  because  it  is  simpler  and  much  faster. 

In  the  separation  methody  the  blobd  gases  are 
usually  sieparated  from  a  mie'asured; quantity  of 
blood  using  a  vacuum.  The  pressure  of  the  mix- 
^  lure  of  gases  obtained  is  measured  manometri- 
cally,  after  which  the  CO2  is  absdrbed.  The  pres- : 
sure  is,again  measured/theoxygen  is  absorbed, 
and' the  pressure  of  the  remaining  gi^s-r-nitro- 
gen— is  measured.  The  amount  of  O2  .and  CO2 

-_jnay  be  calculated  from  these  measurementst 
^   There~are^therLtechniques  for  separatmg  the 
gases Jfrom  the  Blood^foirmeasui^ng^t^  quan 
tities  of  gases  once  separjated,  but  they  a 
ilar  to  the  technique  just  described.  ' 

The  afcid-base  technique  for  measuring-PGOi  - 
and  PO2  involves  the  use  of  three -special  elec- 
t rodesra^H' electrode,  a  PC62  electrode,  andia  [ 
PO2  electrode.  These  electrodes,  together  wit^  s;^ 
J]^rTa)Uficati^ 

T  the  partiaTpressures  of  P2and  CO2 directly.  This 
'  ^technique  is  probably  the  simp  lest  technique  for  v 
meiasuring  the  desired  ■parametei^  land  ik-  the 
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most  commonly  used  clinical  method  fo^  deter- 
mination of  blood-gases.  •.'  ' 

Comments:  Th^  transport 'aiid  interchange  of  O2 
and  C62  in  the  blood,  lungs,. and  tissues  is  one  of 
,the  rpbst  basic  functions  of  the  cardiac  and  pui-  . 
'monary  systems.  For  this  reason,  blood  gas 
analyzers  are  widely  used  diagnostically  in 
pulmonary  function  laboratories  and  in  inten- 
sive care  settings. '  : 

Care  must  be  taken  in  obtaining  and  handling 
Jbhe  blood  sample,  so  that  the  sample's  pH,  PCO^ 
^and  PO2  are  not  altered  before  being  analyzed, 
ir^the.t^e  6f  analyzer  being  used  utilises 
electrodes,  care  must  be  t^ken  to''  protect  the 
electrodes  f rbxn  datnage.  This  is  true  both  when 
operating  the  dtevice  an^when  storing.it.  Also, 
.  the  machine  must,  be  carefully  and  frequently 
checked  for  accuracy  against  known  standards. 
If  the'tnachine  has  drifted  from  its  standard 
fitettings,  it  must  be  recalibrated. 

<  * 

. Instrument:  Oximete r  ;    .  *  ■  . 

Variable:  The. variable  measured  is  the_percent 
[  saturation  of  hemoglobin  with  oxygen  (Oo).  The 
oxygen  saturation  of  b'lood  (percent  saturation 
of  hemoglobin)  is^efined  as  the  oxygen  content 
of  the  blood  divided  by  the  oxygen.carrying  ca- 
pacity of  the  blodd  multiplied  by  lOp. 

^  Parameters:  The  percent  saturation  of  h6mpglo-; 
'  bin  is  independent  of  the  concentration  of 
hemo'globin,  and  is,  therefore,  a  useful  parame- 
•  ter  for  comparison  ..of  oxygenation  of  blood  be- 
\  tween  subjects  or  in  the  same  subject  when  tjie 
'   concentration*of hemoglobin.varies. 

In  a  normal  healthy  subject  breathing  air,  the 
-  percent  saturation  of  hemoglobin  will  vary  be- 
tween 94  an<i  .  97  percent.  "Percent  saturation 
*  niay  be  reduced  well  below  94  percent  in  'res- 
piratory  disease.  Full  sgituration  of  hemoglobin 
cannot  be  attained  while  the  subject  is  breath- 
ing air  at  atmospheric  pressure.  Generally,  the 
partial  pi^essure  of  oxygen  (PO2)  of  art.erial  blood 
must  be  in  excess  of  150  Torr  in  a  healthy  person 
;  tb  fully  saturate  all  the  hemoglobin.  To  achieve 
an  artferial'POz  of  150 'Torr,  the  inspired  gas 
should  contain  approximately  30  percent  oxy- 
— geri,  ire.Tan  rnspiredT^O^  oTabdut  200  Tor r.^ ^ 
^^"^^The^oximeter  is  not  as  accurate  for  deterrnih- 
ing  i^erceiSl'^saturaU     of  blood  as  n^ore  direct 
methods^uch  as  blood  gas^alysis.  Thus,  if  p-re- 
"5iii~d^ermination"s  are  nec'^ssary,  the  oximeter^ 
is  not  the  best  instrument  to  use.  • 


Research  Application:  The  oximeter  is  best  used 


in  conjunction  with  a  measurement  of  arterial 
blood  gases.  Once  a.  baseline  has  been  estab- 
'  lished  for  percent  saturatibn,  the  oxinieter  can 
be  used  to  ttetermine  whe.ther  or  not  there  have 
been  changes  in  percent  saturations  related  to  a 
given  procedure.  It  is  especially  useful  in  situa-  • 
tions  in  which  repeated  or  serial  arterial  hlood 
samples  are  difficult  to  obtain  or  in  v/hien  it  is 
necessary  to  minimize  invasive  techniques.  Be- 
cause percent  saturation 'is  the  only  variable,^ 
obtained,  the  oximeter  is  not  as  versatile  nor  as 
useful.an  instrument  as  a  blood  gas  analyzer. 
•  The  oximeter  can  be  used  to  measure  chaYiges 
in  percent  saturation  of  hemoglobin  of  a  subject . 
w|th' respiratory  disease  after  specific  kinds  of 
interventions.  It  may  also  be^uSed  to  assess  the 
efficacy  of  oxygen  therapy  in  patients,  who  are 
hypoxemic,  to  correlate  changes  injoxygenation- . 
with  changes  in  respjiatofy  patterns,  to^observe 
the'effects  of  exercise  upon  oxygenation,  and  to. 
measure  changes  in  oxygenation  of  blood  in  pa^  ^ 
tients  with  cardiac  dysfunction. 

Description:  The  oximeter  is  an  instrument  used 
-to -measure  oxygen— saturatiort--o£^.bl(^od_via^ 
noniritrusivc  techniques.  The  detector  is  at- 
tached to  an  earclip  that  hol4s  a  light  source  on 
one  side  of  the  pinna  of  the  ear  and  two  sensors 
on  the  other  side  of  the 'pinna. 

The  function  of  the.  oximeter  is  based  upon  tlie 
light  absorption  properties  of  .hemoglobin.  The 
amount  of  light  absorbed  by  the  hemoglobin 
molecules  vdri^s  with  the  percent  of  henioglobip 
saturation.  The  determination- of  hemoglobin 
'  saturation  is  accomplished  by  measuririg  the^ 
li^ht  absorption  of  a  transilluminated  web  of 
tissue  that  has  a  rich  supply  of  capillaries,  e.g., 
the  pinna  of  the  ear. 

ft 

Comments:  Although  the  oximeter  is  not  as  ac- 
curate as  somd  other  in strurfvents  for  measuring 
the  oxygen  saturation  of  blo6d,  it  is  useful  be- 
cause of  its  simplicity,  and  because  it  utilizes  a 
noninvasive  technique.  Oximetiy^  instriimerita- 
tion  is  still  being  improved,  is  expensive,  and,  as 
stated  above,  is  used'chiiefly  to  measure  changes 
in,  rather  than  exact  percent  of,  oxygen  satura- 
tions. ^  •   . . 


Ir.i^tirumeht:  Spirometer        .       .  * 

Variables:  The  actual  variables  measured  using 
spirometry  are  the  volume  of  air  expired  during, 
various' maneuvers  and  the  time  required  to  ex- 
pire that  volume.  Krom  these  two  va.riables  a 
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researcher  may  obtain  a  measure  of  several  .de-, 
rived  variables  of  respiratory  function. 
^Some  of  thie  derived  variables  that  may  be 
.obtained  include^  (D  .all  primary  lung  volumes 
except  residual  volume,  (2)  all  lung  capacities 
except  total  lung  <?apacity,  (3)  forced  expiratory 
volume  in>^ne  second,  (4)  aii-  flows  such  sis  forced 
expiratoiy- flow  between  25.  and  75  percent  of 
forced  vital  capacity,  etc.  These  and  many  other 
"variables  of  pulmonary  function  can  be  obtained 
from  spiromeiry.  JFor  a  detailed  accounting,  the 
investigator  should  refer  to  a  manual  of  pulmo- 
nary function  testing. 

Par^n^eters;  As  indicated  aboVe,  the  spirometer 
can  be  used  ip  measure  several  variables*  re-r 
lated  to  pulmonary  function;  In  mafey  disease 
processes,  there  are  significant  cljanges  in  lung  ^ 
volumes,  capacities,  and  maximum  air  flows. 
Tlie  sy^romete^r  cdn  be  used  to  compare  the  re- 

,  sults^btamed  from  a  test  subject  with  those 
expected  froim  a  normal  subject  of  the  same  sex,^  ' 
height,  and  age.  The  results  may  also  be  pb-  . 
tained  serially  over  time  to.cpmpare  with  previ- 
*ous'test§  in  the  same  subject  to  note  changes^ 

4siKh-aB-pi;ogression  or  improvement  in  a  disease 

process.  ^      .        •  .  'S*  *       ^  ^ 

Spirometry,  is  only  one  of  a'^w Hole  battery  of 
.tests  of  pulmonary  fiinfction,  and  it 'has  at  Ijsast  ^ 
two  irnpontant  limitations.  One,  the  results  ob- 
tained are  not  specific  to  any  single,  disease 
process  but* rather  indicate  t?rofdlca^  of 
respiratory  diseases.  Twoj  spiro'metJy  does. not 
necessarily  allow  for  detection  of  disease  pro- 
(cesses  in  very  early  stages.  -  ' 
In  order  for  the  investigator  to  use  spirometry 

to  obtain  meaningful  result?,  he(sh^  should 
'have  special  training  in  the  use  of  the  instru- 
ment itself.  The  investigator  must  also  know 
how  to  prepare  and  properly  guide  subjects  who  ^ 
are  being  tested.  This  latter  point  is  particularly 
important,  as  accurate<and  repeatabie  record- 
ings require  the  cooperation  arid  effort  of  the 
subject  being  tested.  Subjects  who  are  decidedly  . 
ill  or  whp  do  not  understand  precisely  whatjs 
expected  of  them  may  not  give. their  maximum 
effort/ Without  such  effort  by  the  subject,  the  . 
conclusions  inferred  from  the  results  may  be 
erroneous.    ^  ' 

Research  Applications:  The  sfeirdmeter  can  be 
used  to  obtain  a  measure  of  ^any  of  tlie  variables 
listed  unjder  the  second  section  above.  It  can  be 
used  to  monitor  the  progress  or  changes  in  air- 


*  way  disease.  A  researcher  couW  use  the 
spirometer  to  evaluate  the  pulmonary  status  of 
patients  doth  preoperatively  and  postopera- 
tively to  ascertain  changes  in  such  things  "as 
vital  capacity  and  tidal  volume  that  occur  as  a 
result  of  the  operative  procedure  or  nursing  in- 
terventions. The  investig:at(ir  could  also  use  the 
spirometer  to  determine  the  duration  of  specific 
acute  or  chi'onic  distiirlJances  of  pulmohaiy 
function.  The. instrument  canbeusedto  test  the 

.  efficacy  of  drugs  that  specifically  affect  airway 
diameter  as  determined  by  measurement'  of  air 
flow  during  forced  exp^irations. 

Descriptions:  Spirometers  are  generally  mechan-i 
ical  devices  that  have  a  physical  displace- 
ment of  some  sort  that  is  proportional  to  the 
amount  of  air  expelled  from1;lie  lungs.  The  sub- 

,  ject  b.eiilg.  tested<places  ^his(her)  mouth  ovei 

'mouthpiece  and  breathes  through  it,  with 
spring  clip  iTsually  placed  pn  the  subject's^nose 
to  prevent  loss  of  air  t^ifough  the  nasopharynx 
and  nose.  Too,  there  must  be  a  tight  seal  around 
the.  mouthpfece  to  enstirig  that  all  exhal(9d  air 
g6JB^^into  the  spirometer."  '  ^ 

Mechanical .  spirometers   require  frequent 
checks  to  enpure  that  all  components  function 

/  pr6pei4y,  Thefe  must  be  no  leaks  in  the  system 
connecting  the  moutlipiec^  AyjfcK^^the  rest  of  the 
instrurhent  and  no  leaks  withiif^he  instrument. 
The  machine  should  be  calibrated  periodically-to 
ensure  accuracy  of  rCTults.  The  best  mechanical 
spirometers  have  minimal  iftertia  to  caifse  barcfc 
pressure.or  drag:  that  may  affect  the  results. 

Electronic  spiro/neters' lack  inertia  that  may 
Be  present  in  mechanical  spirometers.  With  « 
electronic  spirometers,,air  flow  is  measured  over 
a  period  of  time  by  an  electronic  air  floV  senspr 
such  ^s  a  pne"nrnotach-preSSi|re  transducer;^ 
rotating  vane  or  turbine,  or  an  ultrasonic'^de- 
vice.  By  niultiplying  flow  by  the  duration  of  that' 

0,  flow  (timeV  exhaled  volume  can  be  calculated. 

'  These  calcufations  are  often  a;  part  of  the  logic^ 
circuitry,  of  the  instrument,  and  in  such  iristru- 

.  ments  the  flow  and  volume"  are  displayed  digi- 

'tally.  .        /\       •  ;|  ] 

Comments:  A^ain,  spirometry  is  limite/in  its 
.  diagnostic  values;  i.e.,  the  tracings  or  mforma- 
tion  g;enerated  are  not  disease  specific,  biitthey . 
^  can  identify  broad  categories  of  disease.  Sdmef 
clinidians'  advocate  tliat  basic  spirometry  be 
made  a  part  of  any  complete  health  evaluation. 
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Special  Senses 


Instrument:  Anomaloscope  and  Pseudpchroma- 
'  tic  Tests  o 

Variabre:  this  instrument  can  assess  an  indi-  " 
vidual's  color  vision^-  • 

.  Parameters:  The  perception  of  color^  depends 
•upon^'  at  least  three  factors:  (1)  the^  hue  or 
wavelenglih  of  light,  (2)  saturation  or  hompgene-/^ 
ity,  and  (3)  brightness  or  intensity.  Meas- 
urement of  color  perception  depends  upon  the 

•  ability  of  the  patient  to  see  these  three  compo-  • 
nents  in  the  total  spectrum  of  visible 'light.  ^ 

•  Methods  for  determining  color  perception 
deficiency  or  color  blindness  in  an  individual  can 
be  with  either  pseudochrpmatic  tests  or  wilJli  an 

'  anomaloscope.  The  pseudochromatic  tests  are 

•  pigment  tes^ts^where  the  subject  matches,  iden- 
tifies, or  arranges  pigment  using  cards,  discs,  or 
^charts.  These  are  subjective  tests  that  measure 
the  perception  of  color  as  perceived  by  the  suh- 

^  :ject.  Another  testiiig  device,  more  accurate  but 
also  more  expensive  ancl  requiring  considerable 
'  training  for  the.  operator,  is  the  ^anomaloscope. 
This  is  a  spectral  instrument  in  which  the  client 
acUusts  light  wavelengths  or  source  of-light.  By 
ihatching  up  the  intensity  of  different  colors,  it 

.  ■  c^in^be  determined  what  kind  of  deficiency  is 
present.  Diagnosis  involves  the  subjective  com- 
parison done  W  the  client;  thus,  the  meas- 
urements   are    not   truly   quantitative  but 

^.qualitative.         |  . 
■   These  instruments  are  limited  to  testing  for 
the  presence  of  dichromatic  vision,  a  condition 
"   in  which  color  perc€lption  is  restricted  to  one 
;   pair  of  primary,  colors,  eithW^blue-yellow,  or  oc- 
casionally red-green.         ^  *  . 
tDichromatic  vision  can  be  fiirther  divided  into 
;  .  terms  that  are  used  to  describe'a  specific  type  of 
:^    ^rfichromatic  vision:  protanopia,which'invplves  a 
*  deficiency  of  the  red  gene,  and  deuteranopia, 
.    "^which  involves  a  deficiency  of  the  green  gene. 
,  These  terms,  describe  defective  color  vision  of 
the  dichromatic  type  that  is  characterizedj^j^ 
retention  of  the  r.etinal  cone  sensory^  mech- 
anisms for  detecting  blue-yellow  hues  but  lack- 
r    '  ing  the  mechanism  to  detect  for  either  red  or 
>v  green.  There  is  a  third  rare  and  obscure  type  of 
defective  color  vision,  tritanopia,  in  which  the 


sensory  mechanism  for  the  detection  of  only  the 
red:green  hu§  is  present. 

Researich  Application:  Most  problems  wth  color 
.vision  occur  because  of  a  genetic  deficiency  in 
which;  a  single  group  of  color  receptive  cones  is 
missing  from,  the  eyes.  Color  blindness  is  also 
sex  linked..  Approximately  !  in  50  men  lacks  the 
red  gene  in  the  X  chromosome,  and  apptxlxi- 
matery  1  in  16. men  lacks  the  ^reen  gene.  In-, 
terms  of  percentage,  this  translates  into  2  per- 
cent of  the  male  population  as  protanopes  and  6 
percent  as  deuteranopes.  ' 

Diseased  or  impaired  optic  nerves  or  maculae 
are  accompanied  by  defects  in  color  vision.  Al- . 
though  pseiidochromatic  testing  aids  in  detect-^ 
ing  the  presence  of  a  color  deficiency,  it  will  not 
identify  the  locuS^  of  the  problem.  Retinal  im- 
pairment is  clmracterized  by  blue-yellow  color 
deficiency,  while  optic  nerve  disease  is  charac- 
terized by  a  red-green  deficiency.  The  ano- 
maioscepe  does  assist  in  differentiating  these 
tw<r«oxidi€?ons.         '  ^ 

^     ^-  .  ' 

Description:  The  least  expensive  and  most  com- 
mon method  of  testing  f^or  defects  in  color  visiQrt 
is  through  the  use  of  techniques  based  on  the 
pseudoehromatic  principle. 
'  1.  The.Rosner  "Do-It-Yourself  Test  consists 
of  a  24-  by  30-inch  display  of  16  pseudochromatic 
plates.  Instructions  at  the  bottom  of  the  display 
interpret  the  test  for  the  subject/ The  plates 
consist.of  patterned;  printed,  and  colored  dots. 
Visualization  of  these  plates  reveals  one  pattern 
to  the  person  having  normal  color  visjon  and 
another  pattern  to  the  subject  having  a  color 
deficiency.  Using  this  test,  it  is  pqssibl^-feb- iden- 
tify protanopic  and  deuteranopic  individual^. 

2.  The  Hardy-Rend-Rittler  (HRR)  Test  con- 
sists of  a  booklet  of  24  plsftes  of  gray  versus/ 
color-confusable  dots.  There  are.  four  differerit- 
types  Jf  screening  cards  in  this' set,  which  has 
the.  advantage  ot  being  unleimable.  This  test 
permits  quantification  of  impairment  in  terms 
of  mild,  medium,  or  severef'  :  ~ 

'  3.  The  FarnsworthD--15  Test  uses.a  reference 
-colot  chip  that  the  subject  uses  as  a  reference 
point  to  ^ign  i5  movable  chips  in  order  of  color 
progression.  This  test  is  sim^  and  ineixpensive 
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but  does  not  identify  nrinor  degrees  of  either 

.dichromatism  or  trichromatism. 
'  4.  Tbe  Famsworth-Munsell  lOO-HuVXest  is 
b&sed  on  the  same  principle  a's  the  Farrisworth 
D-15  Te^.  Hues  in  pastel  colors  numbering,  100 
are  arranged  in  a  numbered,  colored  sequence 
obviotus  to  the  person  with  normal  colou  vision. 

/Any  misarrangement  of  the  color  J^ips  is  scored 
on  a  circular  chajt:  The  greaterihe  error  from 
the  hup's  normal  position  in  the  sequence,  the 

.  greater  the  score.  This  test,  identifies  pro- 
tanopia,    deuteranopic;    an'd  "tritanopia.  Its. 
dr&wbacks  are  that  it  is  time  cpnsuming,  com- 
plex,  expensive,  and  4oes  not  provide  i[uantifi;- 
cation  data,  i.e.,  the  degree  of  color  deficiency. 

Various  revisions  of  the  classic  Ishihara. 
Pseudochromatic  Test  for  rapid  screening  of 

•  red-gre^n  deficiencies  have  been  is;3ued  and  are 
in  the  process  of  clinical  valiidatioh. 

In  tests  in  ^hicH  the  subject  adjusts  light 
wavelengths  and  the  source  of  light,  there  is  one 
simple  test  using  ^  lantern,  diaphragms,  and  a 
variety  of  complex  institiments  called  ancftnalo- 
scopes.*  For  example,  the'  T].  W.  Edridge- 
Green  Lantern  Test  is  one  of  ^e  practical  color 
diagnostic  tools.  It  lise^  colored  glass  filters, 
a  standard  light  source,  and  diaphragms  for  the 
regulation  of  -light  intensity.  For  accuracy 
and  quantification,  the  spectral-matching  tech- 
;iique  provided  by  the  anomaloscope  rates  high- 
est for  evaluating  color  vision  deficiencies. 
"  There  .are  several  versions  of  the  anomalo- 
scope that  can  be  usee}  to  determine  various, 
deficiencies.  The  most  used  unit*  is  an  optical 
system  that  matches  a  yellow  light  to  an  addi- 
tion of  red  and  green  lights.  Pne  control  on  the 
'instrumjent  varies  the  intensity  of  the  yellow 
light,  Th^  other  control  varies  the  ratio  of  red " 
light  to  green  light.  With  these  controls,  the  sub- 
ject matches  red  and  green  composites  to  the 

*  yello;w  lig:ht.  From  the  settings  of  these  dials,  it  * 
is  possible  to  determine  whether  or  not  the  sub- 
ject ha^  a  color  deficiency  of  red  or  green.'. 

Anonfialoscopes  for  detecting  blue  deficiencies 
have  not  been  yeiy  successful.  This,  coupled 
with  the  fact  that  few  people  have  a  deficiency 
in  blue,  accounts  for  the  lack  of  reliable  tests  to 
detect  tritanopia,  . 

Comments:  Ail  testing  for  color  vision  mtast  take 
into  account  illumination  and  full  spectral  repr 
resentation  iii  the  lighting  of  the  testing  situa- 
tion. Diagnosis  of  visual  color  deficiencies  . 
involves  a  subjective  comparison  by  the  subject. 
Thus,  measurement  of  this^  variable  is  essen- 
tially qualitative  ra|;her  than  quantitative. 


Quantitative  research  tools  developed  to  meas-, 
ure  color  deficiencies  do  so  by.  analyzing  the 
light  filters  that  exist  on.  the  retinal' cones. 
These  instruments  are  not  yet  perfected. 

Instrument:  Audiometer    .  ' 

Variables:  Auditory  hearing,  differential,  or  dis- 
comfort thresholds,  auditory  frequencies,  and 
auditory  discriihination  are  the  variables  that 
can  be  assessed  by  this  instrument.  .        -  ' 

Parameters:  The  instrument  is  a  commercially 
'  available  product  that  is  most  reliable  when- 
operated  Ixy  an  audiologist  in  a  controlled  envi- 
ronment. A  pure  tone  audiometer  records  qt^an- 
titative  measurements  of  heajfing  deficits,  hear- 
ing differentials,  and/or  discomfort  thresholds, 
A  speech  audiometer  is^used  primarily  for  au- 
ditory discrimination,,  of  spoken  words.  An 
audiometer  is  not  useful  in  the  evaluation  of 

.labyrinth  function.  ,  c  - 

The  definitions  that*  follow  should  help  a;po- 

.^ntial  researcher  determine  whether  or  not  the 
audiometer  should  be  chg^en  for  use: 

1.  Auditory  hearing  or  the  "threshold  of  hear- 
ing'* is  that  level  of  sound  presisure  that 
produces  the  i^ensation  of  tone  from  a  gfiven 
frequency  at  least  50  percent  ,of  the  time. 
Intensity  of  sound  is  miea^ured  in  decibels 

\  (dBV 

2.  The  ^'differential  threshold"  is  the  smallest 
change  ^or  difference  in  sound  level  at 
•specific  tones  and  at  specific  frequency 
levels  detectable  by  the  subject.  Due  to  the 
ears'  nonlinearity,  these  thresholds  often 
occur  at  different  sottnd  levels  and  at  dif- 
ferent frequencies  in  each  of  the  subject's 
ears.  -  ' 

3.  The  "threshold  of  discomfort"  is  a  measure*' 
of  sound  pressure  that  produces  a  painful 
sensation  because  of  the  tone,  'noise>  or 
speech.  This  level  is  also  referred  to  asthe 
tolerance  level  or  uncomfortable  level.'  i 

4.  Auditory  frequency  refers  to  the  pj^ysical 
characteristics  of  the  frequency  of  an  audi- . 
ble  wave  that  are  responsible  for  the 
psychological  sensation  called  pitch.  Fre- 

.  '  quency  of  vibration  of  these  sound  waves  is 
measured  in  cycles  per-second  (cps).  If  the 
cycles  are  repetitive,  then  the  rate  of  cps  is 
called  Hertz. 

5.  Auditory  disqrimination  or  speech  \  dis- 
crimination is  an  individual's  ability  to 
properly  recognize  the'spoken  word  or  to 
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V     distinguish  between  speech  sounds.  The  re- 
•    lationship  between  reco^ition  of  wbrds  to 
hearing  level  is  termed  speech  reception- 
threshold  (SRT).  The  measurement  of  SRT 
'is  conducted  to  coordinate  and  supplement 
the  findings  pf  pure  tone  audiometry! 

"Research  Applications:  Hearing  disorders  have 
been  categorized  broadly  into  either -sen- 
sorineural or  conductive  loss.  By  measuring  au- 
dit oiy  discrimination' and  hearing  thresholds 
and  frequency  on  the  designated  audiometer, 

*  valuable  information  can  be  recorded  to  assist  , 
the  cliniciari  in  determining  the  category  or  type 
of  hearing  loss.  ^      '  ' 

Clinica<lly,  the  investigator  may  have  interest^ 
in  exploring  questions  about  environmental 
noise  and  the  effect's  of  selected  drugs  that  may 
have  implications  for'  a  potential  sensorineural 
hearing  loss.  Questions  delated  to  such  problems 
as  obstruction  and  chronic  infections  fall  into 
the  category,  of  conductive  hearing"  loss.  For 
somie  researchers,  the  process  of  aging  may  be 
most' intriguing  because  of  its  implications  for 
both  sensorineural  and  condiictive  loss.  ^ 

Descriptions:  The  pAire  tone  audiometer  pro- 
duces tones  that  vary  according  to  frequency 
and  intensity.  By  plotting  the  intensity  of  sound 
againsl  the  frequency  or  pitch,  a.  chart  can  be 
made  that  reflects  the  client's  hearing.  In  prin- 

'  cipal,  the  speech  audiometer  is  essentially  the 
same  as  the  pure  tone  audiometer  but  it  uses 

;:the  spoken  word  rather  than  pure  tones. 

The    standard ,  audiometer   measures  the 
threshold  of  hearing  or  audibility.  The  detecta- 

"ble  intensity  or  decibel  (dB)  is  not  the  same  for 
alHrequencies.  The  human  ear  is  more  sensitive 
to  sound  at  midband  frequencies  that  range 
from  500  to  4,000  Hertz  (Hz).  i:he  standard 
range  of  measurement  for  hearing  has  been  set  . 
at  64  to  16,000  Hz.  The  audiometer  is  compen- 
sated for  .the  mean  average  value  of  response 'of 
a  normal  human  ear.  When  th6  dial  is  set  on  0 

'  dB,  the  sound  level  provided  is  the  average 
sound  intensity  for  a  normal  ear.  This  level  is 
called  zero  hearing  level  or  normal  hearing 
level.  The  client's  values  for  each  frequency  in- 
dixjates  the  deviations  for  each  ear  with  respect 
to  tlje  zero  hearing  levels.  These  values  may 
also  indicate  the.hearing  loss  at  each  frequency 
for  that  client.  Audiometers  will  produce  an  au- 
diogram of  the  client's  hearing  loss  using  both 
frequency  and  intj^nsity  data. 

Another  teSt  consists  of  superimposed,  brief; 
short  bursts,  of  1  or  5  dB  on  a  sustained  tone  at 
I  .  ...      ^     '  "' 


various  sound  levels.  The  sustained  leviels  used 
are  20  or  40  dB. "The  client  then  responds  to  an 
_jndication  of  the  level  change  and  the  number  of 
times  the  change  is  heard.  This  test  will  meas- 
ure accurately  the  differential  threshold  and  is 
called  the  short  increment  sensitivity  index 

(SISI).        '  ' 

Most  commercia^l  audiometers  have  a  limit  of 
100  dB.  Additional  amplifie'rs  and  attenu'ators^ 
must  be  attached  to  the  standard  instrument  to 
elicit  data  related  to  the  threshold  of  pain  or 
.  "discomfort  thresholds."  Even  then,  client  dis- 
comfort during  testing  is  a  factor  that  prevents 
a  reliable  pain  index. 
^      The  equipment  necf  sary  for  auditory  dis- 
crimination testing  is   jmewhat  modified  from 
i  the  standard  audio'meter  and  includes: 

1.  Commercial  speech,audiometer  with  audio 
amplifier  with  **VU"  meter. 

2.  Audio-m'agnetic  tape  equipment  for  input. 

3.  Recordings  of  phonetically  balanced  (PB) 
words.  *: 

4;  A  i\onaudio  signaling  method  that  will 
permit /communication  with  the  patient 
without  interjection  of  another  sound  vari- 
able. 


Once  the  speech  reception, threshold  (SRT)  is 
established,  it  is  then  increased  by.  40  dB  to-be 
used  as  the.base  level  for  the  speech  discrimina- 
tion tests.  The  client  listens  to  a  list  of  50 
phonetically  balanced  words  and  writes  down 
each  word.  The  percentage  of  correct  words  is 
calculated,  providing  an  accurate  measure  of 
speech  discrimination.  Results  have  reliability 
if  the  tester- has  controlled  Variables  such  as., 
verification  that  the. client  is  familiar  with  the 
vocabulary  of  the  word  list,  and  testing  of  the 
equipment  for  noise  distortion. 

All  of  the  testing  with  an  audiometer  should 
be  performed  by  an  audiologist  or  an  experi- 
enced technician  in  a  soundproof  room. 

Careful  instruction  must  be  given  the  client' so, 
that  he(she)  understands  and  can' perform  the 
required  testing  procedure.  - 

Comments:  The  most' often  used  and  the  most 
significant  of  the  various  threshold  tests  is  the 
hearing  or  auditory  threshold.  In  pure  tone  test- 
ing, data  establish  the  hearing  loss  in  relation  to 

> '  the  standard  average  hearing  level. 

The  SISI  tests  to  measure  differential 
thresholds  are  more  diffid^ult  to  assemble;  and 

'  control.  Correlation  from  test  to  test  and  test 
validity  are  not  easily  established^!  however, 
there  does  seem  to  be  good  correlation  with  var- 
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ious.  types  of'  lesions.  This  test  should  be 
supplemented  by .  other  tests  to.  evaluate,  re- 
cruitment. The  3ISI  test  in dicaties -correlation 
with  aging  for  the  sensorineural  processes. 

As  mentioned  earlier,  the  threshold  of  pain  is 
an  area  in  which  information  is  lacking  because 
of  the  nature  of  the  ^test's  and  equipment  prob- 
lems. When  these  test^  have  been  run,'  the  pain 
threshold  appears  to  occur  at  Essentially  the 
same  decibel  level  for  all  audible  . tones.  At  the 
pain  threshold  level,^it  becomes  difficult  or  im- 
possibliB  to  discriminate  between  tones.  These 
factprs  have  become  important  in  the  evalua- 
tion of  environmetntal  noise  such  as  aircraft  and 
industrial  equipmlent  sound.  '  ^ 

Standardized  ''frequency  testing  makes  it 
fairl]^  easy  to  evaluate  frequencies  and  thresh- 
olds and  to  determine  any  correction  needed 
^for  the  hearing  leyel  at  each  frequency.  As  it 
is  very  unlikely  the  ear-has  discontinuities  with 
respect  to^^  frequencies,  pure  tone  at  discrete 
frequencies  can  be  a  yalid  analysis  of  the  client's 
hearing  curve>^ 

Often  speech  "discrimination  testing  is  used  to 
verify  the  jesUlts  of  pure  tone  audiometry  tests. 
The  testing  also  aids  in  defining  certain  im- 
pairments that  may  not  be  associated  with  hear- 
ing loss  but  may  be  associated  with  the  way 
information  is  processed  by  the  brain. 

In  all  phases  of  audiometry,  it  must  be  noted 
that,  when  making  hearing  tests  involving  large 
differences  between  Ithe  two  ears,  it  becomes 
necessary  to  use  mas!  'ng  noise  to  blank  out  the 
"good  ear''  from  borie  conduction.  Also,  there 
are  othef  types  of  auditory  threshold  tests  other 
than  thosje  mentioned  that  are  used  for  refining 
a  specialized  diagn^osib. 


Instrument:  Tonometer  . 

^Variable:  Iritriaocular  ] pressure  isj;he  variable  to 
be  measured.  Colloidal  contents  of  the  aqueous 
and  vitreous  body  exert  pressure  against  the 
conieal  membrane;  This  pressure  measurement 
is  expressed  in  several  forms  but  most  Qften  in 
millimeters  of  mercurj'  (mm.  tag.). 


Parameters:  The  instrument  is  used  as  an  indi- 
rect method  to  measure  the  pi^jessure  in  the  ocu- 
lar-chamber. This  can  be  ai^complished  by  a 
hand-held  tonometer  appliedl  to  the  unanes- 
Jhesized  cdmea.  The  recorded  measurement 
will  give  only  an  indication  of\increased  or  de- 
creased intraocular  pressure.  Although  normal 
intraocular  pressure  vfi.ries,  it  Averages  around 


16  mm.  Hg.  wjien  measured  with  a  hand-held 
tonometer.      ^         '*  . 

Research  Application:  Many  of  the  causes  fpr 
increased  intraocular  pressure  are  not  known. 
High  intraocular  ^pressure,  even  lasting  only  a 
few  days,  can  cause  total  permanent  Blindness 
at  times.  Slightly  elevated  pressure  can  cause 
progressive  blindness  over  a  period  pf  years.  As 
the  pressure  rises,  the  retinal  artery  is  com-^ 
pressed,  thus  depriving  the  retina  of  nutrition.'' 
.  Glaucoma  is  a  striking  example  of  a  disease  in 
which  intraocular  pressure  is  high.  In  glaucoma 
the  pressure  sometimes  rises  to  readings  as 
high  as  80  or  90  mm.  Hg.  Increased  intraocular 
pressure  has  also  been  identified  with  some  in-  \ 
fections  and  trauma  to  the  eye. 

Descriptipnr  The  external  probe  in  applanation 
^_jtaixom:^try  makes  a  flat  indentation  on  the 
eyeball.  This  jiat  indentation  is  generated  by  a 
flatfaced  piston  placed  against  tHe  cornea.  This 
piston  has  a  diameter  Of  3  mm.  The  pressure 
applied  to  the  piston  to  produce  the  flat  indenta- 
tion of.  3  mm.  is  measured.  This  piston  pressure 
is  counteracted  by  an  equal  pressure  in  the  ocu- 
lar chamber.  Thus,  the  piston  pressure  meas- 
ured is  the  intraocular  pressure.  The  diameter 
of  3  mm.  is  used  to  pYovide  a  simple  conversion 
to.  millimeters  of  mercu^. ' 

To  use  the  hand-held  applanation  tonometer, 
it  is  not  necessary  to  anesthesize  the  eye,  but 
use  of  a  wetting  solution  is  advisable.  I/astru- 
ments  in  use.  today  provide  a  useful  range  of 
accuracies  in  measuring  intraocular  pressures. 

The  hand-held  tonometer  has  a  potential 
error  because  it  can  cause  an  indentation 
equivalent. 'To  overcorrie  this  error,  simultarie- 
ous  pressure  measurement  can  Tdc  made  with  a 
direct.<;annula  and  pressure  transducer  against 
the  tonometer.  By  noting  both-  the  static  pres- 
sure and  the  levels  caused  by  the  tonometer  in 
use,  it  is  possible  to  plot  curves  that  offset  the 
pressure  increase  caused  by  the  volume  of 
indentation  and  thus  provide  an  accurate 
,  correlation  with  the  pressure  in  the  eye  at  zero 
indentation. 

The  Jarger  plunger-type  tonometers  are  used 
with  local  anesthesia  for  measurements,  of  out- 
flow (rate  of  volume  loss)  of  aqueous  fluid.  This 
type  of  measurement  is  best  accomplished  by 
tonography,  i.e.,  a-recording  of  the  intraocular 
pressure  against  time. 

A  comparison  can  be  made,  with  other 
methods  of  mealsurements  of  fjow  rates  from  the 
eye.  The  inflow  must  be  equal  to  that  rate,  and 
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the  intraocular  pressure  will  build  in  the  eye 
until  inflow  and  outflow  are  equal.  , 
T*ixe  hancl-hi6ld  tonometer  is  standard  equip- 

•ment  in  mbst  eye  clinics  and-can  be  utilized  by 
researcljfers  with  a  minimum  a.mount  pf  instruc- 

-tion. — 

Comments:  New  techniques  for  use  of  tonome- 
ters^ are  being  developed,  which  may  produce 
fewer  errors  in  measurement  and  qflso  prove  to 


be  quite  simple  to  use.  One  such  device  employs 
the  use  of  a  jet  of  air  to  barely  flatten  the 
cornea,  whose  distortion  is  then  sensed  opti- 
cally. As  the  air  pressure  is  increased  to  just 
flatten  the  cornea,  the  pressure  is  sensed  and 
determined.  With  this  method,  the  aqueous  body 
is  essentially  not  indented.  As  yet,  this  is.a  de- 
veloping technique  and  is  not  routinely  u|pd  as 
a  clinical  tool.  -  .  / 


APPENDIX  A 
Selected  Psychosocial  Compilation  References 


Bonjean,  Charles,  Hill,  Richard,  and  McLemore, 
S,  Dale,  Sociological  measurement:  An  iiiven- 
tory  o/  scales  and  indices.  San  Francisco.: 
Chandler  Publishing  Go.,  1967. 
Contains  bibliographic  information  oh  2,080 

*  sociological  scales  and  indices  used  in  research 
studies  reported  in  four  periodicals— American 
Journal  of  Sociology /Sociological  Review, "^Social 
Forces,  and  Spciometry— from  1954  through 
1965,  The  scales  and  indexes  are  divided  into  78 

*  conceptual  classes;  47  measures  that'  were  used 
or  cited  more  than  ,5  times  are  described  in  de- 
tail information  in  these  detailed  descriptions 
usually  includes:  classification^  class  title,  bib- 

^liographic  information,  variables  measured,  de- 
velopmental i)ro,cedures,  scoring  procedures, 
•validity  arid  reliability  data,  and  a  description  of 
the  sample  with  whom  the  measure  was  used. 
CopSes  of  some  of  the  instruments  are-in eluded. 

Biiros,  (Jscar  (Ed.).  Personality  tests  and  re- 
views.  Highland  Park,^  New  Jersey:  Gryphon 
Press,  1970.  / 

Consists  of  9  major  sections:  (1)  Personality  ■ 
.  Test  Index— a  comprehensive  bibliography  of 
personality  tests;  (2)  Personality  Test  Reviews 
—a  reprinting  of  corresponding  test  review  sec- 

.  tions  in  the  six  Mental  Measurements  Yearbooks 
(MMY);  (3)  MMY  Test  Index— a  guide  to  all, tests 
and  test  reviews  in  the  six  MMYs;  (4)  the  MMY 
Book  Review  Index— ah  index  to  excerpted  book  " 
reviews  in  the  six  MMYs;  (5)  the  APA--AERA- 
NCI^E  Standards  for  Educational  and  Psycho- 
logical Tests  and  Manuals;  (6)  a  publisher's 
directory  and  index;  (7)  Index  of  Titlesr-includes 

.  all  ndnpersonality  tests  in  the  six  MMYs,  Tests 
in  Print;>and  Reading  Tests  arid  Reviews;  (8)  In- 
dex of  Names— includes  all  persons  who  have 
reviewed  a  test— personality  or  otherwise— for  a 
MMY;  and  (S)  a  Scanning  Index  to  Tests— an 
expanded  table  of  contents  to  the  personality 
tesfts  contained  in  this  volume. 

Buros,  Oscar  (Ed.). Tests  in  print  II.  Highland 

Park,  New  Jersey:  Gryphon  P?:ess,  1974. 
.   Contains  14  major  sections:  (1)  a  comprehen- 
sive bibliography  of  all  known  tests  published  as 
separates  for  use  with  English-speaking  sub- 


jectSr  (2)  a  classified  index  to  the  contents  of  the 
test  sections  of  the  sev^n  Mental  Measurements 
Yearbooks  (MMYs)  published  to -dale;  (3)  a  re- 
printing of  the  1974^XpA-AERA-NCME  Stond^ 
ards  for  Educational  and  Psychological  Tests; 
(4)  comprehensive  bibliographies  on  the  cpn- 
struction,  tise,  and  validity  of  certain  specific 
tests  through  1971;  (5)  a  classified  list  of 
te^ts  that  have  gone  out  of  print  since  the 
1961  Tests  in  Print  was  published;  (6)  a  cu- 
mulative name  index,  for  each  test  with  references; 
(7)  a  title  index. that  covers  in-print  and  out-Of- 
print  tests,  as  well  as  inverted,  "series,  and 
supersided'  titles  in  the  MMYs;  (8^  an  analytic 
name  index  covering  all  authors  of  tests,  re- 
views, excerpts,  and  references  in  the  MMYs;  (9) 
a  publisher's  directory  with  a  complete  listing  of 
each  publisher's  test  titles;  (10)  a  classified 
scanning  list  that  desQ^ribes  the  popiilation  for 
whom  each  test  is  intended;  (11)  identification  of 
^  foreign  tests  and  journals  with  the  country  of  „ 
origin  in  biFa.ekets  immediately  after  a  test  entiy 
or  journal;  (12)  factual  statements  implying 
criticism,  e.g„  ''1971  tests  identical  with  19,61 
copyrighted  tests  except  for  format,"  "no  man- 
ual," etc.;  (13)  listing  of  test  titles  at  the  foot  of 
each  page  to  permit  immediate  identification  of 
pages  consisting  on^y  of  references  or  names; 
and  (14)  directibnsvon  hdw  to  use  the  book  and  an 
expanded  table  of  contents, 

Buros,  Oscar  K,  The  seventh  mental  meas- 
urements yearbook.  Highland  Park,  New  Jer- 
sey: Gryphon  Press,  1972,.-  , 
Contains  critical  reviews  of  546  commercially 
available  tests  in   the   fields  of  education, 
psychology,  Snd  industry.  Copies  of  the  tests  are 
not  included  but  publishers  are  identified  and 
addresses  provided,       are  extensive  bibliog- 
raphies for  the  tests.  A  new  edition  is  in  prepa- 
l  ration  and  is  expected  to  go  to  press  in 
November  1978. 

Cattell,  Raymond  oG.,  and  Warburton,  Frank. 
Objective  personality  and  motivation,  tests. 
Urbana,  Illinois:  University, of  I^liriois  Press, 
1967. 

Composedcf  612  tests  of  personality  (688  when 


child  forms  are  counted  separately).  Each 
measure  is  described  as  follows:  test  title  (au- 
thor's designation),  test  title  (desigrnation  pre- 
sented to  subject^,  age  range  of  te'^t,  administra- 
tion time,  formal  structure  of  test  (e.g.,  ability, 
performance,,opinionnaire,  proje<!tive,  etc,),  var- 
iables derived  from  test,  technie^ues  for  achiev- 
ing unfakeability,  theory  supporting  the  test, 
<lesign  (positive  and' negative  features),  sample 
test  items,  and  procedures  for  administration 
and  scoring.     •  * 

(3hun>  Ki-Taek,  Cobb,  Sidney,  and  Frgjxjch,  John, 
Jr.  Measures  for  psychological  assessment:  A 
guide  to  3,000  original  sources  and  their  appli- 
cation. Ann  Arbor,  Michigan:  Institute  for  So- 
cial Research^  University  of  Michigan,  1975. 
Developed  to  provide,  a  comprehensive  bibli- 
ography relating  to  all  measures  of  mental 
health  and  related  concepts^,-*the  volume  entries 
^  aie  based  on  a  search  of  26  measureftient- 
rielated  journals  in  psyxjhology  and  sociology 
from  1960  to  1970.  There  are  two  major  sections. 
In  the  Primary  .Reference  Section,  information, 
relevant  to  a  particular  test  includes  a  biblio- 
graphic reference  to  the  first  source  which  de- 
scribed the  device,  the  tool's  title,;and  key  words 
which  describe  the  tool's  content.  In  the  Appli- 
cation Sectioni  .information  includes  a  serial 
number  to  identify  each  test  application  in- 
stance, bibliographic  data  referencing  an  article 
or  othfer  publication  in  which  the  tool  has  been 
used,  a  set  of  terms  indicating  the  type  of  infor- 
mation available  in  the  article  or  publication 
citedi  and  other  tpols  used  in  the  article  or  pub- 
lication cited*.  , 

Comrey,  Andrew.  L.,  Backer,  Thomas  E.,  and 
Glaser,  Edward  M.  A  sourcebook  for  mental 
health  measures.  Los  Angeles:  Human  In- 
teraction Research  Institute,  1973. 
Includes  1,100  abstracts  of  mental  health- 
related  psycholog^ical  measures.  Each  abstract 
is  organized  into  two  major  sections.  Section  1  is 
a  heading  presenting  identifying  information  in 
the  following  order:  title  of  measure,  source  of 
the  measure,  name(s)  of  the  measure's  aii- 
thpr(s),*  and  address  of.  the  senior  author.  Sec- 
tion 2  contains  an  abstract  of  300  words  or  fewer 
providing  the  following  information:  purp£se  of 
the  melisure,  tairget  population  administimtion 
time,  number  df  items,  types  of  items,  response 
modes,  a;vailable  reliability  and  validity  data, 
and  findings  of  the  major  research  application  of 
the  measure.  Also  furnished  is  information  as  to 
how  to  obtain  a  copy  of  the  measure. 


Johnson^  Orval  G.  Tests  and  nteasnrements  in 
child  development:  Handbooks  I  and  IL  'San 
Francisco:  Jossey-Ba^s^  1976. 
A  comj[)rehensive  guide  to  1,200  noncommer- 
cial or  unpublished  measures  in  child  develop- 
ment covering  the  age  group  of  birth  to  18  years 
and  the  years  1956-1975.'  Instruments  are  clas- 
sified into  lb  categori^^  and  each  description 
>  provides  the  following  information:  title^  au- 
thors), age  of  subjects  for  whom  the  instrument 
is  suitable,  variable(s),  type  of  measure,  admin- 
istration, and  scoring,  source  from  which  the  tool 
may  be  obtained,  description  of  the  tool,  reliabil- 
ity ^andf  validity  data,  and  bibliographic  cita^ 
tions.  ^  ^ 

•  i/ 

Lake,  Dale  G.,  Miles,  Matthew  B.,  and  Earle, 
Ralph  B.  Jr.  Measuring  human  behavior. -Nevr 
York:  Teachers  College  Press,  1973.  . 
Provides  systematic  reviews  of  84  different  in- 
struments in  the  following  categories:  personal 
variable;  interpersonal,  groups,  and  organiza- 
tional relationships-  Information  provided  on 
each  instrument  includes:  title,  author,  avail- 
ability, variable  measured,  format,  admini- 
stration, scoring,  development,  critique  (i.e., 
psychometric  data),  general  comments  (useful- 
ness, cautions,  etc.),  references;  and  "unilerms']_ 
(key  words).  The  volume  also  contains  reviews  of 
other  existing  compendia  of  instruments. 

Lyerly,  Samuel  B.  Handbook^of  psychiatric  rat- 
ing  scales.  Rockville,  Maryland:  National  In- 
stitute of  Mental  Health,  1973.  ' : 
Contains  descriptions  of  38  published  and  un- 
published rating  scales  that  are  being  used  or 
have  been  used  in  psychiatric  settings  with 
adults  and  children,  as  well  as  some  scales  con- 
cerned with  areas  not  exclusively  "psychiatric," 
sucji  as  general  social  and  "vocational  adjust- 
ment. The  basic  descriptive  format  on  each  scale 
includes  title,  source,  general -description,  pa- 
tients, rafer  information,  source  of  scale  items, 
reliability  and  validity  data,  and  related  refer- 
^ences.  Also  included  in  the  volume  is'  a  listing 
and  brief  description  of  23  additional  scales  that 
have  been  rarely  used  in  recent  years  but  are  of 
historical  signific^^c®-  - 

Miller,  Delbert  G.  Handbook  of  research  design 
and  social  measurement  (3rd  ed.).  New  York: 
,David>McKay  Co.,  1977. 
Designed  to  improve  research  and  expedite 
the  design  and  all  joperati^nal  phases  of  re- 
search, this  handbobk  is  organized  around  the 
functions  of  research  design  and  sampling;  col- 
lection of  data;  statistical  analysis;  selection*,of 


sociometric  scales  and  indexes;  and  research 
funding,  costing,  and  ^reporting/ J*art  4  of  the 
volume  descidbes  48  measures  divided  into  12 
categories:  social  status;  group  structure  and 
dynamics;  social  indicators;  measures  of  organi- 
zational structure;  evaluation  research  and  or- 
ganizational effectiveness;  community;  social 
participation;  leadership  in  the  work  organiza- 
tion; morale  and  job  satisfaction;  scales  of 
attitudes,  values,  and  norms;  family  and  mar- 
riage; and  personality  nl^easurements.  Each 
measure  review  includes  title,  author,  vari- 
able(s)  ftieasures,  description  of  the  measure, 
where  published,  reliability  and  validity  data, 
utility  of  the  measure,  and  bibliograhic  data  de- 
noting instances  of  the  measurers  use  in  re- 
search. In  most  instances  a  copy  of  the  measure 
itself  is  also  included.  .  / 

Price,  ' James  L.  Handbook  of  organizational 
mecoaurement     Lexington,  Massachusetts: 

-  '  D.C.  Heath,  1972. 
'Contains  descriptions  of  measures  for  22  con- 

-^cepfa  relative  to  organizations.  Descriptive  in- 
fornjaiibn  about  each  measure  includes  format^; 
definition,  data- collection  procedures,  validity, 
Reliability,  comments,  source  of  the  measure, 
and  further  sources  of  information. 
Reeder,  Leo  G.,  Ramacher,  Linda,  and  Gorelnik,  * 

'    Sally;  Handbook  of  scales  and  indices  of  health 
behavior.  Pacific.  Palisades,  California:  Good- 
year Publishing  Co.,  1976.^ 
Volume  focuses  on  scales  and  indices  within  a 
defined  segment  of  health  services  behavior  re- 

.  search,  i.e;.,  health  status,  health  behavior^ 
health  orientations,  and  utilization  of  health 
services.  ^Descriptive  information  .includes  au- 
thor(s);  title;  major  health  concept  investigated; 
research  design;  theoretical  framework;  re- 
search hypotheses  and/or  questions?  model 
used;  conceptualization  and  operationalization 
of  independent,  inteTyening,  and  dependent  var- 
iables; description  of  population,  sample,  ajva 
analysis  units;  and  major  findings  and  interpre- 
tation. Copies  of  the  scales  and  indices  are  also 
included. 

Robinson,  John  P.,  Athanasiou,  Robert,  and 
Head,  Kendra  B.  Measures  of  occupational  at- 
titudes and  occupational  characteristics.  Ann 
Arbor,  Michigan:  Institute  for  Social  Re- 
search, University  of  Michigan,  1969". 
Provides  a  systematic  review  and  evaluation 
of  77  scales  relevant  to  the  study  of  variables 
which  pertain  to  persons!  occupations.  Major 
headings  are  general  job  satisfaction  scales,  job 


satisfaction  for  particular  occupations,  satisfac-- 
tion  with  specific  job  features,  concepts  related 
to  job  satisfaction,  occupational  values,  leadeiv- 
ship  styles,  other  work-relevant  attitudes,  voca- 
tional interest  '  nrieasureSi  and'  occupational 
'  status  measures. 

Rpbinson,  John  P.,  and  Shaver,  Phillip.  Meas- 
ures of  social  psy  chological  attitudes.  Ann  Ar- 
bor, Michigan:  Institute  of  Social  Research, 
University  of  Michigan,  1973. 
One  hundred  six  scales  are  reviewed  in  this 
volume  under  the  headings  of  self-esteem  and 
related  measures,  other Isociopolitical  attitudes, 
values,  general  attitudes  toward  people,  reli- 
gious attitudes,   and   methodological  scales. 
Almost  a^l  of  the  described  instruments  are  re- 
produced in  full.  There^  is  a  long  review  of  the 
.  major  attempts  over  the  past  15  years  to  meas- 
ure "life  satisfaction"  and  "happiness." 

Shaw,  Marvin  E.,  and  Wright,  Jack  M.  Scales  for 
the  measurernent  ^of  attitudes.  New  York: 
McGraw-Hill,  1967. 

^  In  addition  to  chapters  on  the'nature  of  at- 
titudes and  methods  of  scale  construction,  de- 
scriptions are  included  of  176  attitude  scales 
that  deal  with  social  practices,  social  issues  and 
'practices,  international  issues,  abstract  con- 
,  cepts,  political  and  religious  attitudes,  ethnic 
and  national  groups,  significant  others,  and  so- 
cial institutions.  Descriptive  material  about 
each  scale  includes  title,  description,  subjects, 
response  mode,  reliability  and  validity,  plus 
comments  on  ^Strengths  and/or  weaknesses.  An 
exhibit  of  each  instrunienf  accompanies  the  de- 
scription. 

Strauss,  Murray  A.  Family  measurements  teclp- 
niques:  Abstracts  of  published-  instruments, 
1935-1965.  Minneapolis,  Minnesota:  Ini^ersity 
of  Minnesota  Press,  1969. 
Educational,  psychological,  and  sociological 
professional  journal  literature  from  1935  to  1965 
■was  searched;  319  family  behavior  measures 
wiBre  abstracted  and  are  described  in  this  v,ol- 
ume.  Each  absti-act  contains  the  following  ma- 
terial on  the  measure  described:  author,  title, 
variables  measured,  instrument  descrir^tion,  a 
sample  item,  validity  data,  sample  size,  sam- 
pling method,  sample  characteristics,  reliabil- 
ity,    norms,     administration    and  scoring, 
availability,  and  references. 

Walker,.  Deborah  K.  SocioemotiohaVm^easures 
for  preschool  and  kindergarten  children.  San 
Francisct):  Jossey-Bass,  1973. 
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^  Liats  and  describes  143  commercial  and  non- 
commercial, published  and  unpublisheji,  meas- 
ures which  focus  on  the  social  and  emotional 
behavioral  afeaa  of  children  aged  3  to  6.  The 
measures  are;  divided  into  six  cat^ories— 
attitudes,  i^neral  ^rsonaBjby  and  emotional  ad' 
justmenti.  interests  on  preferences,  personality^ 
or  behavior  trditSi  self-concept,  and  spcial  skills 
or  competency.  For  each  mea&ure.  Walker  pro- 
vides title,  author(s),  age  range  of  appropriate 
respondents,  measurement  technique  involved, 
sources  in  which  measure  is  described,  where 
'  measure  can  be  obtained,  administration  and 
scoring  information,  noY-ms,  reliability,  and  va- 
lidity data.  '    /      ,  - 


Ward,  Mary  Jane',  Lindeman,  Carol,  and  Bloch, 
Doris  (Eds.).  Instruments  for  measuring  nurs- 


^  ing  and  other  health  care  variable^:  Washing- 
ton, .D,C.:  Govertnient  Printing\Qffice,  in 
press.  .    .    \      . .  \^ 

Contains  descriptions  of  138,  instrumentV  for 
measuring  psychosocial  variables  andj,19  pieces 
of  i^pparatus  for  measuring  human  physiologi^ 
cat  variables.  Headings  for  descriptions  of 
psychosocial  instruments  include:,  title,  au- 
ihor(s),  variables  measured,  nature  and  content, 
administration  and  scoring,  development  (ra- 
tionale, source  of  items,  procedure  for  develop- 
ment), reliability  and  validity,  use  in  rcfsearch, 
comments,  references,  sources  of  additional  in- 
formation, and  copyright  information).  Copies  of 
133  of  the  instruments  are  included.  Headings 
foi:  the  physiological  instrument  descriptions 
are:  title,  vari/tble(s),  parameters,  research  ap- 
plication, description,  xand  comments.  Indexed 
by  author*,  title,  and  key  concepts. 


Selected  physiological  Iristruments  References 


Brown,  J.  H,,  Jacobs,  John  E.,  and  Stark,  Laur^ 
ence.  Biomedical  engineering.  Philadelphia: 
Davis,  1971. 

Written  for  the  novice  in  bioengineering  and 
inresenteld  as  an  introduction  to  basic  principles  , 
of  modeling;  systems  thecrry;  control;  biological 
systems  analysis;  instrumentation;  the  de- 
velopment of  instruments,  devices,  an^i^sy  stems; 
and  engineering  in  the  delivery  of  health  care 
services.  ^  ^ 

Cromw^i, '  Leslie,  Weibell,  Fred  J.,  Pfeiffer, 
Enrich  A,,  and  Usselman,  Leo  B.  Biomedical 
instrumentation  and  measurements,  Engle- 
wood  (Jliffs,  N.J.:.  Prentice-HaU,  1973. 
intended  primarily  for  the  reader  with  a 
technical  background  in  electronics  or  engineer- 
ing but 'with  limited  knowledg.e  of  physiology. 
There  are  illustrations  as.well  as  references  to 
easily  accessible  literature  where  a  greater 
depth  oft  knowledge  of  physiology  might  be  help- 
ful or  necessary. 

Geddes,  jL.  A.,  an^  Baker,  L.  E.  Principles  of 
applied  biomedical  instrumentation  (2nd  edr). 


New  York:  Wiley,  1968.  ' 

Written  for  the  life  scientist  or  physical  scien- 
tist engaged  Jn  research,  teaching,  or  patient 
care  who^eels  the  need  for  additional  knowledge 
of  the  principles  underlying  many  of  the  physi- 
cal instruments  available  for  use  in  patient  care 
and  research.  -  . 

Sommer,  Richard.  Guide  to  scientific  instru- 
ments. Science,  1975, 190  (4216 A);  9-171. 
Contains  a  list  of  laboratory  instrumen^ts  and 

equipment  plus  the  names  and  addresses  of 

their  manufactuirbrs. 

Thomas,  Harry  E.  Handbook  of  biomedical  in- 
strumentdtion  and  measurement.  Reston,  Va.: 
Restorf  Publishing  Company,  1974. 
Contains  a  brief  description  of  the  anatomy 
and  physiology  directly  related  to  the  equip- 
ment  and   instrumentation-  described.  The 
instrumentation  descriptions  include  the  pur- 
poses of  thd  rheasurements  as  well  as  tjie 
methods  of  measurement.  The  book  is  heavilj^ 
oriented  toward  cardiac  instnSmentation,  in-* 
tensive  care,  and  life-support  equipment. 


Selected  Clinical  Laboratory  References 


General  | ' 

Davidson,  Israel,  and  Henry,  John  B.  (Eds.). 
Clinical  diagnosis  by  laboratory  methods  (15th 
ed.).  Philadelphia:  W.  B.  Saunders,  1974. 
The  "oible"  oMaboratory  medicine,  this  book 


is  the  standard  referenceof  choice  in  most  clirii- 
c'^  laboratories.  It  contains  indepth  explana- 
tkjns  of  all  areas  of  laboratory  inedrcine  as  well 
^illustrative  procedures;  clinical  correlations, 
•and  normal  values. 
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Clinical  Chemistry 

'Annino,  Joseph  S.  Clinical  chemistry,  principles 
and  procedures  (3rd  ed.)..  Bo&^ton:.  Little, 
"grown  and  Company,  1964. 
A  simplified  text  covering  the  fundamental  in- 
formation, basic  techniques,  and  routine  tests 
which  generally  comprise  the  laboratory  area  of 
clinical  chemistry.  Some  physiological  discus- 
sion is  included  with  each  blood,  urine,  or  fluid 
constituent  presented.  This  text  should  be  used 
as  a  survey  of  the  field  of  clinical  chemistry, 
since  many  of  the  methods  presented  are  obso- 
lete. ^'     '       ^  ,    '  ^  . 

Cherin,  Stanley  M.  Chemistry  for  laboratory 
technicians!  Philadelphia:  W.  B.  Saunders, 

1971.    ■    ^    ^-       '  ,  .  ^ 

A  simplified  general  chemistry  text  written 
from  a  practical  laboratory-oriented  approach, . 
No  prior  chemistry  background  is  necessary  to 
use. this* text.  It  will  provide  the  user  with  the  : 
basic  chemical  information  necessa^ry  to  under- 
stand standard  laboratory  procedures. 

Hematotogy 

Brown,  Barbara  A.  Hematology:  Principles 
and  procedures  (2nd  ed.).  Philadelphia:  Lea 
andFebiger,  1976.  ' 

'A  basic-  introduction  "  to  hematology  with 
referencerto  routine  laboratory  procedures.  In- 
cludes a  fundamental  introduction  to  coagula- 
tion and  the  principles  of  common  laboratory 


procedures.  Some  special  methods  in  hematol- 
ogy are  illustrated. 

Rapaportr. Samuel  I.  Introdu^etion  to  henuttoUtgy. 

New  York:  Harper  and  Row,  1971. 

An  indepth  overview  of  clinical  hematology. 
This  text  is  classified  ^y>plinical  syndromes  and 
includes  numerous  case  studies  in  which  the 
laboratoiy  data  are  analyzed.  There  is  some  ref- 
erence to  treatment. 

Microbiology 

Bailey,  Robert  W.,  and  Scott,  Elvyn  G.  Diagnos- 
tic microbiology  (4th  ed.).  Saint  Louis:  C.  V. 
Mosby,1974. 

A  basic  approach  to  microbiology,  including 
the  areas  of  bacteriology,  mycology,  and 
parasitology.  This  text  requires  only-  a  minimal 
background  in  microbiology.  The  Content  is  di- 
.  vided  into  two  majdr  areas:  the  technical  iden- 
tification of  the  organism  and  the  5ites  from, 
which  these  organisms  are  commonly  isolated 
as  pathogens. 

Youmans,  Guy  P.,  Paterson,  Philip  Y.,  and 
Sommers,  Herbert  M.  The  biologic  clinical 
basis  ofc  infectious^  diseases.  Philadelphia: 
W:  B.  Saunders,  1975. 

Describes  the  disease  process  in  the  host  as  it 
relates  to  a  specific  causative  agent  including 
diagnosis,  treatment,  and  organism  identification 
with  some  case  presentations.  This  text  covers 
.  major  bacterial,  fungal,^;and  viral  pathogens: 
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Psychosocial  Instruments  Referenced  in  Other  Published  Compilations/ 


Author(s)  I 
Brodman,  Keevfe  et  al. 

BuUough,  Bonnie 
^Comrey,  Andrew  L.  i 
Conners,  Q.  Keith 

Coopersmith,  Stanley 
Gorwin,  R.  G. 


Duncan,  Otis  D.,  and 
^  'Reiae,  Albert  J.. 
Edwards,  Allen  V.    '  . 

Ellsw:orth,  Robert  J. 

Evenson,  Richard  C. 
Evenson,  RichPA^d  C. 

Eysenck,  H.  J.,  and 
Eysenck,  Sybil  B. 
Graham,  Frances  K., 
and  RosenbHth, 
Judy  F. 
'  Greer,  James  H. 
Hamilton,  Max 

.  i 

Hathaway,  Starke.  R., 
and  McKinley,  J. 
Chamley 

HurviVz,  Nathan 

Lanyon,  Richard  I., 
and  .Overall,  John  E. 

Lester,  Pavid 

Lubin,  Bernard 

Afichaux,  William  W. 
Pet  It)  vich,  Donald  V. 


Instrument  Title 

Cornell  Medical  Index  Health 

Questionnaire  (CM  I) 
Alienation  and  Powerlessness 
Comrfey  Personality  Scales 
A  Teacher  Rating  Scale  for 

Use  in  Drug  Studies 
-  with  Children 
Self^Esteem  Inventories 
Professional  and  Bureaucratic 

Employee  Role  Orientation 

Scales 
Duncan  and  Redse  Scale 

of  .Social  Prestige  '  .  ' 

Edwards  Personal  Preference 

Schedule 
MACC  Behavioral  Adjustment 
\Soales  . 
Geriatric  jProfile 
Missouri  Inpatient  Behavior 

Scale  • 
Eys^nck  Personality 

iriyentory 
Neonatal  Behavioral 

Examini&tioh 

Fear  Survey  Schedule 
A  Rating  Scale  for 

Depression 
Minnesota  Multiphasic 
\  Personality  Inventory 

(MMPI) 
Marital  Roles  Inyentory 
Psychological  Screening 

Inventory 
Coliett-Lester  Fear  of  Death 

Scale 

Depression  Adjective 

Checklists 
Sttes3  Index 
Pain  Apperception  Test 

(PAT)  \     ^  ' 
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/Compilation^ 
Buros,  Oscar  K. 

Reeder,,Leo  et  al. 
Buros,  Oscar  K. 
Comrey,  Andrew  L.  et  al. 

Comrey,  Andrew.  L.  et  aU 
Lake,  Dale  et  al. 

Miller,  Delbert  C. 

Buros,  Oscar 'K. 

Lyerly,  Samuel  B. 

Comrey,  Andrew  L.  et  al. 
Comrey,  Andrew  L.  et  al. 

Buros,  Oscar  K. 

m 

Education^i!  Testing 
Service-Test 
Coliection  Bulfetin 

Buros,  Oscar  K. 
Lyerly,  Samuel  B.  - 

Buros,  Oscar  K. 

Buros, aOscar  K. 
Buros,  Oscar  K.  ^ 

Comriy,  Andrew  L.  et  al. 

Buros,  Oscar  K. 

Comrey,  Andrew  L.  et  ah 
Buros,  Oscar  K. 


Aathor(s> 

-  Roen,  Sheldon  R.,  and 

Bumes,  Alah  J.  * 
W'Rotn,  Robert  M. 

Rotter,  Julian  B; 

Ru|nba^igh»  Duane 

\Schaefgpr,  Earl  S/  ' 
\  et  al. 

3e^man,  Me^lyin        -  j 

\ 

ShostroVp,  Everett  M. 

Spielbexser,  Charles 
•   D.  et41. 
Stott,  D.k.,.and  ' 

Marstori^.N,  C. 
Ware,  John\^,,  Jr. 

Wolpe,  Joseph,  and  / 

Lang,  Peter  J.^ 
Zukerman,  Marvin,  ^nd 
Lubin,  Bernard 


.    Instrument  Title  ^ 

Community  Adaptation- 
,  Schedule 

Mother-Child  Relationships 
^  Evaluation 
Internal-External  Control 

Scale  , 
Cardiac  Adjustment  Scale 
Maternal  Behavior  Research 

•Instrument 
Seeman's  Towe.rlessness 

Scale  ' 
Caring  Relationship 

Inventory 
State-Trait  Anxiety 

Inventory" 
Bristol  Social  Adjustment 

Guides 
Patients'  Perceptions  of 

Their  Health 
Fear  Survey  Schedule 

Multiple  Affect  Adjective 
Checklist 


Compilation^ 
Buros,  Oscar  K, 

Buros,  Oscar  K,. 

Comrey,  Andrew  L.  et  al. 

Buros,  Oscar  K. 
Strauss,  Murray  A. 

Miller,  Delbert  C. 

Buros,  Oscar  K.  . 

Buros,' Oscar  K, 

Buro^,  Oscar  K. 

Reeder,  Leo  et  al. 

Buros,  Oscar  K. 

Buros,  Oscar  K. 


'  Copies  of  instruments  collected  by  project  staf/ which  were  described  in  other  readily  accessible  published  compiiationi. 
•  '  See  appendix  A  for  complete  reference.  -  ^  ' 
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Operational  Definitions 


Jnstrument:  A  data-collecting  device  or  tool  iised 
'to  assist  in  the  process  of  securing  observations 
in  a, manner  that  acilows  for  quantification. 

Reliability:  The  accuracy  of  the  data  in  the  sense 
of  their  repeat ajjiljty  or  stability.  It  is  an  indica- 
tion of  the  extent  to  which  a  measure  contains 
variable  errors-^hat  is,  errors  which  differed 
from  person  to  person  during  any  one  testing 
and  whidh  varied  fi'om  time  to  tim^  for  a  given 
person  measured  twice  by  the  same  instrumeVit/ 

Validity:  The  extent  to  which  the  instrument 
actually  measures  what  it  seeks  or  purports  to 
measure  (i.b.,.does  it  do  what  we  think  it  does?). 
11.  Face  Validity— does  not  refer  to  what  an 
instrument  actually  measuresj  but  to  what 
it  appears,  on  the  basis  of  a  subjective  ( 
,,evaluation,*  to  measure.  That  is,  the  test 
contains  items  that  seem  to  be  related  to 
the  variable  measured. 

2.  Content  Validity— content  of  the  test  seems 
to  be  relevant  to  the  test  authojr's  stated 
j)urpose.  The  test  content  is  ba^ed  upon 
whatever  knowledge  and  insight  is  uvail- 

.  able  at  the  time  of  constructioirrThis  type 
of  validity  is  most  Common  in  early  stage? 
of  development. 

3.  Logical  or  Sampling  Validity^a  trait  or 
content  area  has  been  carefully  defined  in 

/behavioral  terms.  The  total  area  defined 
'  has  been  broken  down  intp  categories  and 
judged  to  have  a  sufficient  number  of  itejns 
in  .each  -category  to  discriminate  between 
those  who  possess  the  trait  and*  those  who 
do  not,  .  ; 

4.  Criterion-Oriented  (Preddctive)— to  obtain 
•  validity  cbefficients  of  this  type,  a  test  or 


battery  of  t§sts  is^  administered  and  these 
Y       results  are  correlated  with  some  other 
measure  which  is  taken  l^ter.  This  other 
measure,  calfeS  the  criterion,  is  that  which 
the  test  is  supposed  to  predict  (i.ie.,  scores 
on  an  IQ  test  are  correlated  at  a  later  time 
^     with  grade  average  or  scholastic  achieve- 
ment). ' 
.  5-  Con8^mc^yaiid%^there  are  several  ways 
to  establish  construct  validity  as  in  the 
examples  below:  \  ' 

A.  Concurrent  Validity— a  test  or  instru- 
ment that  has  been  shown  to  correlate 
with  some  previously  determined  tegt  of 
known  validity  in  the  same  ^area  (i.e., 
many  group  intelligernce  tests  have  been 
validated  by  their  correlations. with  in- 
dividual- intelligence  tests— two  differ- 
ent types  of  tests  to  measure  the  same 
dimension). 

b.  Factorial  Validity— makes  use  of  the 
technique  called  factor  analysis  to  de- 
termine to  what  extent  a  given  test 

V        measures' a  known  underlying  factor 
(e.g.,  in  a  battery  of  tests  "critical  flicker 
fusioh"  has  a  positive  loading  on  the  fac- 
te:  of  mental  alertness.  This  factor  may 
'  be  identified  in  that  battery  by  any 

three  or  more  of  a  dozen  well-known  in- 
dicators for  that  factor). 

c.  Discriminatory  Validity — means  the 
scale  for  the  variable  can  be -used  in  Sjbv- 
eral  different  ways,  all  of  which  indicate 
that  the  scale  is  valid.  One  way  might  be- 

^     to  show-that  the  scale  can  discriminate 
or  detect  appropriate  differences  among 
_    relevant  groups.  .  .*  *  .  " 
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~~.Periodicab''Searched 


Literature  Searched 

Nursing  Research  in  the  South:  A  Survey 


*1.  American  Journal  qf  Nursing,  1955-mid-l976 
2.  Nursing, PutloQlc;-19Q0^mid-l97& 
^  3., Nursing  Research,  1952-mid-1976 

4,  Journal  of  Nursing  ' Ediys^dtion,  1962-mid- 
\  1976  '  C 

5.  Nursing  Forum,  196h-m\A'l91^ 
^.'Journal,  of  Nursing  Administration j  1971- 
r'  mid-1^6'         >        '  '  . 

7.  Nursing  Digest,  I975-mid-1976 

8.  R.N.,  i968-mid-1976  I, 

9.  AOifA^,  1968-m7d-1976 

10.  CarCadian  Nurse,  1968-mid-1976 

11.  JAAfA,  1970-mid-1976 

12.  iV£;JAf,  l&70-mid-1976  ' 

1^.  A//'//;  1965-niid-i976  .  -   '  . 

14.  American  Scientist,  1970-mid-1976 

15.  Scientific  American,  1968rmid'l97 6 

1%  Journal  of  Health  and  Hu'mayi  Behavi(fr, 

i965-mid-1976 
17.  Journal  of  Human  Behavior,  1975-mid-1976 
,18.  Hospitals,  Journal  of  the  America^  Hospital 
-  Association,  1970- mid-1976 

*  '    Abstracts  and  Iifdexes 

Dissertation  Abstracts  Sections  A  and  B,  1968- 
1975  -        -  ^ 

Cumulative  Index  to  Nursing  Literature,  1956- ' 

Abstract^  of  Hospital  M,anagement  Studies, 
;  1963-1964  ^  y 
Hd^tal  Ldterature  Index,  1970-1975 
"Mental  Reiardation  Abstracts,  1964:1974 
.  Psychological  Abstracts,  1960-1974 
Research  Grants  Index,  1961'1970 
International  Nursing  /ndcoj,  1966-1975 
Sociological  Abstracts,  1960-1915  >  . 

Biological  Abstracts,  1970-1975 

Serials       -  \ 

ANA  Nursing  Reseg^rch  Conference,  1966-1972 
Communicating  Nursing  Research,  1968-1974 
Newly  Initiated  and  Complied  Research,  Vol-^ 
umesl-9 

Health  Service  Reports  «  j 

.  Clearinghouse  on  Health  Indexes 


Publishers' Catalogs 

i 

PsycholS^cal  Corporation 

Consulting  Psychologists  Press 

Science  Research  Associates  '  * 

*^    "    Titles  and  Abstracf3 

Master'sl;heses  and  doctoral  dissertations  from 
the  following  schools  of  nu^sfng  were  reviewed: 
4delphia  Unniversity    _  ,  . 
Boston  llniversity 
Catholic  University      »        ■  . 
Emory  University 
Rutgers  University   •  • 
State  Universitypf  New  York,  Buffalo 
University  of  Arizona-  ' 
Univer'sitynif  California,  San  Francisco 
University  of  California  at  Los  Angeles  ^ 
University  of  Colorado 
University  of  Kansas^ 
University  of  Michigan  -  * 
"  University  of  Minnesota     .  .  -  • 
University  of  ftfissouri,  Columbia 
tjn\yersity'of  Ncoth,.  Carolina  * 
University  of  Virginiia. 
University  of  "Washing:ton         ,  ^ 
Wayne  State  University  ' 
Yale  University  M  ' 

Notices  of  the  Search  • 

Notices  of  the  search  were  placed  in  the  follow- 
ing publications: 
ftPA  Monitor 

NBNA  Newsletter:  >  " 

Daily  Challenge  (Black  Professional  Newsletter) 
InvesHgato  t 
Nursings  Outlook 

Nurse  Practitioner       ,  /        '  ^ 

Nursing  Research 

Nursing  Service  Newslett/r  ^ 
AERA'sHPEER 

WCHEN  Newsletters  '  - 

Letters  '       .  , 
Letters  were  sent  to:  .  , 
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Deans  of  all  schools  of  njirsing^in  the  United 

'  States  .V 
Research  faculty  in  all  schools  of  nursing  m  the^ 
.United  States  ,  , 
..Nurse  administrators  in  health  service  agencies 

in  the' WCHEN  region  ^ 
Chief  nurses  of  all  branches  of  the  Armed 
Forces 

Current  and  former  principal  investigators  of 

research  devel6pm<^  \t  grants 
Members  bf  the  ANA  Council  of  Nurse  Re- 
searchers . 
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Computerized  Literature  Searches 
MEDLARS 
Misceilaneous 


Information  sheets,  "newsletters,  bibliographies 
of  published  articles,  as  well  as  informal  leads 
and  contacts,  were  used  in  the  effort  to  locate 
instruments.  ^ 
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.      WESTERN  INTERSTATE  COMMISSION  FOR  HIGHER  EDUCATION   E^Pi^es  12r31-76 
NURSING  RESEARCH  INSTRUMENT  COMPILATION 
INSTRUMENT  DESCRIPTION  FORM 

.  •  '^  - 

Please  complete  this  form  or. attach  material  containing  the  information. 
Be  certain  to  atltach  a  copy  of  the  instrument  itself. 

■    '.  .                      ■  ■ .  ■       •      ■  ■ 
I.    TITLE  OF  INSTRUMENT  (if  any )^  ^  


II.    PHENOMENA  AND/OR  VARIABLES  UNDER  STUDY: 
Operational   definitions:  (if  any) 


III.    IS  THE  INSTRUMENT  DERIVED  F,ROM  A  SPECIFIC  THEORY?         YES  ^.NO 

-    If  yes,  which  one:  .      •  •  , 

■  •■       ,    '        ■      '  •  ■  ^'  ■ 

•IV.    DESCRIPTION  OF  INSTRUMENT: 

A,    Narrative  description:    (Type  of  Instrument,  number  of  items,  etc. 
Describe  limitation  for  people  and  setting  characteristics  along 
with  suggested  use.)  • 


B.    Developed  by  (if  other  than  p^son  completing  form): 

•    ■  •  ■   I    \  ^  (Name) 

/    ( Prof esjsional  background) 
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■  ■    \  ' 

C.   type  of  data  produced:    Nominal    Interval 

;     .  ,         -      "      prdira'   .  Ratio 

°\.  'other  (list) 


D.   Haye  norms  been  developed  for  the  instrument:.  YES 


NO 


If  yes,  for  what  population?  (If  available,  please  attach  or 
cite  reference).  "*  , 


E    Has  any.  work  been  done  in  determining  the  YES  _  NO 

'reliability  of  the  instryment? 

If  yes,  see  Part  2  -  A.  &  B.  , 

F.    Has  any  work  been  done  in  determining  the  validity    ,     YES  _ — _  NO 
of  the  instrument? 

If  yes,  see  Part' 2  -  C.  D.  &  E. 

PROCEDURE  FOR  ADMINISTRATION,. 

A.    Include  necessary  preparation  of  environment,  investigator,  and 
subject: 


B.   Time,  energy,  and  skills  needed  for  subject  (i.e.  reading  level 
ability,  etc.)  .  , 


PROCEDURE  FOR  SCORING: 


WHAT,.IF  AKV,  PROBLEMS  DID  YOU  ENCOUNTER  IN  THE  USE  OF  THE  INSTRUMENT? 


\ 
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VIII.    RELIABILITY  AND  VALIDITY 


A.   Has  the  reliability  of  the  instrument  been  determined?  YES_ 

If  yes,  describe  procedure,  population,  and  list  reliability 
coefficients: 


NO 


Over  time  (test-retest) 


Over  test  (internal  consistency) 


B.   Has  the  discriminatory  power  of  the  instrument  beeq  determined? 

-     YES      NO  -  . 


If  yes,  describe  procedure  and  result: 


VOLUME  2  . 

Has  the  content  validity  of  the  instrument  been  determined? 
YES   NO 

If  yes,  describe  procedure,  population,  and  validity  coefficient: 


Has  the  construct  validity  of  the  instrument  been  determined?  ^ 
YES_  N0_  

If  yes,  describe  procedure,  population,  and  validity  coefficient: 


Has  the  criterion-oriented  predictive  validity  of  the  instrument 
been  determined?    YES.  NO 

If  yes,  what  were  the  criterion  variables  against  which  the 
predictive  validity  was  established,  and  if  the  instrument  itse  f 
Sas  used  as  a  criterion  measure,  what  were  the  predictor  vanab  es 
which  were  related  to  it,,  and  what  were  the  correlation  coefficients? 

Describe  procedure,  populalti on,  and  validity  coefficient:  ■- 
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■  '.    ■  ■  ■ .    .  ■  •  ■  •«       ■  ■  ■ ..  •,  - 

IX..    Copyright:    YES      NO  .  .   Cost ^of  materials  (if  any);  /  ' 

X.       IS.  THE. INSTRUMENT-  INCLUDED  IN  ANY  OTHER  COMPILATION  OF  DATA-GATHERIWG 
DEVldES?    YES_  NO  ' 

J[f  yes,  list:  '  ^ 


XI.      LIST  (OR  AHACH  IF  AVAILABLE)  ANY  REFERENCES  DESCRIBING  DEVELOPMENT 
OR  USE  OF  THIS  INSTRUMENT. 


XII.     PERSON  TO  CONTACT  TO  OBTAIN  INSTRUMENT  (If  different  than  person 
completing  form): 

»  \    .  .  ■ 

Name:  ^  -  \ 

Address:  ■   \  ' 

■  '  J*    '■.  ... 
^         .  Zip  code  ^  

.XIIL  'PERSON  COMPLETING  FORM:  .  . 

Name:     •  ]  ]  ^  .   

■  ■                 ■             ■         ■                       ■.   ■           ^    ■  .  , 

Address:  -   ■  ■ 

-  Zip  code  ■■ 

PLEASE  RETURN  TO:    Mary  Jane  Ward,'  R.N,,  Ph.O, 

^  "  Project  Director  '         .  . 

i  .    Compilation  of  Nursing  Research  Instruments 

Western  Interstate  Commission  for  Higher  Education 
P.O.  -Drawer  P 
.  Boulder,  Colorado  80302 
■  ■  ■    ■•       '  •    •  '    '  '     '      r .  .  .    ■  ■  ■  '       \ '     •  •  ■■ 
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Bioinstrumentation,  Research,  and  Human  Rights 

"%  .  .  ... 

The  physiological  instruments  described  in  this  publi|cation  are 
among  those  nurses  can  use  at  the  bedside  or  in  laboratories  to  conduct 
clinical  research  wit}i  human  subjects.  However,  some  of  the  instru-  " 
ments  involve  intrusive  procedures  that  require  the  collaboration  of  a 
physician.  In  the  clinical  practice  of  medicine,, intrusive  equipment  used 
for  life-support  purposes  is  often  already  attached  to  patients  m  mten- 
sive  care  units  and  other  clinical  settings.  In  these  situations,  nurse 
researchers  can  seek  access  to  these  patients  in  order  to  use  th^ 
monitoring  equipment  for  research  ptirpo%es.  Blood  or  othef  needed 
samples  can  be  withdrawn  from  existing  needles,  stopcocks,  tubes,  etc. 

However,  bioinstruments  that  invade  a. body  orifice,  break  the  skin,, 
interfere  with  physiological  functioning,  or  cause  pain  should  be  criti- 
cally assessed  before  they  are  selected  for  use.  Currently,  tensions  be- 
tween the  scientific  community  and  the  public  are  very  high.  This  hostile 
atmosphere  is  related,  in  part,  to  the  elitism  of  some  scientists  who 
possess  knowledge  but  assume  no  responsibility  for  making  that  knowl- 
edge understandable  to  the  consumer  who  directly  or  indirectly  pays  ^ 
most  of  the  research  bill.  Suspicion  of  researchers  is  also  generated 
because  of  previous  exploitive  practices  with  human  subjects.  At  a  time 
when  the  whole  world  is  seemingly  impersonal,  people,  more  often  than 
not",  are  seeking  individual  attention  and.  care— not  to  be  experimented 


on 


Of  increasing  concern  to  all,  scientists  and  lay  people  alike,  is  the 
potential  of  research  to  modify  human  behavior,  alter  human  nature, 
and  engineer  life  and  death.  Human  Subject?  Committees  are  respon- 
sive to  these  concerns  and  require  from  the  potential  researcher  exten- 
sive, carefully  worked-out  justifications,  protocols,  and  safeguards  for 
human  protection  before  approval  will  be  granted  for  any^  research. 
Even  ^ffith  such  committee  approval,  human  subjects,  especially  normal 
human  subjects,  may  be  difficult  to  recruit  when  intrusive 
bioinstru mentation  is  to  be  used. 

Ann  M.  Voda,  R.N.,  Ph.D. 
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Factors  to  be  Considered  in  Pliysiological'  Instrument  Selection 

:  .  •  *  \  •  '   .  ' 

.  •    .  .     "  •  '  .  ■'•  • 

Bioinstrumentation  provides  the  tools  with  which  to  measure 
physiological  variables  and  parameters.  Scie«itists  who  use  bioinstru- 
ments  in  their  work  or  in  research  are  involved  in  that  branch  of  science 
now  known-  as  biometrics.  The  science  of  biometrics  is  not  'new- 
physiologists  have  always  usied  a  widp  variety  of  scientific  measuring 
instruments. '  Since  the  1950's,  therp  has  been  a  proliferation  of 
bioinstruitientation  development  arid  its  use  in  the  health  sciences. 

Obviously,  measurements  provided  by  an  instrument  must  have  tbe 
potential  to  answer  the  questions  being  asked  about  the  biological  or- 
ganism. This  accomplished,  bioengineers  agree  that,  in  the  design  and 
specifications  of  medical  instrumentation  systems,  the  scientist  should 
pay  particular  attention  to  each  of  the  following-factors: 

Accuracy  is  the  capability  of  an  instrument  to^oUow  the  true  value 
of  a  given  phenomenon;  it  is  a  measure  of  systematic  error.  Error  can 
'  occur  for  a  variety  of  feasons,  e.g.,  ambient  temperature  change,  drift, 
poor  frequency  response.  Attention  must  be  paid  to  restrictions  on  the 
conditions  under  which  measurements  are  made.  Accuracy  of  instru- 
ment measurements  can  be  determined  only  by  reference  to  some  kind 
of  standard,  and  this  standard  must  be  related  at  some  level  to  interna- 
tional standards  of  length,  mass,  and  time.      *  . 

In  clinical  research,  one  has  to  assess  whether  or  not  application  of 
the  instrument  itself  alters  physiology  to  the  point  that  accuracy  is 
affected.  For  example,  every  method  used  to  measure  blood  pressure 
before  the  introduction  of  plethysmography  interrupted  th^  internal 
milieu  through  the  application  of  pressure  or  intrusive  trauma  so  that 
totally  accurate  measurements  were  not  possible.  Care  in  usage,  mount- 
ing, calibration,  and  checking  are  among  the  most  important  factors  in 
reducing  errors  in  measurement.  ^ 

Rknge  is  the  quantitative  limits  of  th  e  stimulus  between  which  the 
instrument  is  calibrated  to  perform  mc-asurements.  The  range  of  an 
instrument  must  be  such  that  it  can  provide  a  usable  reading  from  the 
smallest,  expected  value  of  the  variable  to  and  including  the  lai^gest 
expected  value.  .  .. 

Sensitivity  is  defined  as  the  smallest  change'in  the  measure^  quan- 
tity that  an  inistrument  can  reliably  measure.  An  instmment  cannot  iJe  '' 
more  accurate  than  its  sensitivity.  Various  types  of  frictioji  iri  the'^in- 
strument  and  rahdom  fluctuations  of  matter  (or  ''noise,".as  it  is  called) 
are  the  m^jor  sources  pf^interference  with  ihstrameht  sensitivity. 

In  selecting  an  instrument,  one  needs  to  be  certain  that  it  is  sensi- 
tive enough  to  a]kcomplish  the  task  required.  Extremely  sensitive  in- 
struments are  expensive  to  purchase,  difficulty  to  maintain,  costly  to 
operate,  and  may  produce  data  that  have  to  be  converted  beforie. 
anajysis!  If  extremely  small  or  fine  units  of  measurements  are  not  re- 
quired, a  very  sensitive  instrument  is  a  misuse  of  resources. 

-  Stability  \s  the  ability  of  an  instrument  to  return  to  a  steady  state 
foUowii^gan  input  stimulus.  It  is  important  that  aninstrument  be  stable 
over  the  ranee  needed  for  measurement  of  the  variable  under  study. 
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SignaUo^oise  ratio  should  be  as  high  as  possible.  In  the  hospital 
environment,  ''noise"  or  interference  is  veiy  common.  It  can  be  due  to 
poor  grounding  or  to  interference  from  electromagnetic,  ejectrostatic,  or 
diathermy  equipment.  ^It  is  important  that  the  signal-to-npise  ratio  in 
the  actual  environment  in  which  the  measurements  are  to  be  made  is 
known  and  controlled. 

The  criterion  of  standardization  in  the  selection  of  bioinstrumenta- 
tion  is  very  important.  One  of  the  greatest  problems  in  research  is 
obtainiflg  data  in  units  of  measurement  or  in  a  fcrlti  that  makes  that  data 
comparable  with  data  from  other  studies.  ; 

The  standardization  of  the  instrument  itself  is  another  aspect  to  be 
omisidered  by  the  potential  user.  The  complexity  of  standardization 
procedures  such  as  calibi'ation,  compfjison  with  a  standard  instrument, 
and/or  the  mixing  of  standard  solutions  must  be  considered  in  terms  of 
the  time  required  and  the  possibility  of  error.  The  frequency  with  which 
the  standardization  of  ian  instrument  must  be  che^cked  can  require  an 
inordinate  amount  of  time.  So,  too,  whether  or  ne  t  a  technician  or  com- 
pany representative  must  check  and  maintain  standardization  is  a  fac- 
tor that  must  be  considered  in  terms  of  cost  and  convenience. 

The  mobility  of  an  instrument  is  another  criterion  for  selection.  The 
instrument'^  weight  and  mounting  influence  the  e^e  with  which  it  can 
be  moved.  If  a  mobile  unit  is  important,  one  should  look  for  lightweight 
ihstrumeuts  or  those  wftich/  when  mounted  on  wheels,  will  go  through 
doorways  easily.; 

Ann  M.  Voda,  R.N.,  Ph.D. 
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Glossary  of  Physiolog 

ACCURACY— The  capability  of  an  instrument 
to  follow  the  true  value  of  a  given  phenome- 
non. It  iff'often  confused  with  "inaccuracy" 
which  is  the  departW  true  value 

*  into  which  "all  causes"  of  error  attributable 
to  the  instrument  are  lumped.  This  includes 
errors  such  as  repeatability,  hysteresis, 
linearity,  drift,  gain  stability,  temperature 
.  effects^nd/n^any  othersV^ 
AMPLIF*^"lNPUtS 
BALAI^^D— A  symmetrical  input  circuit 
having  equal  impedance  frorti  both  input 
'  terminals  to  ground.  '  ^ 

DIFFERENTIAL— A  symmetrical  input  cir- 
cuit that  rejects  voltages  which  are  the 
\    same    at    both    input    terminals  and 
.  -  amplifies  the  voltage  difference  between 
the  two  input  terminals.  A  differential 
input  can  be  either  "balanced"  or  "float- 
^  .  ing*/  and  may  also  be  "guarded." 
FLOATING— An  isolated  input  circuit  that  is 
not  connected  to  ground  at  any  point.  (The 
maximum  permissible  voltage  co  ground 
■        is  limited  by  electrical  design  parameters 
^*    .  of  .the  circuit  involved.) 
GUARDED— An  input  that  has  a  third  termi- 
.  nai  which  is  maintained  at  a  potential 
near  the  input  terminal  potential  for  a 
single-ended  input  or  nea^L     2  nipan  input 
A  potential  of  a  differential  inpu"^.  It  is  used 
/  "  to  shield  the  input  termination.  / 
SINGLE-ENDED— A  two  terminal  input  cir- 
cuit in  which  one  of  the  input  terminals  is 
ground. 

AMBIENT  TEMPERATURE— The  prevailing 
temperature  in  the  immediate  vicinity  or 
temperature  of  the  medium  surrounding  an 
object.' 

X^MPLlTUDE- The  magnitudie  of  variation  in 
6n  alternating  quantity  from  its  zero  value. 
It  must  be  modified  with  an  adjective  such 
as  "peiak,"  "RMS,"  "maximum,"  etc.,  which 
designates  the  specific  amplitude  to  be 
measured.  -  . 
AMPLITUDE  RESPONSE— The  maximum 
-  output  amplitude  obtainable  at  various 
points  oyer  the.  frequency  range  of  an  in- 
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strument  operating  under  rated  conditions. 
In  direct  writing  recorders  a  sine  wave  is 
always  used  in  testing  and  "amplitude  re- 
sponse" is  a  measure  of  the  instrument's 
^  maximum  writing  capability  at  various  fre- 
quencies. 

ANALOG  OUTPUT— An  output  signal  in  which 
jthe  instantaneous  amplitude  is  continu- 
ously proportional  to  the  amplitude  of  the 
corresponding  input  variable.  Analog  type 
transducers  permit  transients  to  be  faith- 
fully reproduced  by  the  direct-writing  re- 
corder which  does  not  sample,  but  measures 
and  records  on  a  continuous. basis. 

ATTENUATION— The,  reduction  in  amplitude 
of  a  given  stimulus  or  electrical  signal. 

BALANCE— A  condition  of  Symmetry  in  an 
electrical  circuit,.,  or  the.  condition  of  zero 
output  from  a  device  such  as  a  Wheatstone 
Bridge  when  properly  equalized.  Depending 
on  the  type  of  measurement,  two  general 
categories  of  balc^nce  may  be  encountered. 
For  D.C.  excitation  and  steady  state  condi- 
tions, resistive'  balance  is  adequate..  For  a.c. 
excitation  and  a.c.  signals,  both  resistive 
and  reactive  balance  is  required. 

BONDED    STRAIN  GAGE—Strairi-sensitive 
elements  arranged  to  facilitate  bonding  to  a. 
surface  in  order  to  measure  applied  stres- 
ses. 

BREAKDOWN  VOLTAGE— The  voltage  at 
which  electrical  equipment  will  arc  oyer  to  a 
structural  member.  Usually,  the  breakdpwn 
voltage  level  is  specified,  between  any  un- 

'     grounded  terminal  and  the  chassis. 

CALIBRATION— The  process  of  comparing  an 
instrument,  deyice,  or  dial  with  a  "stand- 
ard" to  determine  its  accuracy,  capacity,  or 
gpraduations. 

COMBINED  ERROR— A  term  used  to  specify 
the  largest  possible  error  in  an  instrument 
resulting  from  a  combination  of  adverse- 
^  conditions.  Often  applied  to  the  largest 
error  due  to  the  combined  effect  of  non- 
linearity  and  hysteresis. 

COMMON  MODE  REJECTION  (Or  Inphase 
Rejection) — ^A  measure  of  how  well  a  differ- 
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entiar  an^plifier  ignores  a  signal  which 
appears  simultaneously  at  both  input  ter-; 
minals.  / 

CEITICAL  DAMPING— The  value  of  damping 
.    which  provides  the  most  rapid  transient  re- 
sponse, wtfeowt  overshoot  Has  a  damping 
factor  of  one. 
CROSS-TALK— Interference  in  a  given  trans- 
mitting or  recording  channel  which  has  its 
origin  in  another  channel.  Oft^n  used,  as 
equivalent  to  transverse  sensitivity. 
DifMPING— The  l  resistance,  friction  or  other 
cause  that  diminishes  the  amplitude  of  an 
'    oscillation  with  each  successive  cycle. 
DAMPING  FACTOR^The  ratio  of  any  one 
amplitude  and  the  next  succeeding  it  in  the 
same  sense  or  direction,  when  energy  is  not 
supplied  on  eaph  cycle. 
DAMPED  NATURAL  FREQUENCY— The  fre- 
quency at  which  a  system  with  a  single 
degree  of  freedom .  will  oscillate,  in  the 
presence  ot  damping,  upon  momentary 
displacement  from  the  rest  positionby  a. 
vtransient  force,  w  . 

DC  i^MPLIFIER— One  which  has  a  frequency 
sponise  band  that  goes,  down '^tTd.c.  This 
classification  1  includes  direct  coupled 
amjSfiers,  but  it  is  not  restricted  to  direct 
coupled  amplifiers.  A 
DECIBELXAbbreviated  db,  is\  unit  used  to 
express  \og-arithmically,  thfe  '^ratio"  be- 
tween two.  amounts  of  power.  Pi  and  P2 
existing  at\^o  points.  By  definition. 


number  of  db=^10  logjo  Pj 


When  the  source  and  Ipad  impedances  are 
equal  the  decibel  can  also  be  used  to  express 


Voltage  and  current  ratips. 
The  ratio  then  become?- 


number  of  db=20  log,o  E 

E2 


.or=20  logioj^ 
I. 


DEMODULATOR— A  device  which  extracts  the 
modulation  information  from  a  modulated 
'  carrier.  In  mos|t  cases  a  ''denominator''  rec- 
tifies this  incoming  modiUatedx^^  fre- 
quen<^  and  separ^^  carrier^from  the 

desired  modulation  signal,  '  \ 

DIFFERENTJAL  I  TRANSDUCER— A\dev^ 

•  which  is  capable  of  meas^^^  simu^ane- 
ously  frorrLtwP  sepaijkU  signal  source^  and 
0    Mwhichyprbvide85^a^  proportional  to 

■'^  •  ^lie  difference  between  thje  two  signals.  \^ 


•'DIGITAL  OUTPUT— An  outjSut  that  represents 
the  magnitude  of  the  stimulus  in  the  form  of 
discrete  quantities  coded  to  represent  digits 
in  a  system  of  notation.  It  id  normally  not  a. 
continuous  output  but  on^  which  samples 
and  then  displays,  records  on  tape  or  prints^J 
put  at  predetermined,  intervals,  r 
DISTORtlQN-^Any  change  in  a  signal  when 
^   th^outpiit  is  not  a  faithful  reproduction  of 

the  input.     '  * 
DITHER— A  small  electrical  signal  deliberately 
injected  into  an  electromechanical  device 
for  the  purpose  of  overcoming  static  friction 
in  the  device. 
'  DRIFT— A  gradual,  unintentional  deviation  of  a 
given  parametler,  attributable  to  any  inter- 
nal or  external  Cause.    '  • 
DYNAMIC  ERROR  BAND— A  term  used  to  de- 
scribe the  maximum  deviation  of  output 
amplitude,  over  a  given  frequency  band,  for 
constant  amplitude,, sine  wave  input," 
DYNAMIC  RUN-^A  test  performed  on  an  in- 
strument to  obtain  the  overall  behavior, 
frequency  response,  and/or  damping  and 
natural  frequency  of  the 'device.  • 
FORCE  BALANCE  TRANSDUCER— A  trans- 
ducer in  which  the  output  from  the  sensing 
member  is  amplified  and  fed  back^to  an  ele- 
ment which  causes  the  force-summing 
member  to  return  to  its  rest  position.  The 
magnitude  of  the  signal  fed  back  determines^ 
«     the  output  o^  the  device.  ^  ' 

FREQUENCY-MODULATED  SIGNAL— A  sig- 
nal in  which  the  intelligence  is  contained  in 
the  deviation  from  a  center  frequency.  Con- 
sequently the  deviation  is  proportional  to 
the  applied  stimulus.  , ' 

FREQUENCY  RESPONSE— The  pojtion  of  the , 
frequency  speifetrum  which  can  be  covered 
by  a  device  within  specified  limits  of 
amplitude  error, 
FULL  SCALE— the  total  interval  over  which 
an  instrument  is  intended  to  operate.  Also 
the  output  from  a-  transducer  when  the 
maximum  rated  stimulus  is  applied  to  the 

input.  ^  *     '  r  . 

GAIN  STABILITY— The  maximum  change  iri 
sensitivity  from  its  initial  value,  ^er  ;^a^: 
stated  time  period^  under  rated  operating| 
conditions,  with  any  rated  signal  input^  '■■■f- 
GROUND— 1.  A  point  in  a  circuit  us^d  as\a 
common   reference  or  datum   point  in^ 
measuring  voltages.   2.  The  conducting 
cHas'^sis  or  framework  on  which  an  electrical|; 
circuit  is  phy^cally  mounted  ahd  to  which  ■ 
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one  point  in  a  circuit  is  frequently  con- 
nected. 3..'The  earth  or  a  low  resistance  con-r 
ductor  connectec}  to  the  earth  at  some  point 
and  having  no  potential  difference  from^ 
•  another  p bnductor,  connected  to  the^  earth 
at  the  same  point.      .  ^ 

HYSTERESIS— The  summation  ;of  all  effects, 
under  constant  environmental  conditions, 
which  cause  the  output  of  an  instru.ment  to 
assume  different  values  at  a  given  stimulus 
poirit  when  the  point  is  approached  *first 
•  •  ^.^tn  increasing  stimulus  and  then  with  de- 
creasing stimulus.  ll  is  customary  to  ex- 
press hysteresis  in  percent  of '  full '  scale 
output.  Generally' the  hysteresis  is  taken 
over  a  total  increasing  and  .decreasing  ex- 

'  cursion  for  the  entire  xange  of  the  instru- 
ment*. 

^5li^RID  CIRCUIT— An  electronic  circuit  hav- 
ing both  vacuijtn  tubes  and  transistors  in 
order  to  fully  utilize  the  desirable  features 
of  Iboth,  The  vacuum  tube  offers  high  input 
impedance,  closer  control  of  electrical 
specifications,  better  temperature  stability^ 
and  suitability  for  high  voltage  applications. 
The  transistor  joffers^small  power  consump- 
tion, small  size  inherent  ruggedness,  and 

■  large  power  handling  capability  irt  high  cur- 
rent-levels. . . 

INFINITE  RESOLUTION— The  capability  of 
providing  a  stepless,  continuous  output  over 

,    the  entire  range  of  a  device: 

INTERNAL  CALlBRATiON— A  specified  pro- 
cedure by  which  an  instrument  is  deliber- 
ately unbalance^  or  deflected  by  injecting  a 
known  internal  "reference"  voltage,  resist- 
artce  or  other  constant  into  the  circuit  which 
produces  a  predetermined  output.  This  out-'^ 
put  is  then  used  as  a  baljtsrf5rfinal  adjust- 
ment of  instrument  sensitivity.      .   .  ' 

LINEARITY— A  relation  such  that  any  change 
of  input  signal  is  accompanied  by  a.  similar 
change  in  the  output  which  is  exactly  and 
directly  proportional  to  the  input.  Ordinar- 
ily, the  term  "linearity''  is.  used  to  refer  to 

•>*the  honlinearity  err8r.  For  recording  in- 
struments,  "d.c.  linearity"  normally  refers 
to  the  maximum  nonlinearity  error  that  will 
be  encountered  when  re^cording  any  steady 
state  .value,  "a  c.  linearity'V  refers  to  the 
maximum  nohlinearity  error  that  will  be 
encountered  wlv^n  recoiling  alternating 
values  up  to  tKe  rated  writing  cii^pability  of 
the  instrument.  q  . 

LOADING  ERROB—The  error  introduced  cur- 


rentes  drawn  from  the  output  of  a  device. 

MA(5NETIC  DAMPING-T^The  damping  of  a 
mechanical  motion  byVaeans  of  the  reaction 
between  a  magnetic  field  and  the  current 
generated  by  the  motion  in  a  conductor 
rilQving  through  the  magnetic  field.  Used  to 
prevent  overshooting  of  moving  parts. 

NATURAL  FREQUENCY— The  frequency  at 
which  a  system  with  a  single  degree  of  free- 
dom will  oscillate  upon  mom^ntafy  dis- 
placement  from  the  rest  position  by  a 
transient  force.  -  ' 

NOISE— Any  unwanted  electrical  disturbance 
or  spurious  signal  which  modifies  the 
transmission,  measuremient,  or  recording  of 
desired  data. 

NONLINEARITY— The  difference  between  the 
actual  instrument  output  and  the  expected 
output  as  defined  by  a  reference  straight 
line,  it  may  be  calculated  as  deviation  from 
the  , straight  line  of  the  ascending  cycle  of 
calibration  or  on^both  the  ascending  And 
descending 'applications  of  stimulus.  The  de- 
viation is  normally  expressed  as  a  percent- 
age of  full-scale  deflection.  ^   j  . 

NOTCH  FILTER— An  arrangement  of  elec- 
tronic components  designed  tojattenuate  or 
"  reject  a  specific  frequency  or  alnarrov/  band 
of  frequencies.      .  I 

NULL-BALANCE^A  Condition  of  balance  ih.a 
device  or  system  which  results  in  zero  out- 
put. ,      .  i 

OFF-GROUND— The  voltage  above  or  below 
gxx>und  at  which  a  device  is  operated. 

OPERATING  TEMPERATURE4-The  tempera- 
ture, or  range  of  temperatuijes^  over  wl>ich 
_  an  instrument  js  expected  to  bperattejs^hin 
specified  limits  of  error.  ____:L^ — ^ 

OPTIMUM  DAMPING— the  value  of  damping 
which  provides  good  speed  of  response  with 
some  overshoot:  Optimum  damping  is  about 
65  percent  of  critical  damping. 

PARAMETER— An  influencing  factor  which 
/    may  be  varied  or  held  constant  while  ob- 
serving the  behavior  of  a  device. 

PEN  CENTERING— An  elect^cal  or  mechani- 
cal adjustment  by  which  anloipcillogrsph  pen 
is  positioned  to  chart  center.:  . 

PEN  POSITIONING— An  elect^cal  or  mechani- 
cal adjustment  by  which  an  j>8cillograph  pen 
is  positioned  to  any  desired,' position  on  the 
chart  to  represent  zero  inp^t  signal. 
..PHASE— The  position  at  any  instant  \yhich  a 
periodic  wave  occupies  ^in  ^  its  cycle.  If 
amplitude  is  depicted  perpendicular  to  a 
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time  axisrptese  may  be  represented  as  a 
position  along  the  time  axis.  If  the  time  of 
one  period  i«  rejaresented  as  360  degrees,  the 
phase  .position  is  called  ^he  phase  angle. 

PHASE  SHIFT— A  change  in  the  phase  rela*- 
tionship  between  two  periodic  quantities. . 

PRECISION— A  term  frequently .  associated 
with  scientific  measurements  which  refers 
to  the  repeatability  of  the  instrument  but  , 
does  not  coVer  other  sources  of  error  which 
may  be  inhiarent  or  present  in  the  measur- 
ing system. 

PRIMARY  CALIBRATION— A  calibration  pro- 
cedure in  which  the  instrument  output  is 
observed   or   recorded   while   the  input 

•  stimulus  is  applied  under  accurately  con- 
trolled conditions,  or  received  from  a  pri^-- 
maiy  standard.  j 

RANGE— The'  quantitative  limits  of  the 
stimulus  between,  which  the  instrument  is 
calibrated  to  perform  measurements. 

RATED  RANGE— The  nominal  operating  range 
.  within  which  a  device  should  be  operated  in 
order  to  maintain  the  performance  charac- 
teristics specified  by  its  manufacturer. 

REACTIVE  BALANCE— The  variation  '^of  a 
<:apacitive  or  inductive  component  which  is 

y  often  required  to  null  the  output  of  certain 
transducers  or  systems  having  a.c*  excita- 
tion. 

RELIABILITY— A  measure  of  the  probability 
that  an  instrument  will  continue  to  perform 
withih  specified  limits  of^error  for  a  specified 
lengtl^'of  time  under  specified  conditions.  . 

REPEATABILITY— The  maximum  deviation 

•  from  the  average  of  corresponding  data . 
*      points  taken  from  repeated  tests'  under 

identical  conditions  . for  any  one  stimulus 
yslue.  The  number  cif  stimulus  point?  jnay 
include  the  full  range  of  the  instrument  err 
may  be  liinited.  The  term  is  often  extended 
to  mean  thcv  difference  in  output  for  any 
'given  identically  repeated  stimulus  with.no 
change  in  the  remaining  test  conditions. 
REPRODUCIBILITY— Iw  Used  interchange- 
ably with  "repeatability."  2.  The  capability 
of  being  duplicated  through  the  use  of 
s  tandard;  commercial  rep  induction  proc- 
esses. 

RESISTANCE  BALANCE-^The  amount  of  re- 
sistance  which  is  bffeen  required  to  null  the 
output  of  certain  transducers  or  systems. 
RESOLUTION-rThe  smallest  change  in  applied 
,  stimulus-  that  >m    produce  a  detectable 
*  change  in  the*  instrument  output. 


RESONANT  )FREQUENCY— The  frequency  At 
which  a  given  system,  or-  object,  will  respond 
^yith  maximum  amplitude  when  driven  by 
an  external  sinusoidal  force  of  constant 
amplitude. 

SCALE  FACTOR— The  ratio  of  full-scale  output 
^   to. the  value' of  the  measurement  at  full 
r^range,  and  generally  expressed  in  the  unit 
value  per  scale  division. 
SENSITIVITY— That  characteristic  o^an  in- 
strument which  determines  the  minimum  ^ 
input  signal  strength  required  for  causing  a 
desired  value  of  signal  output,  Thi\  "sen- 
sitivity" of  direct  writing  recording  systems 
ig  normally  expressed  in  volts,  millivolts  or 
microvolts  per  thart  line  of  pen  deflection. 
The  "full  scale  sensitivity'*  of  recordinjg  sys- 
f      tems  is  also  expressed  in  volts,  millivolts  or 
microvolts,  which  is  the  minimum  signal, 
input  capable  of  causing  a  pen ;  deflection 
from  chart  ^entfer  ' to  either  edg'e  of  the 
chart. ,       '  .  *. .  ( 

SHUNT  CALIBRATION— A  form  of  secondaiy 
calibration  in  which  a  resistor  is  placed  in 
'  parallel  across  one  element,  of  a  resistive 
bpdge  in  order  to  obtain  a  known  and  delib- 
erate electrical  unbalance;; 
SPAN— The  reach  or  siiread  between  two  estab- 
,  lished  limits  such  as  the  "difference  between 
high  and  low  values  in  a  given  range  of 
physical  measurement* 
STABILITY— The  degree-  of  freedom  from 
chants  in  performance  of  a  device  or  sys- 
tem due  to  any  cause,  oviera  specified  period 
of  time.  "Stability"  is  simply  the  absence  of 
drift. 

STATIC  ERROR  BAND— Maximum  deviation  . 
of  pen  from  the  signal  commanded  position 
when  arfon-scale  signal  is  stopped,  and  held 
at  a  giviem  level  The  stopped  position  may  be 
approached  from  any  direction  and  with  any 
random  waveform.  This  figure  includes  hys- 
teresis and  nonline&rity  but  does  not  in- 
clude paper  or  electrical  drift.  It  is  defined 
as  percent  of  full  scale.  : 
STRAIN— Physical  deformation  produced  in  a 
solid  as  a  result  of  stress.  /|Averag(^  unit 
strain'Vis  a  more  meaningful'term  which  is 
the  total  deformation  of  a  body  in  a  given 
.  direction  divided  by  the  original  length* 
that  direction  and  is  usually  express^d;^in 
microinches  per  inch.  '^  "  ^ 

STRAIN  GAGE  BASED— Any .  instrument 
whose  .sensirig  element  is  .  composed  of 
bonded  or  unbonded  strain  gages« 
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STRESS— The  force  acting  on  the  unit  area  of  » 
solid. 

.TEMPERAT.UiRE  EFFECT— The  change  in 
.performance  due  to  changes  in  tempera- 
ture; iSpecifically  the  difference  between  the 
output  at  room  temperature  and  at  any\ 
other  specified  tiemperature .  af  any  pne  \ 
value  ef  the  stimulus  within  the  range  of  the  \ 
instrument.  It  is  generally  specified  in  per-- 
^centage  of  full-scale  output  per  inten/al  of 
temperature. 
THERMAL  COEFFICIENT  OF  SENSITIV- 
ITY—The  change  in  full-scale  output  due 
•  to  the  effects  of  temperature  only.  Usually 
expressed  in  percisntage  of  the  fuU-^cale  out: 
put  per  unit  change  in  ambient  tempera- 

.  ,    ture. '  *  .  * 

THERMAL  ZERO  SHI^'T— The  maximum 
change  or  shift  in  pen  zero  due  to  changes  in 
temperature.  More  specifically,  the  shift  in 
pen  zero  when  the  instrument  goes  from  , 
room  temperature  to  some  other  tempera- 
ture, or  covers  any  specified  temperature' 
range. 

THERMISTOR— A  semiconductor  whose  resis- 
stance    varies    with.,  temperature    in  ^. 
definite  known  manner.  It  is  used  in  circuits 
'io  compensate  for  temperature  variations  in 
^     other  parts  or  it  may  be  used  as  a  tempera: 
.ture  sensing  element.  "Thermisto/s"  gener: 
ally  haye  negative  temperature  coefficients, 
but  special  types  can  be  made  with  positive  ■ 
coefficients. 

THRESHOLD  01^  SENSITIVITY— The  small- 
est stimulus  or  signal  that/will  result  in  a 
detectabjie  output.  ^  '  . 

TIME  B ASE— A  tef e^nce  time  signal'recorded 
at  givenj  intervals  with  the  information  sig- 
nal. "    I  '  X 

TIME  CONSTANT— The  time  require^kfprran 
exponential  quantity,  to  .chang^  by  an 
amount  equal  to  0.632  times  the  total 
change  that  will  eventually  occur.  When  a 
9tep  signal  is  applied  in  a  capacitor-resistor 
circuit,  it  is  the  number  of  seconds  required 
.  for  the  capacitor  to  reach  63/2  percent  of  its 
full  chajrge  after  a  voltage  is  applied. 

TRANSPJJCER— A  device  ywhich  -converts 
energy  from  one  fomPinto  another,  retain- 

I  ing  the- characteristic  amplitude  vfiriations 
of  th6  energy^being  cbnverted.. Examples:  A 
microphone,  which  convierts  acoustical 
energy  intb  electrical  energy;  a  loud 
speaker,  which  does  the  reverse;  or  a  photo-  . 
cell- which  converts  light  energy  into  electri- 
ceyenergy. 


TRANSIENT— A  temporary  signal  of  short  du- 
ration existing  while  a  system  is  adjusting 
itself  between  two  different  steady  state 
conditions.  ''Transients"-  are  usually 'sup- 
erim'^osed  on  the  useful  signal. 
TRANSIENT  RESPONSE— The  ability  of  an 
instrument  or  System  to  follow  singlfe,  non- 
:    rej)etitive  step  changes  of  input  signals.  De- 
sirable transient  response  criteria  are  rapid 
\      rise  time  with  a  minimum  of  overshoot 

"notching"  or ''ringing."  ^ 
T^UNED  FILTER— An  arrangement  of-^ejec- 
-  '•  tronic  components- which  either  attenuates 
or  passes  signals  lit  a  particular  frequency. 
TURNS  RATIO— The  ratio  of  the  number  of 
turns  in  one  winding  of  a  transformer  to  the 
number  of  turns  in  another  winding. 
VOICE  FREQU&NCY— The  frequency  range  of 
ordinary  speech,  exteiiding  from  about  100 
to  3,000  cycles.     .       -  « 
VOLT-AMPERE— The  uriit  of  apparent  power 
ip  an  alternating-current  circuit.  It  is  equal 
to  the  voltage  in  volts  multiplied  by  the  cur- 
rent in  ampieres  without  taking  phase  into 
'  consideration.  -  . 

WAVEFORM— The  graphical  representation  of 
the 'shape  of  a  wave,  showing  variations  in 
amplitude  versus  time. 
WATT— The  prttctical  unit  of  electric^ower  in  a 
*  direct^current  circuit,  equal*  to  volts  nlulti- 
plied  by  amperes.  In  an  alternating-cuiTent 
circuit,  watts  are  equal -to  volts  multiplied 
by  amperes,  then  multiplied  by  "circuit-^ 
power  factor." 
ZENER  DIODE— A  semicdndiictor  device  fre- 
quently used  as  a  constant  voltage  refer-* 
ence  or  control  element  in  various  electronic 
circuits  or  power  supplies.  The"^ener'' 
diode   is   unique  -  in  .  that  its  electri<;^l 
properties  are  derived  from,  a  rectifying 
juifiction  which  wdrks  at  a  reverse  bias  av- 
alanche condition.         >      "     ^  , 
ZERO  ADJUSTRf^ENT— Bringing  the  pointer  of 
an  instrument  to  zero  when  the  input  signal 
.    is  zero.       '  ^ 
ZERO    LINE  .  STABILITY— The  maximuip 
change  in  pen-  zero*  firom  its  initial  setting, 
over  a  stated  peripd  of  time,  under  rated 
operating    conditions,  %fter   a  suitable 
warm-up  periodcha^  pfermitted  .the^nstru- 
ment  tp  r«ach  temperature  equiJibrium. 
ZERO  SUPPRESSION-^A  technique  of  bucking 
out  the  static  component  of  a  complex  signal 
s6  that   the   dynamic  portionV  may  be 
amplihed  anH  displayed  in  more  detail  on 
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the  recorder  chart.  ''Calibrated  zero  sup- 
pression" is  a  mcfte  elaborate,  precalibrated 
system  "which  clearly  indicates  the  mag- 
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nitude  ^  \the  static  component  which  is 
being  buck|pd  out  for  any  given  setting  of  the 

calibrated  zero  suppression  controls. 

1  '  f 
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Good  Electrical  Safety  Practices 


1.  In  the  patient  care  .setting,  never  use  a 
two-wire  a.c.  outlet  or  a  ''cheater"  adaptor, 
i.e.,  an  adaptor  desi/ned  to  make  it  possible 
to  use  a  thxee-wir^plug  in  a  two-wire  outlet. 
Have  an  electricijm  install  a  three-wire  but- 
let  properly  groi/nded. 

2.  Avoid  using  extension  cords  with  patient  in- 
strumentation, j 

3.  When  two  or  more  electrical  instruments 
are  used  near  a  single  patient,  connect  them 
to  adjacent  a.c.  outlets.  Widely  sepairated 

•  outlets  actually  have  a  difference  in  voltage 
between  their  ground  connections  permit- 
:  leakage  current  to  flow.  j 

4.  Make  ceitairniiafall^lectri^ 
effectively  grounded  with  three-wire  power 
cords.  Even  electric  radios,  lamps,  etc.,  near 

;  a  patient's  bedside  should  have  three-wire 
cords.  " 

5.  Make  certain  that  all  metal  surfaces  that  a 
patient  can  come  in ,  contact  with,  are 
grounded.  ! 

6.  Check  power  cords  and  patient  cables  fre- 
quently for  intermittent^  connections,  frayed 
wires,  and  the  overall  qqality  of  the  conduc- 
■tors.  ^^"^  \  j 

7.  Always  wear  rubber  gloves  \vhen  handling 
bare  catheter  electrode  wires  or  external 
pacemakers. 


8.  Try  to  avoid  touching  the  patient  and  con- 
ductive metal  surfaces  such  as  an  electric 
bed  or  a  lamp  at  the  same  time. 

9.  Always  consider  the  patient  as  part  of  the 
electrical  circuit  and  environment. 
Keep  in 'mind  tliat  body  moisture  or  perspi- 
ration lowers  electrical  resistance  ^nd  per- 
mits stronger  currents  to  flow. 

11.  Never  ignore  "tingling''  sensations  when 
touching  the  frame  or  the  case  of  an  instru-  . 
ment.This  warning  indicates  that  a  current 
exists  that  is  many  times  the  Jevel  which 
can  produce  fibrillation  if  it  contacts  tHe  . 
heart.  ,        ,  / 

12.  Check  all  electrical  equipment  periodically  , 
to  be  certain  a  hazardous  voltage  is  not  pre- 

^     sent  on  the  metal  enclosure  or  frame. 

13.  Alternating  current  noise  on  an  ECG  trac- 
ing may  indicate  that  a  hazardous  level  of 
current  leakage  exists. 

14.  Motors  and  transformers  produce  large 
amounts  of  current  leakage.  Any  electrical 
device  with  a  motor  or  a  transformer  should 
be  inspected  frequently  for  possible  haz- 
ards.  ^  - 

15.  Promptly  report  damaged  electrical  outlets 
or  unusual  instrument  operation  associated 
with  particular  outlets.  - 

K.  C.  Rock,  B.S, 
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